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E.  6 W.  BLANKSTEEN  AGENCY,  INC. 

ADMINISTRATORS 
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ENDORSED  FLANS  OF: 

LONGTERM  INCOME  PROTECTION  PLAN 
MAJOR  MEDICAL 
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HOSPITAL-MONEY 
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HOMEOWNER'S 
OFFICE  PACKAGE 
LIFE 
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MARKETING 
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SERVICES 
REQU I RES 
A SPECIALIST. 


A PROVEN 
TRACK  RECORD  OF 
SUCCESSFUL  MARKETING  FOR 
SOLO  AND  GROUP  PRACTICES, 
SINGLE  AND  MULTISPECIALTY 
GROUPS,  IMMEDIATE  CARE 
CENTERS,  AND  AMBULATORY 
SURGICAL  CENTERS. 
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BROCHURES  • ADVERTISING  • PUBLIC  RELATIONS 

Creative  Public  Relations 

21 1 Essex  Street 
Suite  405 

Hackensack.  New  Jersey  07601 

Call  for  a free  consultation  (201)342-9111 

|, 


We 

Make 

House 

Calls 


Experience  MERCEDES-BENZ,  at  home,  at  your  office,  at 
your  convenience.  Give  your  undivided  attention  to  the 
performance,  the  comfort  and  the  prestige  of  a Mercedes- 
Benz  Motorcar,  in  your  own  familiar  environment. 

An  experienced  sales  consultant  will  bring  a Mercedes  to 
you,  in  a location  convenient  to  you.  We  will  introduce  you 
to  the  level  of  service  and  satisfaction  that  begins  with  own- 
ing or  leasing  a Mercedes-Benz  automobile  from 

Ray  Catena  Motor  Car  Corporation.  Phone  (201)  549-6600, 
we'll  come  to  you. 


®Ray  Catena 

Motor  Car  Corporation 

910  U.S.  Highway,  Route  1, 

Edison,  New  Jersey  08817 
(201)  549-6600 


MERCEDES-BENZ  MOTOR  CARS  ARE  ENGINEERED  LIKE 
NO  OTHER  CAR  IN  THE  WORLD. 


BLOODLINE 


NEW  JERSEY'S  FIRST 
INDEPENDENT  LICENSED 
AUTOLOGOUS  BLOOD  CENTER 
THAT  ROUTINELY  COLLECTS 
BLOOD  FOR  FUTURE  USE. 

■ SHORT-TERM  LIQUID  AUTOLOGOUS 
Available  up  to  42  days  prior  to  surgery. 

■ LONG-TERM  FROZEN  AUTOLOGOUS 
Storage  up  to  three  years  . . . soon  to  be 
extended  to  ten  years  plus. 

■ GUARANTEED  24-HOUR  DELIVERY 

■ CONVENIENT  BLOOD  DRAWING  BY 
NURSE  PHLEBOTOMIST  ...  in  physician 
office,  patient  home,  or  Bloodline  center. 


AUTOLOGOUS  BLOOD 

YOUR  OWN  BLOOD  IS  THE  SAFEST  BLOOD- 

(201)  593-0440 

•JAMA,  256;  17:2378-80. 
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The  Law  Firm  of 

Kern  & 
Augustine 


A Professional  Association 


Kern  & Augustine  offers 
a wide  range  of  legal  services 
to  the  Medical  Profession. 


Some  of  the  services  offered  include: 


Litigation  ■ 

Business  Planning  ■ 
Risk  Prevention 
Contracts  ■ 


Purchases  and  Sales 
Second  Opinions 
on  Malpractice  Claims 
Hospital  Relations 


■ Impairment 

■ Complex  Personal 
Injury  Claims 

■ Joint  Ventures 


For  more  information  contact: 

Steven  Kern 

Kern  & Augustine,  P.A. 

82  Speedwell  Avenue 
Morristown,  NJ  07960 

(201)  984-0101 


Affiliated  Offices: 

901  S.  17th  Street 

Fort  Lauderdale,  FL  33316 

(305)  462-5800 

407  S.  Dearborn 
Chicago,  IL  60605 
(312)  922-5200 


'Attorneys  to  the  Health  Professions" 
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AIDS  is  a complex  disease,  assaulting  the  psyche  as  well  as  the 
body.  The  Spellman  Center  for  the  Treatment  of  Persons  With 
AIDS  treats  both.  A comprehensive  medical  facility,  Spellman  is 
devoted  to  the  care  of  those  suffering  from  Acquired  Immune 
Deficiency  Syndrome. 

Respect  for  individual  dignity  guides  the  Spellman  program. 
Staffed  by  trained  personnel  dedicated  to  working  with 
AIDS  patients,  the  Center  includes  family  and  friends  in  the 
management  of  the  patient’s  health  crisis.  Spellman  also 
operates  a 24-hour  information  hotline  at  1 -800-433-AIDS. 

For  criteria  on  admission  and  referrals,  please  contact  the 
Medical  Director,  at  1-212-307-0735.  Spellman  is  a division  of 
St.  Clare’s  Hospital  and  Health  Center,  designated  the  first 
AIDS  treatment  center  by  New  York  State. 


The  Spellman  Center 

for  the  Treatment  of  Persons  With  A1DJ 

St.  Clare’s  Hospital  and  Health  Center 


415  W 51st  St 
New  York,  NY  10019 

An  Affiliate  of  New  York  Medical  College 


I An  AZT  Clinical  Site 

Medical  experts, 
providers  of  care 
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EXAMINATION  OF  MEDICARE  AND  MEDICAID 
PROGRAMS:  ASSEMBLY  HEALTH  AND  HUMAN 
RESOURCES  COMMITTEE 

Ralph  Kristeller,  M.D.,  a board  certified  internist  and 
chairman  of  MSNJ’s  newly  announced  Task  Force 
Coalition  with  Senior  Citizens  spoke  at  the  public 
hearing  on  Medicare/Medicaid: 

The  Task  Force  was  designed  because  the  Medical 
Society  of  New  Jersey,  which  represents  10,000  of  New 
Jersey’s  12,000  physicians,  has  become  increasingly 
concerned  with  the  gradual  deterioration  in  the  quali- 
ty of  the  health  care  delivery  system,  particularly  as  it 
relates  to  the  elderly. 

Consequently,  the  Medical  Society  has  formed  a task 
force  of  physicians  to  meet  and  establish  dialogue  with 
senior  citizens.  These  meetings  are  to  have  a dual 
purpose  (1)  To  create  a forum  which  will  afford  an 
opportunity  for  the  elderly  to  express  their  concerns 
about  the  delivery  of  health  care;  and  (2)  To  create  an 
understanding  of  how  current  and  proposed  regu- 
lations will  impact  on  the  delivery  of  health  care. 

Physicians  in  their  role  as  patient  advocates  of  quali- 
ty health  care,  together  with  the  strong  political  in- 
fluence of  senior  citizens,  can  stem  the  tide  of  govern- 
ment interference  in  the  delivery  of  quality  health  care. 

One  result  of  this  Task  Force  endeavor  is  the  Senior 
Citizen  Medical  Courtesy  Program.  This  program  has 
been  formulated  jointly  by  the  Union  County  Medical 
Society  and  the  Senior  Citizen  Council  of  Union  Coun- 
ty. The  purpose  of  the  program  is  to  provide  access  to 
private  medical  care  by  the  elderly  who  might  other- 
wise forego  seeking  medical  assistance  for  financial 
reasons. 

Briefly  stated,  eligible  senior  citizens  are  identified 
by  the  Senior  Citizen  Council.  The  Council  notifies  the 
county  medical  society,  which  provides  an  access  card 
and  a list  of  volunteer  physicians  to  the  patient.  The 
volunteer  physicians  agree  to  accept  assignment  bill- 
ing only  for  the  required  deductibles  and  co-pay. 
Furthermore,  if  a patient  presently  is  receiving  care 
from  a private  physician  and  meets  the  eligibility  re- 
quirements, the  Society— at  the  patient’s  request— will 
notify  that  private  physician  and  request  that  he  also 
accept  assignment  as  above.  This  is  a pilot  program 
which  rapidly  is  spreading  to  other  counties  because 
of  Medical  Society  leadership. 


The  best  testimony  that  I can  supply  to  this  con- 
cerned body  with  regard  to  the  impact  of  present  pro- 
grams on  the  delivery  of  health  care  comes  from  an 
excerpt  from  a brief  speech  I had  the  opportunity  to 
deliver  before  the  AMA  Hospital  Medical  Staff  Section 
at  its  national  annual  meeting  this  past  June: 

Physicians  have  been  the  chief  architects  and 
principal  guardians  of  the  finest  health  care  sys- 
tem in  the  world — for  one  purpose:  the  benefit  of 
patients.  We  are  now  blamed  because  quality  care 
for  all  cannot  be  delivered  at  the  price  people 
want  to  pay.  This  promise  was  made  by  govern- 
ment in  spite  of  our  advice  that  the  situation 
could  get  out  of  hand. 

The  ease  with  which  our  government  makes 
promises  and  then  breaks  its  commitments  to  its 
people  is  causing  a crisis  in  credibility. 

This  practice,  which  first  affected  the  medical 
profession,  now  is  being  felt  by  students,  farmers, 
military  personnel,  veterans,  investors,  munici- 
pal governments,  and  senior  citizens. 

In  1966,  the  United  States  government  prom- 
ised its  citizens  that  at  age  65  they  would  receive 
almost  full  and  unlimited  medical  coverage.  Now, 

20  years  later,  their  care  is  suddenly  rationed  at 
an  age  when  they  cannot  possibly  adjust. 

If  our  government,  admitting  it  made  a mis- 
calculation, tells  my  20-year-old  children  there 
will  be  limits  to  government  support,  I can  under- 
stand, and  they — unlike  the  elderly — can  live 
within  those  circumstances.  Professionals  can- 
not tolerate  this  practice  of  broken  commit- 
ments. 

A second  current  practice  that  professionals 
actively  oppose  is  the  substitution  of  schemes  for 
policy. 

Schemes  are  used  to  achieve  self-interest  goals. 

In  medicine  we  have  certificates  of  need,  DRG, 
capitation,  etc.— one  follows  the  collapse  of  its 
predecessor. 

Professionals  demand  policy  based  on  pru- 
dence, wisdom,  and  insight.  We  physicians  work 
out  new  methods  in  the  laboratory.  They  then  are 
used  for  general  application  only  after  thorough 
investigation  for  efficacy,  safety,  and  cost  effec- 
tiveness. We  expect  the  same  from  government. 
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We  are  the  last  of  the  professionals. 

War  is  too  important  to  leave  to  the  generals — 
so  we  lost  Korea  and  Vietnam. 

Teaching  is  too  important  to  leave  to  the  teach- 
ers—so  Johnny  can’t  read. 

Law  enforcement  is  too  important  to  leave  to 
policemen— so  we  have  mayhem  in  the  streets. 

Medicine  is  too  important  to  leave  to  physi- 
cians— so  the  government  forces  us  to  replace 
the  art  of  healing  with  its  cookbook  standards. 

It  has  all  but  eradicated  funds  for  the  science  of 
medicine,  and  it  hampers  the  business  of  medi- 
cine by  freezing  our  fees.  We  are  the  only  segment 
of  the  economy  where  this  applies.  There  are  poli- 
ticians and  entrepreneurs  who  have  a vested 
interest  in  the  erosion  of  professionalism.  With 
professionals  eliminated,  they  are  free  to  con- 
tinue to  devise  schemes  for  their  own  self- 
interest. 

In  a world  that  has  gone  astray,  as  exemplified 
by  easily  broken  commitments,  schemes  mas- 
querading as  policy,  and  the  erosion  of  pro- 
fessionalism, it  is  imperative  that  we,  the  medical 
profession,  keep  our  heads. 

At  one  of  our  recent  meetings  with  senior  citizens, 
I was  told  that  government  never  admits  to  making  a 
mistake— that’s  politics.  I replied,  “Yes — that  is,  until 
you  say  no  more.”  There  was  silence  in  the  room. 

It  is  clear  to  me  that  all  of  us  here  today  should  be 
here  for  one  purpose:  to  demand  that  our  government 
meet  its  commitments  to  its  people;  to  demand  that 
our  government  admit  it  made  a mistake,  and  devise 
real  policy  for  the  next  generation;  to  demand  real 
policy  based  on  wisdom,  prudence,  and  insight;  to  de- 
mand that  professionalism  be  maintained  as  the  cor- 
nerstone of  the  patient-physician  relationship. 

LOST  AND  FOUND 

We  are  in  possession  of  a Motorola  paging  device 
(Spirit  Model).  This  was  left  in  the  House  of  Delegates 
after  the  November  9,  1986,  meeting  at  the  Hyatt  Re- 
gency Princeton.  Please  contact  Martin  E.  Johnson  at 
the  Executive  Offices,  (609)  896-1766,  if  this  is  your 
unit. 

FULL  MOON  CAN  GET  YOU 

Larger  and  larger  magnets  are  being  used  for  clinical 
NMR  studies,  including  evaluation  of  any  possible 
biological  effects.  But  some  researchers  who  also  want 
answers  to  these  questions  of  potential  biological  ef- 
fects of  magnetism  are  looking  to  far  larger  magnets — 
the  earth  and  the  moon. 

Ralph  W.  Morris,  Ph.D.,  professor  of  pharmacology, 
University  of  Illinois  Medical  Center,  Chicago,  says 
several  centers  have  been  examining  possible  rela- 
tionships between  the  phase  of  the  moon  and  such 
things  as  childbirth,  anxiety,  aggressiveness,  and  re- 
sponse to  drugs.  At  the  Chicago  center,  preliminary 
data  indicate  that  in  38  patients,  ulcers  were  more 
likely  to  bleed  just  before  the  full  lunar  phase  (earth, 
sun,  and  moon  in  a direct  line),  while  64  percent  of 
angina  pectoris  attacks  experienced  by  88  patients 
occurred  between  the  full  and  last-quarter  moon. 

Some  scientists  suggest  that  answers  in  part  may 
lie  in  gravitational  and  electromagnetic  field  changes, 


Morris  says.  While  no  one  has  pinpointed  a precise 
cause-and-effect  relationship  between  the  moon  and 
human  physical  or  emotional  processes,  Morris  notes 
that  the  moon’s  weak  magnetism  affects  the  earth’s 
metal  (primarily  iron)-induced  magnetic  field.  Thus, 
the  hypothesis  remains  that  magnetic  interaction  be- 
tween the  earth  and  moon  may  be  involved  in  some 
human  physiological  or  psychological  changes. 

“Magnetic  influence  between  the  earth  and  moon  is 
about  0.5  gauss”  (a  measure  of  magnetic  intensity), 
Morris  says,  and  “fluctuations  of  only  0.1  gauss  are 
enough  to  cause  magnetic  changes.” 

YOU  ARE  NOT  ALONE 

Independent  Doctors  of  America  is  a voluntary  inde- 
pendent organization  of  American  doctors  united  for 
purposes  of  preserving  and  promoting  the  practice  of 
private,  personalized  free  choice  medical  care.  For  ad- 
ditional information,  please  contact  Independent  Doc- 
tors of  America,  13412  East  Russell  Street,  Whittier, 
CA  90602. 

THE  SOAP  OPERA 

Act  I.  In  late  1985,  both  houses  of  the  Massachusetts 
legislature  passed  a bill  requiring  all  physicians  who 
treat  Medicare  patients  to  accept  assignment,  taking 
the  Medicare  payment  as  payment  in  full.  In  true  soap 
opera  fashion,  this  bill  was  passed  unanimously  by 
both  houses.  This  especially  was  surprising  since  the 
legislature  in  Massachusetts — or  any  other  state — is 
rarely  unanimous  about  anything,  even  such  matters 
as  the  number  of  hours  in  the  day,  the  number  of  days 
in  the  week,  the  site  of  the  state  capitol,  or  the  phases 
of  the  moon. 

Act  II.  In  a sane  society,  the  governor  of  a state  can 
be  expected  to  veto  any  irrational  bill  passed  by  the 
legislature.  After  all,  the  chief  executive  is  responsible 
for  the  implementation  of  the  law.  The  penalty  for  non- 
compliance  in  this  bill  is  revocation  of  the  license  to 
practice  medicine  in  the  Commonwealth  of  Massachu- 
setts. Since  the  state  medical  board,  which  would  have  i 
enforcement  responsibility  under  the  bill,  opposed  the 
legislation,  it  seemed  obvious  that  the  governor  would 
veto  it  with  a clear  memorandum  of  opposition.  He  ; 
certainly  would  state  that  receiving  a license  in  Massa- 
chusetts is  contingent  on  satisfactory  completion  of  a 
scientific  premedical  and  medical  school  education, 
successful  performance  during  residency  training,  a j 
passing  grade  on  a demanding  licensure  examination, 
and  evidence  of  good  moral  character.  Any  other  re- 
quirement, irrelevant  to  these  fundamental  standards 
for  medical  licensure  anywhere  in  the  nation,  would 
surely  be  unconstitutional  and  unenforceable.  The 
chief  executive  would  recognize  this  and  refuse  to  ap- 
prove the  bill.  The  governor  of  Massachusetts  proved 
that  logic  does  not  always  control  governmental  ac- 
tion— he  signed  the  bill  into  law  to  celebrate  the  1985 
holiday  season. 

Act  III.  Predictably,  the  medical  profession  was  very 
disturbed  by  these  events.  The  state  medical  board  was 
faced  with  enforcement  of  an  irrational  and  un- 
palatable law.  The  medical  society  saw  the  law  as  the 
next  step  in  governmental  efforts  to  change  the  prac- 
tice of  medicine  into  a fully  regulated  public  utility. 
Fortunately,  our  government  is  one  of  checks  and  bal- 
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NEW  JERSEY  MEDICINE 


Official  Federation 

Summary  of  Formal  Disciplinary  Actions  Reported  for  1985 

State  Board 

License 
Revocation 
Code  100 

Probation 
(Alone  or 
After  Stay) 
Code  200 

License 
Suspension 
Code  300 

Other 
Regulatory 
Action 
Code  400 

Total 

Alabama  State  Board  of 
Medical  Examiners 

3 

4 

2 

15 

24 

Alaska  State  Medical 
Board* 

0 

0 

0 

0 

0 

Arizona  Board  of 
Medical  Examiners 

9 

10 

3 

54 

76 

Arizona  Board  of 
Osteopathic 
Examiners  in 
Medicine  and 
Surgery 

2 

10 

2 

25 

39 

Arkansas  State  Medical 
Board 

3 

1 

5 

18 

27 

California  Board  of 
Medical  Quality 
Assurance 

39 

71 

11 

65 

186 

California  Board  of 
Osteopathic 
Examiners 

0 

1 

0 

0 

1 

Colorado  State  Board  of 
Medical  Examiners 

0 

7 

7 

9 

23 

Connecticut  Medical 
Examining  Board 

0 

4 

0 

0 

4 

Delaware  Board  of 
Medical  Practice 

0 

1 

0 

0 

1 

District  of  Columbia 
Board  of  Medicine 

8 

0 

0 

1 

9 

Florida  Board  of 
Medical  Examiners 

13 

34 

8 

77 

132 

Florida  Board  of 

Osteopathic  Medical 
Examiners 

2 

8 

0 

11 

21 

Georgia  Composite 
State  Board  of 
Medical  Examiners 

7 

32 

9 

41 

89 

Hawaii  Board  of 
Medical  Examiners 

0 

2 

2 

2 

6 

Idaho  State  Board  of 
Medicine 

1 

3 

1 

7 

12 

Illinois  Department  of 
Registration  and 
Education 

9 

14 

21 

31 

75 

Indiana  Medical 
Licensing  Board 

9 

9 

21 

13 

52 

ances — the  courts  could  be  counted  upon  to  declare 
this  absurd  law  unconstitutional.  The  Massachusetts 
State  Medical  Society  of  the  American  Medical  Associa- 
tion appealed  to  the  courts,  and  the  legal  process  got 
underway.  The  case  was  heard  by  a Massachusetts 
judge — he  considered  himself  an  unprejudiced  party 
despite  the  fact  that  he  is  a Medicare  recipient.  He 
proved  his  impartiality  by  ruling  against  the  medical 
societies.  It  now  is  evident  that  the  legislative,  ex- 
ecutive, and  judicial  branches  of  the  government  con- 
sider the  physicians  no  better  than  second  or  third 
class  citizens. 

Act  IV.  What  happens  next?  Obviously,  the  decision 


will  be  appealed— but  what  if  the  appeals  are  lost?  Who 
will  win?  Simplistically,  it  would  appear  that  the  pres- 
sure groups  for  senior  citizens  in  Massachusetts  have 
scored  a notable  victory  over  the  medical  profession, 
and  this  is  undoubtedly  true.  But  will  medical  care  for 
the  elderly  improve  in  Massachusetts?  This  seems 
doubtful,  and  several  results  of  this  legislation  can  be 
postulated.  ( 1 ) Physicians  in  practice  may  cease  to  take 
on  new  patients  with  Medicare  coverage.  (2)  Some 
physicians  may  decide  to  phase  out  patients  with 
Medicare  completely,  even  withdrawing  from  the  man- 
agement of  elderly  patients  already  under  their  care. 
(3)  Some  physicians  may  decide  to  retire  from  practice 
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Official  Federation  Summary  of  Formal  Disciplinary  Actions  Reported  for  1985 


State  Board 

License 
Revocation 
Code  100 

Probation 
(Alone  or 
After  Stay) 
Code  200 

License 
Suspension 
Code  300 

Other 
Regulatory 
Action 
Code  400 

Total 

Iowa  State  Board  of 
Medical  Examiners 

1 

17 

2 

7 

27 

Kansas  State  Board  of 
Healing  Arts 

5 

3 

2 

23 

33 

Kentucky  State  Board 
of  Medical  Licensure 

8 

16 

4 

4 

32 

Louisiana  State  Board 
of  Medical  Examiners 

3 

8 

10 

14 

35 

Maine  Board  of 
Registration  in 
Medicine 

4 

0 

0 

3 

7 

Maryland  State  Board 
of  Medical 
Examiners/ 
Commission  on 
Medical  Discipline 

0 

5 

7 

8 

20 

Massachusetts  Board  of 
Registration  in 
Medicine 

15 

1 

6 

7 

29 

Michigan  Board  of 
Medicine 

9 

2 

11 

9 

31 

Michigan  Board  of 
Osteopathic  Medicine 
and  Surgery 

1 

1 

1 

4 

7 

Minnesota  Board  of 
Medical  Examiners 

2 

16 

1 

11 

30 

Mississippi  State  Board 
of  Medical  Licensure 

2 

4 

0 

22 

28 

Missouri  State  Board  of 
Registration  for  the 
Healing  Arts 

34 

4 

1 

34 

73 

Montana  Board  of 
Medical  Examiners 

0 

0 

0 

3 

3 

Nebraska  State  Board  of 
Examiners  in 
Medicine  and 
Surgery 

0 

0 

0 

1 

1 

Nevada  State  Board  of 
Medical  Examiners 

11 

2 

3 

14 

30 

Nevada  State  Board  of 
Osteopathic 
Medicine* 

0 

0 

0 

0 

0 

New  Hampshire  Board 
of  Registration  in 
Medicine 

0 

1 

0 

1 

2 

New  Jersey  State  Board 
of  Medical  Examiners 

17 

28 

31 

70 

146 

New  Mexico  Board  of 
Medical  Examiners 

2 

0 

0 

6 

8 

New  Mexico  Board  of 
Osteopathic  Medical 
Examiners* 

0 

0 

0 

0 

0 

New  York  State  Board 
for  Medicine/Board 
for  Professional 
Medical  Conduct 

42 

14 

4 

15 

75 

North  Carolina  Board  of 
Medical  Examiners 

11 

6 

0 

13 

30 

10 


NEW  JERSEY  MEDICINE 


Official  Federation  Summary  of  Formal  Disciplinary  Actions  Reported  for  1985 

State  Board 

License 
Revocation 
Code  100 

Probation 
(Alone  or 
After  Stay) 
Code  200 

License 
Suspension 
Code  300 

Other 
Regulatory 
Action 
Code  400 

Total 

North  Dakota  State 
Board  of  Medical 
Examiners 

0 

3 

1 

2 

6 

Ohio  State  Medical 
Board 

22 

7 

10 

28 

67 

Oklahoma  State  Board 
of  Medical  Examiners 

5 

16 

2 

17 

40 

Oklahoma  State  Board 
of  Osteopathic 
Examiners 

1 

4 

0 

1 

6 

Oregon  Board  of 
Medical  Examiners 

2 

23 

0 

26 

51 

Pennsylvania  State 
Board  of  Medicine 

27 

21 

9 

32 

89 

Pennsylvania  State 
Board  of  Osteopathic 
Medical  Examiners 

0 

1 

9 

4 

14 

Rhode  Island  Board  of 
Examiners  in 
Medieine/Board  of 
Medical  Reviews 

5 

2 

2 

0 

9 

South  Carolina  State 
Board  of  Medical 
Examiners 

5 

8 

4 

6 

23 

South  Dakota  State 
Board  of  Medical  and 
Osteopathic 
Examiners 

0 

1 

0 

0 

1 

Tennessee  State  Board 
of  Medical  Examiners 

5 

3 

6 

13 

27 

Tennessee  State  Board 
of  Osteopathic 
Examiners* 

0 

0 

0 

0 

0 

Texas  State  Board  of 
Medical  Examiners 

28 

12 

4 

90 

134 

Utah  Physicians 
Licensing  Board 

5 

12 

2 

24 

43 

Vermont  State  Board  of 
Medical  Practice 

1 

0 

0 

0 

1 

Virginia  State  Board  of 
Medicine 

1 1 

27 

4 

34 

76 

Washington  Board  of 
Medical  Examiners/ 
Medical  Disciplinaiy 
Board 

5 

8 

6 

27 

46 

Washington  State  Board 
of  Osteopathic 
Medicine  and 
Surgeiy 

0 

0 

0 

1 

1 

West  Virginia  Board  of 
Medicine 

3 

4 

0 

5 

12 

West  Virginia  Board  of 
Osteopathy* 

0 

0 

0 

0 

0 

Wisconsin  Medical 
Examining  Board 

8 

0 

1 

28 

37 

Wyoming  State  Board 
of  Medical  Examiners 

1 

0 

0 

0 

1 

Totals  for  year  1985 

406 

491 

235 

976 

2108 

*Boards  reporting  no  disciplinary  actions  for  1985 

1 1 
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earlier  than  they  had  anticipated.  (4)  Others  may  de- 
cide to  move  to  greener  pastures  in  other  states.  (5) 
Younger  physicians  entering  practice  well  may  find 
more  attractive  settings  in  other  states.  This  may 
occur  whether  or  not  the  new  doctor  will  be  treating 
Medicare  patients  at  all  because  this  legislation  is  in- 
dicative of  an  attitude  towards  doctors  in  the  com- 
monwealth. These  possibilities  were  raised  with  an 
attorney  in  the  state  government  when  the  law  was 
under  consideration.  This  individual  sneered  that  this 
would  be  useful  because  there  are  too  many  doctors 
already! 

Epilogue.  These  events  have  all  the  elements  of  a 
third-rate  television  soap  opera  except  that  they  have 
such  serious  implications.  There  are  at  least  four 
lessons  to  learn  from  this  debacle.  (1)  When  govern- 
ments become  involved  in  the  delivery  of  medical  care, 
the  results  can  be  disastrous  for  everyone  concerned. 
It  no  longer  is  possible  to  believe  that  any  proposed 
legislation  is  too  silly  to  cause  anxiety.  (2)  There  are 
certain  standards  accepted  by  all  state  medical  boards 
and  all  physicians  as  essential  for  licensure:  high 
quality  education  in  college  and  in  medical  school,  one 
or  more  years  of  approved  residency  training,  success- 
ful completion  of  an  appropriate  licensure  examina- 
tion, good  moral  character.  When  additional  require- 
ments are  proposed,  they  must  be  scrutinized  carefully 
and  opposed  unless  they  are  appropriate.  It  is  easy  to 
visualize  this  new  regulation  as  the  tip  of  an  extremely 
dangerous  iceberg.  (3)  It  is  important  to  recognize  that 
the  state  medical  board  is  powerless  in  situations  of 
this  nature.  The  board  members  opposed  this  proposal 
vigorously,  but  the  legislature  and  the  governor  paid 
no  attention.  Members  of  the  board  may  resign  in 
protest  over  unreasonable  and  unrealistic  legislation. 
Unfortunately,  this  action  does  not  change  the  law  or 
its  enforcement  in  any  way.  (4)  This  can  happen  any- 
where. Massachusetts  is  blessed  with  outstanding  col- 
leges and  medical  schools,  topflight  residency  pro- 
grams, medical  care  of  the  highest  quality,  a pro- 
gressive state  medical  society,  and  an  active  state 
medical  board.  If  government  can  manipulate  medical 
care  in  this  fashion  in  Massachusetts,  no  physician 
anywhere  in  the  United  States  is  safe.  ( Federation  Bul- 
letin 73:281-283,  1986) 


ADVANCES  IN  CANCER 

In  June  1986,  one  type  of  alpha  interferon  was  ap- 
proved by  the  Food  and  Drug  Administration  for 
clinical  use  in  the  treatment  of  hairy  cell  leukemia 
While  this  is  a rare  form  of  malignancy  and  the  clinical 
applications  of  this  and  other  varieties  of  interferons 
remain  limited  at  this  time,  approval  of  this  substance 
was  considered  momentous. 

Reasons  for  excitement  surrounding  this  event 
pertain  to  the  concept  that  the  interferons  represent 
a new  family  of  noncytotoxic,  natural  products  that 
have  both  antiviral  and  antineoplastic  properties. 

More  than  20  years  have  passed  since  the  inter- 
ferons were  discovered  and  during  this  time  much  has 
been  learned  regarding  their  origin  and  metabolic 
character.  Fuller  realization  of  their  potential  clinical 
application  was  promoted  by  the  development  of  re- 
combinant DNA  technology  that  permitted  production 
of  sufficient  quantities  of  the  substance,  otherwise  ex- 
isting in  miniscule  amounts,  to  allow  clinical  trials. 

The  interferons  are  further  significant  because  their 
study  provides  great  insight  into  the  pathogenesis  of 
malignant  disease,  thus  affording  new  opportunities 
to  treat  these  disorders  more  “physiologically”  rather 
than  depending  on  such  basically  “destructive”  tech- 
niques as  surgery,  radiation,  and  chemotherapy. 

Two  New  Jersey  pharmaceutical  firms,  Hoffmann- 
La  Roche,  in  Nutley,  and  Schering,  in  Union,  have  de- 
veloped technologies  to  produce  interferons  in  suffi- 
cient quantities  to  permit  meaningful  clinical  trials 
and  now  are  producing  alpha  interferon  commercially 
for  the  treatment  of  haiiy  cell  leukemia  It  can  be  an- 
ticipated that  further  developments  in  the  future  will 
make  these  substances  more  applicable  for  a wider 
population  of  cancer  patients. 

The  article  by  Dr.  Pestka  (page  51)  provides  us  with 
a glimpse  into  the  complex  world  of  molecular  genetics 
and  how  refined  techniques  in  that  field  have  led  us 
to  a fuller  understanding  of  the  structure  and  function 
of  interferons. 

Alan  J.  Lippman,  M.D. 

FINI 

“Some  people  have  astonishingly  high  thresholds  of 
shame.” 
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Legislative  Update 


Status  of  Legislation  on  Which  MSNJ  Has  Taken  an  Active  Position 


Bill 

Subject 

MSNJ 

Position 

Committee 

Present  Status 

S-100 

Bubba 

Requires  physicians  to  per- 
sonally present  and  obtain 
surgical  consent  forms  and  sig- 
natures. The  form  shall  state 
the  name  of  any  assisting  phy- 
sician that  performs  surgery 
under  the  supervision  of  the  at- 
tending. 

Active  Opposition 

Senate:  LIP 

In  committee 

S-124 

Bubba 

Requires  express  written  con- 
sent to  surgery  except  in  cases 
of  physical  or  mental  incapacity 
or  emergencies.  The  State 
Board,  after  consultation  with 
the  Health  Department,  the 
Medical  Society,  and  the  Hospi- 
tal Association  shall  prescribe 
the  consent  forms  which  shall 
be  used  by  physicians. 

Active  Support 

Senate:  LIP 

Passed  in  Sen- 
ate; in  As- 
sembly Com- 
mittee (HHR) 

S-179 

Brown 

Requires  the  Department  of 
Health  to  prepare  a booklet  on 
breast  cancer  which  must  be 
given  to  breast  cancer  patients 
by  their  physicians. 

Active  Opposition 

Senate:  IHW 

Out  of  commit- 
tee; 2nd  read- 
ing 

S-281 

Dumont 

Provides  for  a three-year  stat- 
ute of  limitations,  except  for 
fraud,  intentional  concealment, 
or  nontherapeutic  or  diag- 
nostic purpose.  Minors  have 
until  age  1 1 on  any  injury  prior 
to  age  8. 

Active  Support 

Senate:  JUD 

In  committee 

S-345 

Ewing 

Creates  a commission  to  advise 
the  governor  and  the  legis- 
lature regarding  any  proposals 
to  regulate  or  license  new  pro- 
fessions. 

Active  Support 

Senate:  LIP 

Out  of  commit- 
tee; 2nd  read- 
ing 

S-403 

Rand 

Grants  immunity  to  peer  re- 
view organizations  when  the 
organization  is  recognized  by 
the  Department  of  Health.  Also 
provides  for  confidentiality  of 
materials  and  records  of  the 
PRO. 

Active  Opposition 

Senate:  IHW 

In  committee 

S-440 

Garibaldi 

Provides  that  cancers  caused 
by  exposure  to  heat,  cold,  radi- 
ation, or  a known  carcinogen 
which  manifest  themselves  in 
active  police  and  firemen  are 
assumed  to  be  accidental  and 
work-related  disabilities. 

Active  Opposition 

Senate:  SGF&IR&VA 

In  committee 

S-492 

Garibaldi 

Requires  a second  physician  to 
be  present  at  any  termination 
of  pregnancy  procedure,  if  the 
attending  has  determined  the 
unborn  fetus  is  24  weeks  of  age 
or  older.  The  second  physician 
is  to  provide  immediate  care  to 
the  child  if  it  is  bom  alive. 

Active  Opposition 

Senate:  IHW 

In  committee 
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Bill 

Subject 

MSNJ 

Position 

Committee 

Present  Status 

S-493 

Garibaldi 

Requires  the  State  Board  of 
Medical  Examiners  to  conduct 
a study  as  to  when  fetal  viabili- 
ty occurs  so  that  the  conduct  of 
physicians  may  be  governed  ac- 
cordingly. Having  conducted 
such  a study,  the  Board  is  to 
promulgate  guidelines  regard- 
ing the  termination  of  preg- 
nancy. 

Active  Opposition 

Senate:  1HW 

In  committee 

S-539 

Cardinale 

Exempts  the  private  practice  of 
medicine  from  the  certificate  of 
need  law. 

Active  Support 

Senate:  IHW 

In  committee 

S-600 

Bassano 

Requires  every  physician  at- 
tending a woman  at  the  time  of 
delivery,  miscarriage,  abortion, 
or  during  the  prenatal  period  to 
perform  an  Eh  test. 

If  the  test  is  Rh  negative  the 
physician  shall,  within  24 
hours  of  receipt  of  the  results, 
advise  the  woman  of  its  signifi- 
cance and  the  availability  of 
preventive  treatment 

Active  Opposition 

Senate:  IHW 

Passed  in  Sen- 
ate; in  As- 
sembly com- 
mittee (HHR) 

S-935 

Feldman 

Provides  that  within  60  days  of 
filing  an  action  against  a phy- 
sician the  plaintiff  must  pro- 
vide an  affidavit  from  an  expert 
that  there  has  been  a negligent 
deviation  from  the  accepted 
standards  of  practice. 

Active  Support 

Senate:  JUD 

In  committee 

S-937 

Feldman 

Authorizes  courts  to  award 
reasonable  attorney’s  fees  to  a 
party  who  has  been  subjected 
to  a frivolous  claim. 

Active  Support 

Senate:  JUD 

Out  of  commit- 
tee; 2nd  read- 
ing 

S-962 

Feldman 

Makes  the  decision  of  an  Ad- 
ministrative Law  Judge  final  in 
contested  agency  actions. 

Active  Support 

Senate:  JUD 

In  committee 

S-1197 

Jackman 

Creates  a separate  licensing 
and  regulatory  board  for 
chiropractic. 

Active  Opposition 

Senate:  LIP 

In  committee 

S-1221 

Codey 

Removes  the  requirement  that 
the  State  Commissioner  of 
Health  shall  be  a duly  licensed 
physician. 

Active  Opposition 

Senate:  IHW 

In  committee 

S-1241 

Codey 

Amends  the  certificate  of  need 
to  include  physicians  whenever 
a health  service  has  been  re- 
gionalized by  regulation  of  the 
Department  of  Health.  Regu- 
lation would  terminate  within 
three  years,  at  which  time,  the 
Commissioner  could  readopt 
the  regulation. 

Active  Opposition 

Senate:  IHW 

In  committee 

S- 1 283 
Hirkala 

Extends  confidentiality  to  data 
in  the  possession  of  hospital 
peer  review  committee. 

Active  Support 

Senate:  IHW 

In  committee 

S- 1 309 
Contillo 

Provides  for  a nonbinding  ref- 
erendum concerning  the  enact- 
ment of  a national  health  plan. 

Active  Opposition 

Senate:  IHW 

In  committee 

S-1583 

Lesniak 

Provides  that  physicians  shall 
not  be  exempted  from  malprac- 
tice claims  by  fellow  employees. 

Active  Opposition 

Senate:  LIP 

In  committee 
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Bill 

Subject 

MSNJ 

Position 

Committee 

Present  Status 

S-1841 

Dalton 

Provides  that  collateral  sources 
of  payment  shall  be  used  to  off- 
set damages.  Further  provides 
that  periodic  payments  may  be 
used  at  the  request  of  either 
party  if  the  future  damages  ex- 
ceed $100,000. 

Active  Support 

Senate:  JUD 

In  committee 

S-1878 

Cardinale 

Limits  noneconomic  damage 
awards  to  $ 1 00,000. 

Active  Support 

Senate:  JUD 

In  committee 

S- 1979 
McManimon 

Eliminates  the  requirement 
that  prescriber’s  address  and 
registry  number  be  included  on 
the  prescription  label. 

Active  Support 

Senate:  IHW 

Signed  into  law 
as  c.75  P.L. 
1986 

S-2041 

McManimon 

Establishes  local  area  health 
planning  agencies  to  continue 
the  program  being  terminated 
by  federal  government.  Funds 
will  be  provided  by  the  state 
with  an  offset  for  any  federal 
money  that  may  be  received. 

Active  Opposition 

Senate:  IHW 

In  committee 

S-2012 

McNamara 

Establishes  a demonstration 
project  to  allow  hospitals  to 
designate  surplus  acute  beds 
as  swing  beds  for  skilled  nurs- 
ing care. 

Active  Support 

Senate:  IHW 

In  committee 

S-2129 

Russo 

Prohibits  physicians  from  em- 
ploying physical  therapists, 
owning  a physical  therapy 
practice,  or  any  interest  in  a 
physical  therapy  practice. 

Active  Opposition 

Senate:  IHW 

In  committee 

S-2187 

Brown 

Allows  a licensed  professional 
registered  nurse  to  serve  as  the 
New  Jersey  Commissioner  of 
Health. 

Active  Opposition 

Senate:  IHW 

In  committee 

S-2261 

Lynch 

Permits  optometrists  to  use 
drugs  for  treatment  and 
diagnostic  purposes. 

Active  Opposition 

Senate:  IHW 

Out  of  commit- 
tee; 2nd  read- 
ing 

S-2290 

Bassano 

Makes  AIDS  a reportable  dis- 
ease. Grants  immunity  to  phy- 
sicians who  deem  it  advisable 
to  inform  sexual  partners  of  pa- 
tient’s condition. 

Active  Support 

Senate:  JUD 

In  committee 

SR-5 

Bubba 

Requests  Congress  to  reject  any 
proposals  to  tax  health  benefit 
packages. 

Active  Support 

Senate:  SG&IR&VA 

In  committee 

A- 137 
Muhler 

Creates  a 27-person  Board 
within  the  Department  of 
Human  Services  vested  with 
the  authority  to  release  or  con- 
tinue the  commitment  of  per- 
sons who  were  found  incapable 
of  standing  trial  or  not  guilty  by 
reasons  of  insanity.  A Superior 
Court  judge  currently  makes 
these  decisions. 

Active  Opposition 

Assembly:  HHR 

In  committee 

A- 181 
Villane 

This  bill  would  establish  and 
license  two  categories  of  social 
workers  and  would  create  a 
Board  of  Social  Work  Exam- 
iners in  the  Department  of  Law 
and  Public  Safety  whose 
powers  and  duties,  among 
others,  would  be  to  administer 
the  act,  examine  and  license 
candidates  for  the  various 
categor  ies  of  social  work,  and 

Active  Opposition 

Assembly:  HERP 

In  committee 
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Bill 


Subject 


MSNJ  Committee  Present  Status 

Position 


A- 200 
Kosco 


A-360 

Garvin 


A-478 

Muziani 


A-479 

Muziani 


A-482 

Muziani 


A-716 

Miller 


A-718 

Miller 


promulgate  rules  and  regu- 
lations necessary  for  the  effec- 
tive enforcement  of  the  act. 

The  two  categories  of  licensed 
social  work  would  be  1 ) social 
work  specialists,  who  would  be 
required  to  have  a doctorate  in 
social  work  or  a master’s  degree 
from  an  accredited  school  of 
social  work  and  2)  social 
workers  who  would  need  a bac- 
calaureate degree  from  an  ac- 
credited college  or  university 
social  work  or  social  welfare 
program. 

The  bill  would  "grandfather”  in 
all  persons  currently  in  prac- 
tice, provided  they  have  been  in 
practice  in  one  of  the  two 
licensed  categories  for  two  of 
the  last  five  years  and  apply  to 
be  licensed  within  180  days 
from  the  effective  date  of  act. 


Creates  a Commission  to  study 
the  certificate  of  need  process. 
The  Commission  would  consist 
of  15  members.  Two  of  the  15 
would  be  physicians.  Their  re- 
port is  to  be  submitted  to  the 
legislature  and  the  governor. 

Active  Support 

Assembly:  HHR 

In  committee 

Requires  the  Department  of 
Health  and  the  State  Board  of 
Medical  Examiners  to  prepare  a 
booklet  on  all  aspects  of  the 
treatment  of  breast  cancer.  At- 
tending physicians  are  re- 
quired to  distribute  the  book  to 
appropriate  patients  and  to  dis- 
cuss it  with  them. 

Active  Opposition 

Assembly:  HHR 

In  committee 

Directs  the  State  Board  of 
Medical  Examiners  to  review 
the  issue  of  when  fetal  viability 
occurs  and  to  provide  guide- 
lines to  physicians  regarding 
procedures  to  terminate  preg- 
nancy. 

Active  Opposition 

Assembly:  HHR 

In  committee 

Requires  a second  physician  to 
be  present  whenever  a phy- 
sician terminates  a pregnancy 
involving  a live  fetus  of  24 
weeks  of  age  or  older. 

Active  Opposition 

Assembly:  HHR 

In  committee 

Requires  a physician  to  advise 
pregnant  patients  of  the  effects 
of  alcohol  and  certain  drugs  on 
a fetus.  The  woman  shall  sign 
a form  confirming  the  advice 
was  given.  The  physician  is  to 
retain  the  original  and  provide 
the  patient  with  a copy. 

Active  Opposition 

Assembly:  HHR 

In  committee 

Allows  patients  or  insurers  to 
appeal  excessive  charges  under 
the  DRG  program. 

Active  Support 

Assembly:  HHR 

In  committee 

Terminates  the  DRG  program 
and  requires  the  Department  of 
Health  to  develop  an  alternate 
system  within  one  year. 

Active  Support 

Assembly:  HHR 

In  committee 
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Bill 

Subject 

MSNJ 

Position 

Committee 

Present  Status 

A-737 

Miller 

Provides  that  collateral  sources 
of  payment  shall  be  used  to  off- 
set damages.  Further  provides 
structured  payments  may  be 
used  at  the  request  of  either 
party  if  the  future  damages  ex- 
ceed $ 1 00,000. 

Active  Support 

Assembly:  JUD 

In  committee 

A- 738 
Miller 

Provides  a $ 1 00,000  cap  on 
damages  for  pain  and  suffering 
to  personal  injury  actions. 

Active  Support 

Assembly:  JUD 

In  committee 

A- 739 
Miller 

Establishes  a 3-year  statute  of 
limitations  in  tort  actions 
against  health  care  providers. 
Children  would  have  until  1 1 to 
bring  an  action  for  injuries 
prior  to  age  8.  After  age  8 they 
come  under  the  3-year  stan- 
dard. Fraud,  concealment,  and 
unintentional  foreign  bodies 
“toll”  the  statute. 

Active  Support 

Assembly:  JUD 

In  committee 

A- 740 
Miller 

Provides  that  within  60  days  of 
filing  a medical  malpractice 
complaint,  the  plaintiff  must 
supply  an  affidavit,  by  a quali- 
fied expert,  that  reasonable 
cause  exists  to  believe  malprac- 
tice occurred. 

Active  Support 

Assembly:  JUD 

In  committee 

A-776 

Weidel 

Provides  that  terminally  ill  pa- 
tients may  direct  their  phy- 
sicians, through  a written 
document  to  withhold  or 
withdraw  mechanical  or 
artificial  means  to  sustain  or 
supplant  vital  function  when 
those  acts  will  only  artificially 
prolong  death.  The  directive 
shall  comply  with  statutory 
form.  The  physician  relying 
upon  it  shall  determine  it  com- 
plies with  the  statute. 

Active  Opposition 

Assembly:  JUD 

Out  of  commit- 
tee; 2nd  read- 
ing 

A-947 

Sehuber 

Transfers  the  Office  of  Admin- 
istrative Law  from  the  Ex- 
ecutive Branch  to  the  Judicial 
Branch.  The  initial  decision 
made  by  the  agency  directly  or 
by  report  from  an  adminis- 
trative law  judge.  All  appeals 
would  then  be  heard  by  another 
administrative  lawjudge.  The 
next  appeal  would  be  to  the  Ap- 
pellate Division. 

Active  Support 

Assembly:  JUD 

In  committee 

A-998 

Doria 

Creates  a commision  to  review 
licensing  legislation  being 
proposed  by  any  legislator.  The 
commission  is  to  file  a report 
with  the  governor  and  the  legis- 
lature on  the  necessity  of  estab- 
lishing the  licensing  mechan- 
ism being  reviewed. 

Active  Support 

Assembly:  HERP 

Passed  in  As- 
sembly; in  Sen- 
ate RFA  Com- 
mittee; 

A- 1008 
Doria 

Creates  a licensing  board  for 
chiropractic.  Transfers  all  func- 
tions and  responsibilities  of  the 
SBME  regarding  chiropractic 
to  the  new  board.  Removes  the 
place  for  a chiropractor  from 
the  medical  board. 

Active  Opposition 

Assembly:  HERP 

In  committee 

A-2379 

Establishes  local  area  health 
planning  agencies  to  continue 

Active  Opposition 

Assembly:  HHR 

In  committee 
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TORT  REFORM:  The  Senate  Judiciaiy  Committee  has  before  it  four  bills  that  would 
promote  a viable  insurance  market  in  New  Jersey.  The  Society  has  contacted  all  members 
of  the  Judiciary  Committee  and  asked  for  a positive  action  on  the  following: 

S-2395 — Provides  for  a specific  statute  of  limitations  in  medical  malpractice  personal  injury  actions. 

S-2706 — Provides  for  structured  verdicts  where  the  amount  of  future  damages  in  certain  civil  actions 
exceeds  $200,000. 

S-2707— Establishes  a $500,000  maximum  award  for  noneconomic  damages  except  in  cases  involving 
serious  injuries,  increases  judicial  discretion  with  regard  to  the  modification  of  jury  awards. 

S-2805— Establishes  standards  for  product  liability  and  punitive  damages  in  personal  injury  actions. 


Bill 

Subject 

the  program  being  terminated 
by  the  federal  government. 
Funds  will  be  provided  by  the 
state  with  an  offset  for  any  fed- 
eral money. 

MSNJ 

Position 

Committee 

Present  Status 

A-2400 

Loveys 

Establishes  a three-tier  mone- 
tary cap  on  award  for  pain  and 
suffering.  The  caps  are  $5,000 
for  minor  injury,  $300,000  for 
major  injuries,  and  $100,000 
for  all  others.  The  bill  also 
places  limits  on  overall  liability 
of  public  entities. 

Active  Support 

Assembly:  Insurance 
Committee 

Passed  in  As- 
sembly: in  Sen- 
ate JUD  Com- 
mittee 

A-2401 

Weidel 

Eliminates  joint  and  several 
liability  and  establishes  the  col- 
lateral source  rule  so  that  plain- 
tiffs cannot  collect  more  than 
once  for  the  same  loss.  Also,  es- 
tablishes that  state-of-the-art, 
adequate  warning  and  open 
and  obvious  defenses  for  prod- 
uct liability.  Provides  that  95  per- 
cent of  punitive  damages  will  be 
paid  to  the  state,  rather  than  the 
plaintiff.  Establishes  a fund  to 
pay  excess  awards  levied  against 
public  entites. 

Active  Support 

Assembly  Insurance 
Committee 

Passed  in  As- 
sembly: in  Sen- 
ate JUD  Com- 
mittee 

A-2402 

Zecker 

Requires  structured  settle- 
ments for  awards  in  excess  of 
$300,000. 

Active  Support 

Assembly  Insurance 
Committee 

Passed  in  As- 
sembly; in  Sen- 
ate JUD  Com- 
mittee 

A-2403 

Kelly 

Requires  arbitration  of  all 
claims  below  $20,000. 

Active  Support 

Assembly  Insurance 
Committee 

Passed  in  As- 
sembly; in  Sen- 
ate JUD  Com- 
mittee 

A-2404 

Rafferty 

Requires  insurance  companies 
to  provide  the  Insurance  De- 
partment with  specific  data  to 
support  their  rate  request. 

Active  Support 

Assembly  Insurance 
Committee 

Out  of  commit- 
tee; 2nd  read- 
ing 

A-2511 
Doyle  and 
Kareher 

Requires  health  care  providers 
to  accept  Medicare  assignment. 

Active  Opposition 

Assembly:  HHR 

In  committee 

A-2535 

Kelly 

Authorizes  nurses  to  prescribe 
medications. 

Active  Opposition 

Assembly:  HERP 

In  committee 

Senate  Reference  Committees 
LIP:  Labor,  Industry,  and  Professions 
SGF&IR&VA:  State  Government,  Federal  & Interstate 
Relations  & Veterans  Affairs 
IHW:  Institutions,  Health  & Welfare 
JUD:  Judiciary 

RFA:  Revenue,  Finance  & Appropriation 


Assembly  Reference  Committees 

HHR:  Health  and  Human  Resources 

HERP:  Higher  Education  and  Regulated  Professions 

JUD:  Judiciary 

SG:  State  Government 
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Dr.  Robert  Z.  Gordon 

383  Oio  Northfieio  Road 
Toms  River.  New  Jersey  08753 


Name. 


Substitution 

Permissible 


Do  Not 
Substitute 


(Initial) 


(Initial) 


Tylenol* 

-'ACETAMINOPHEN 

with  codeine 

phosphate 

TABLETS®  ELIXIR® 

Tablets:  Contain  Codeine  Phosphate*:  No.  3—30  mg; 

No.  4 — 60  mg  — plus  Acetaminophen  300  mg. 

Elixir:  Each  5 mL  contains  12  mg  Codeine  Phosphate*  plus 
120  mg  Acetaminophen  (Alcohol  7%). 

‘Warning:  May  be  habit  forming. 

© McNEILAB,  INC.,  1987 


TYCT  6445 -A 


Extraordinary  cars 
deserve  an 
extraordinary  dealer. 


As  you  prepare  to  purchase  the  automobile 
that  will  take  you  to  the  head  of  the  class, 
come  to  the  one  authorized  dealership 
that's  by  far  in  a class  by  itself — Coast 
Imported  Car  Corp.  the  out-of-the-ordinary 
dealership.  Encompassing  over  28,000  square  feet  of  pure  style, 
technology  and  incomparable  service. 


Our  full  selection  of  Mercedes-Benz,  Porsche  and  Audi  automobiles 
at  our  five  acre  facility  is  unsurpassed  by  any  other  dealer  in  the  tri- 
state area.  Our  sales  and  leasing  staff  are  without  equal.  And  once 
you  purchase  a car  from  Coast,  the  care  and  dedication  your 
automobile  receives  from  our  factory-trained  service  technicians  is 
unmatched. 


No  detail  is  too  small  or  too  unimportant  to  be  overlooked.  From  our 
unique  pick-up  and  delivery  service,  to  our  loaner  car  program. 
Service  that  goes  beyond  the  ordinary  is  the  only  kind  of  service 
you'll  get.  The  reason — Coast  will  never  accept  anything  less  than 
total  customer  satisfaction. 

So  it's  no  wonder  that  demanding  individuals  who  have  searched 
for  memorable  motorcars  and  meticulous  service,  will  settle  for  no 
other  dealership  than  Coast.  The  Mercedes-Benz,  Porsche,  Audi 
dealer  that's  extraordinarily  out  of  the  ordinary. 


IMPORTED  CAR  GORP 


247  Route  37  East,  Toms  River,  New  Jersey  08753 

(one  mile  east  of  Garden  State  Parkway,  exit  82) 

201  • 349-6900 


Authorized  Dealer  Mercedes-Benz,  Porsche,  Audi 
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professional  Liability 
Commentary* 


RULES  FOR  MALPRACTICE  AVOIDANCE 

There  are  general  principles  of  risk  management 
that  apply  to  all  areas  of  medical  practice.  Physicians 
are  well  advised  to  remember  the  “4  C’s”  of  malpractice 
avoidance:  compassion,  communication,  competence, 
and  charting. 

Compassion.  Physicians  who  demonstrate  a deep 
concern  for  their  patients  often  are  able  to  avoid  liti- 
gation, even  when  a poor  outcome  occurs.  The  one 
element  necessary  for  every  lawsuit  is  a dissatisfied 
patient.  Patients  find  it  difficult  to  sue  a physician 
whom  they  like  and  who  they  believe  cares  about  them. 

Communication.  Informed  consent  can  provide  the 
cornerstone  of  effective  doctor-patient  communica- 
tions. By  educating  the  patient  as  to  options,  likely 
outcomes,  and  significant  risks  of  each  option,  the 
physician  fosters  more  realistic  patient  expectations. 


This  especially  is  true  in  obstetrics  where  every  family 
hopes  for,  and  usually  expects,  a perfect  outcome.  The 
obstetrician  who  shares  with  the  family  some  of  the 
uncertainty  and  risk  inherent  in  pregnancy  and  child- 
birth will  be  less  likely  to  receive  all  of  the  blame  should 
a suboptimal  result  occur.  Obstetricians  who  spend 
more  time  with  their  patients  per  office  visit  incur 
fewer  claims.  It  is  imperative  that  caution  be  exercised 
when  attempting  to  manage  a patient  by  telephone. 
Whenever  you  are  in  doubt,  insist  that  the  patient  be 
seen.  Another  critical  area  of  communication  in  ob- 
stetrics involves  intraprofessional  communications. 
Work  with  your  labor  and  delivery  nursing  staff  to 
ensure  that  nursing  skills  are  adequate  for  your  fa- 
cility. Request  that  nurses  read  back  orders  that  you 
have  telephoned.  Develop  a method  of  regularly  inform- 
ing other  physicians  who  may  cover  your  practice  of 


your  obstetrical  patients,  particularly  those  at  high 
risk  and  near  term.  Develop  a data  base  for  each  pa- 
tient that  can  accompany  her  to  the  hospital  and  help 
to  facilitate  a rapid  review  of  her  prenatal  history  and 
risk  factors. 

Competence.  Practice  within  the  scope  of  your  com- 
petence. When  confronted  by  a situation  that  is  beyond 
your  training  and  experience,  get  help.  If  consultation 
or  referral  to  another  facility  is  not  possible,  then  per- 
form to  the  best  of  your  abilities  and  carefully  docu- 
ment your  actions  and  the  reasons  that  consultation 
or  referral  was  not  possible. 

Charting.  Defense  attorneys  estimate  that  between 
one-third  and  one-half  of  malpractice  cases  are  lost 
because  the  medical  record  was  inadequate.  In  other 
words,  the  doctor  may  have  done  “the  right  thing”  but 
lost  the  case  because  the  record  did  not  substantiate 
his  or  her  correct  actions.  The  hospital  and  office  rec- 
ord should  be  viewed  as  the  physician’s  ally  when, 
usually  years  later,  it  is  asked  to  serve  as  the  principal 
witness  to  the  doctor’s  actions  long  after  human 
memories  have  faded.  Records  must  be  legible,  timely, 
complete,  and  accurate.  When  the  patient  is  advised  as 
to  the  benefits  or  risks  of  a particular  procedure,  be 
certain  that  the  record  reflects  that  discussion.  If  she 
refuses  the  procedure  and  understands  the  potential 
consequences  of  such  refusal,  document  that  as  well. 
Resist  the  temptation  to  alter  or  amend  records.  It  is 
wiser  to  do  any  additional  explaining  through  the  use 
of  an  addendum  that  includes  the  reasons  for  the 
subsequent  inclusion  of  an  addendum.  The  merest 
hint  of  record  tampering  spells  legal  disaster  for  the 
defendant-doctor.  (Family  Physicians  and  Obstetrical 
Malpractice) 

$3.2  MILLION  AWARDED  IN  CONTACT  POLIO  CASE 

In  a New  York  case  a plaintiff,  a 43-year-old  architect, 
who  had  never  been  vaccinated  against  polio,  had  close 
contact  with  his  granddaughter  during  the  weeks  fol- 
lowing her  vaccination  with  the  Sabin  polio  vaccine. 
Several  months  later,  the  plaintiff  contracted  polio  re- 
sulting in  his  being  paralyzed  from  the  waist  down. 
The  plaintiff  contended  that  the  defendant's  instruc- 
tions to  physicians  in  the  package  insert  and  the  Phy- 
sician's Desk  Reference  were  inadequate  in  warning 
of  the  risk  of  vaccine-induced  paralytic  poliomyelitis  in 
adults  who  had  no  previous  polio  vaccination.  The 
plaintiff  claimed  a loss  of  income  because  of  his  inabili- 
ty to  manage  his  small  construction  company.  Another 
case  similar  to  this  resulted  in  a one  million  dollar 
settlement.  ( Personal  Injury  Newsletter  30:9,  Oct.  20, 
1986) 

$15-20  BILLION  TO  RESOLVE  DISPUTES 

A report  prepared  by  Andrew  Schotter  and  Janusz 
Ordover  of  the  C.V.  Starr  Center  at  New  York  University 
(March  1986)  indicates  between  19.7  percent  and  26 
percent  of  all  premiums  earned,  or  $15  to  $20  billion, 
was  spent  by  plaintiffs  and  defendants  to  resolve  dis- 
putes arising  from  negligence  in  1984.  It  was  esti- 
mated that  between  25  and  34  cents  out  of  eveiy  dollar 

‘This  column,  from  the  Department  of  Professional  Liability 
Control,  MSNJ,  was  prepared  by  James  E.  George,  M.D.,  J.D., 
and  A.  Ronald  Rouse,  who  are,  respectively.  Director  of  the 
Department  and  Director  of  Special  Projects. 
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paid  in  awards  and  settlements  was  paid  to  administer 
the  tort  system.  If  current  rates  of  growth  continue,  it 
is  expected  that  by  1990  between  $31  and  $38  billion 
per  year  will  be  spent  administering  the  system. 

The  authors  indicate  that  their  estimates  do  not 
carry  any  policy  prescriptions  with  them.  A switch  to 
a different  system  of  tort  liability  is  a decision  that 
should  be  made  by  comparing  the  net  benefits  of  the 
current  system  to  a proposed  alternative.  However,  the 
estimates  suggest  that  alternatives  be  considered  be- 
cause they  indicate  that  administrative  costs  are  veiy 
high.  A system  with  lower  administrative  costs,  even 
if  it  provided  less  incentive  for  accident  avoidance, 
might  be  more  beneficial. 

The  administrative  cost  estimates  were  derived 
using  four  different  methodologies  and  four  different 
assumptions  within  each  method.  Sixteen  estimates 
were  calculated  which  yielded  the  $15  to  $20  billion 
cost  range.  The  16  estimates  were  largely  consistent 
indicating  that  the  range  estimate  was  reliable.  Two 
of  the  four  methods  relied  heavily  upon  the  allocated 
and  unallocated  loss  adjustment  expense  data  fur- 
nished from  AM.  Best’s  aggregates  and  averages,  while 
the  other  two  relied  heavily  upon  court  case  load  sta- 
tistics. (Professional  Liability  Update,  AMA  Septem- 
ber 1986) 

$2,099,500  AWARDED  TO  BREAST  CANCER 
PATIENT 

A trial  court  properly  refused  to  give  an  instruction 
in  contributory  negligence  in  a malpractice  suit  alleg- 
ing late  diagnosis  of  breast  cancer,  an  Illinois  appellate 
court  ruled. 

A 22-year-old  woman  consulted  a gynecologist  for  a 
premarital  examination.  Three  months  later,  in  Febru- 
ary 1979,  she  returned,  complaining  of  pain  and  a 
lump  in  her  left  breast.  The  gynecologist  diagnosed  a 
normal  thickening.  Her  records  did  not  contain  the 
complaint  of  pain.  The  patient  allegedly  complained  of 
a lump  and  pain  on  a visit  in  July  1979,  but  the 
gynecologist’s  records  again  did  not  show  such  com- 
plaint. 

Records  of  a January  1980  visit  included  the  words 
“probable  fibrocystic.”  The  gynecologist  referred  the 
patient  to  a surgeon  for  a second  opinion.  The  surgeon 
found  that  the  left  breast  was  25  percent  larger,  with 
prominent  veins.  No  mammogram  was  ever  ordered.  In 
May  1980,  the  gynecologist  found  irregularities  lead- 
ing to  a suspicion  of  malignancy.  The  surgeon  per- 
formed a needle  biopsy,  which  detected  cancer.  On  the 
next  day,  he  performed  a surgical  biopsy.  A report  on 
examination  of  a frozen  tissue  sample  indicated  no 


malignancy.  The  surgeon  informed  the  patient  that  a 
node  he  had  felt  was  not  cancerous  and  that  a mastec- 
tomy would  be  performed.  This  was  done  without  a 
report  on  a permanent  section  of  tissue,  which  in- 
dicated cancer.  The  patient  was  given  radiation  and 
chemotherapy  and  had  further  surgery  by  other  phy-: 
sicians  later. 

The  patient  sued  the  gynecologist,  the  surgeon,  and 
pathologists  for  malpractice.  At  the  trial,  her  expert 
testified  that  the  cancer  could  have  been  detected  by 
mammography  one  and  a half  years  earlier  and  that 
in  Februaiy  1979,  her  chances  of  cure  would  have  been 
95  percent.  The  patient  settled  with  the  surgeon  for 
$900,000  and  with  the  pathologists  for  $500.  The  jury 
found  the  gynecologist  liable,  entering  judgment  for 
$2,099,500. 

On  appeal,  the  gynecologist  contended,  among  other 
things,  that  the  trial  court  had  erroneously  failed  to 
instruct  the  jury  on  contributory  negligence  because 
of  the  patient’s  delay  in  notifying  the  physicians  of  a 
physical  change  in  her  breast  in  April  1980.  She  con- 
tended that  any  delay  in  diagnosis  caused  by  the  pa- 
tient raised  a serious  issue  of  contributory  negligence. 

The  court  pointed  out  that  expert  testimony  had 
established  that  breast  cancer  grows  in  five  stages, 
with  a specific  percent  of  curability  in  each  stage.  In 
the  absence  of  evidence  as  to  the  stage  of  the  patient’s 
cancer  in  April  or  May  1980,  there  was  no  basis  on 
which  to  postulate  contributory  negligence  in  failing 
to  see  the  physician  in  April  rather  than  May  1980.  The 
court  affirmed  the  lower  court’s  judgment.  (The  Cita- 
tion 53:11,  September  15,  1986) 

DID  YOU  KNOW  . . . 

When  the  Los  Angeles  County  Medical  Association 
announced  plans  to  sponsor  a computer  service  that 
helps  identify  potentially  litigious  patients,  local  trial 
lawyers  offered  to  inform  patients  how  often  their  doc- 
tors had  been  sued?  Now,  citing  lack  of  physician 
interest,  the  Medical  Society  has  pulled  the  plug  on  its 
hot  line.  But  the  trial  lawyers’  service,  which  is  free  of) 
charge,  is  continuing.  So  many  calls  have  come  in  that 
extra  personnel  have  been  hired  to  handle  the  load 
(Medical  Economics,  October  20,  1986) 

A physician  won  a malicious  prosecution  suit 
against  a California  lawyer  who  filed  a suit  with  no 
basis  in  fact?  A Santa  Cruz  anesthesiologist  won 
$8,000  in  general  damages  and  $40,000  in  punitive 
damages  from  an  attorney  who  said  he  filed  six  days 
before  the  statute  of  limitations  ran  out  “merely  tc 
protect  (the  patient’s)  rights.”  The  patient  dropped  the 
suit;  the  physician  countersued.  (Medical  Liabiliti 
Monitor  11:10,  October  23,  1986) 
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Medical 

Banking 


A full  range 
of  business 
and  personal 
financial  services 

United  Jersey’s  Medical  Banking  Group 
as  created  to  meet  the  needs  of  today’s 
ledical,  dental  and  other  health  care  pro- 
issionals. 

Our  lending  officers  provide 
Kpertise  and  counseling  in  all 
nancial  services,  including: 

• Initial  practice 

• Equipment  financing 

• Expansion  and  relocation 

• Insurance 

• Investment  and  trust  services 

• Personal  Banking 

For  further  information,  contact: 

Norman  V.  Buttaci,  Vice  President 

(609)  987-3561 

or 

Richard  H.  Mady,  Vice  President 

(201)  646-5859 


(Member  F.O.I.C.) 


United  Jersey 

The  fast-moving  bank . 


lited  Jersey  is  a $5.8  billion  financial  services  organization  with  offices  throughout  New  Jersey. 


FAMOUS  PHYSICIANS 
ARE  SHOWING  UP 
FOR  OUR  40th  YEAR 
CELEBRATION. 


— 

1 /Hi 


Eirsner 
E DeWitt,' 
Stelmach, 
Rosenthal, 

l}  Mills,  M 

McDonald 


Read  Every  Issue  From  Cover  to  Cover. 


January 

Symposium:  Biliary  Tract  Disease 

Special  Article:  Gastroenterology  1947-1987 Joseph  B.  Kirsner,  M.l). 

February  1 

Symposium:  Focus  on  Family  Practice  Donald  E.  DeWitt,  M.D. 

coordinator 

Special  Article:  Family  Practice  1947-1987  W.  Jack  Stelmach,  M.D. 


February  15 

Symposium:  Emergency  Medicine Robert  E.  Rosenthal,  M.D. 

coordinator 

Special  Article:  Emergency  Medicine  1947-1987  James  D.  Mills,  M.D. 


March 

Symposium:  Otolaryngology  in  Primary  Care  Thomas  J.  McDonald,  M.D. 

coordinator 

Special  Article:  Otolaryngology  1947-1987 Thomas  J.  McDonald,  M.D. 


nostaaduate 

Medicine 

Every  Issue  is  a Celebration  of  Clinical  Infortnation 
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PATIENT: 


SAFETY 
& COMFORT 


No  preparation  or 
contrast  media. 

Prompt  scheduling,  Monday 
through  Saturday. 

Non-invasive  testing. 

Pleasant  testing  environment. 
Radiologic  imaging  without  X-rays 


featuring . 

SIEMENS  MAGNETOM® 

MR  SYSTEM  capable  of  operating 
at  high  field  strength,  1.5  Tesla 
[Now  operating  at  0.5  Tesla] 


PHYSICIAN:  8P«FSi 

■ Individualized  scanning  to  meet 
physician  specifications. 

■ Early  diagnosis  of  diseases  and 
conditions  including  multiple  sclerosis, 
tumors  of  the  brain,  spinal  cord, 
central  nervous  system,  chest  and 
abdomen,  and  extremities. 

■ Replaces  need  for  cervical 
myelogram,  in  most  cases. 

■ Optimum  image  quality,  utilizing  a 
magnetic  field  and  radio  waves. 

■ Personalized  reporting  to 
referring  physician. 


CT  SCANNING 
PEDIATRIC  RADIOLOGY  ■ REAL  TIME  ULTRASOUND 
RARE  EARTH  X-RAY  ■ LOW  DOSE  MAMMOGRAPHY 


[201]  836-2500 


TEANECK  RADIOLOGY  CENTER:  THE  FUTURE  IN  RADIOLOGY 

699  TEANECK  ROAD,  TEANECK,  NEW  JERSEY  07666 
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TREATING  STAGE  FRIGHT  IN  MUSICIANS: 

THE  USE  OF 


BETA  BLOCKERS 


Paul  M.  Lehrer,  ph.d.,  Raymond  C.  Rosen,  ph.d.,  John  B.  Kostss,  m.d., 
Daniel  Greenfield,  m.d.,  m.p.h.,  piscataway* 


Stage  fright  is  a widespread  problem  among  musicians 
and  other  performing  artists.  Although  stage  fright 
has  been  said  to  augment  the  quality  of  performance 
under  some  circumstances,  its  effects  usually  are  ex- 
perienced as  deleterious,  and  even  may  be  quite  debili- 
tating.1 Musicians  tend  to  be  particularly  concerned 
about  the  physiological  manifestations  of  anxiety, 
which  not  only  detract  from  the  pleasure  of  per- 
formance, but  also  can  interfere  seriously  with  the 
playing  of  an  instrument.  Musical  performance  re- 
quires a degree  of  motor  skill,  coordination,  and  con- 
trol that  resides  at  the  outer  limits  of  human  ability. 
Therefore,  it  is  not  surprising  that  the  various  somatic 
and  psychological  effects  of  the  “fight-flight”  reflex  eas- 
ily can  impair  the  ability  to  perform.  For  example,  mus- 
cle tremor  and  elevated  isometric  muscle  tension  can 
hinder  arm  and  finger  dexterity;  and  various  mani- 
festations of  sympathetic  autonomic  activation,  such 
as  cold  clammy  hands,  palmar  sweating,  and  dry 
mouth,  can  adversely  affect  performance  on  a variety 
of  instruments. 

Experimental  treatment  strategies  increasingly  have 
focused  on  the  use  of  medications  that  target  the 
physiological  symptoms  of  stage  fright.  Performers 
generally  shun  most  of  the  commonly  prescribed  tran- 
quilizers, e.g.  diazepam,  because  the  central  effects  as- 
sociated with  these  drugs  tend  to  reduce  mental  alert- 
ness and  thereby  diminish  both  the  precision  and  the 
intensity  of  a performance.  Considerable  attention  has 


focused  upon  the  beta-adrenoceptor  blocking  drugs 
due  to  their  potential  for  reducing  peripheral  sym- 
pathetic arousal  without  pronounced  central  effects. 

Although  the  extent  of  beta  blocker  usage  among 
musicians  has  not  been  assessed  systematically,  the 
authors'  own  informal  survey  of  performers  and  phy- 
sicians involved  in  the  treatment  of  stage  fright  sug- 
gests that  it  is  becoming  more  common.  Some  or- 
chestra musicians  report  that  they  use  beta  blockers 
at  every  performance— often  several  times  per  week. 
Furthermore,  it  is  not  uncommon  for  performers  to 
ingest  this  medication  without  medical  super- 
vision— often  acquiring  it  from  acquaintances,  music 
teachers,  or  coaches. 

This  review  assesses  the  implications  for  medical 
practice  of  the  use  of  beta  blockers  by  performing  mu- 
sicians. It  also  evaluates  the  extent  of  current  knowl- 
edge about  the  effects  of  beta  blockers  on  stage  fright, 
and  will  outline  the  important  factors  to  be  studied 
concerning  the  possible  advantages  and  disadvantages 
of  beta  blockers  in  this  context. 


EFFECTS  OF  BETA  BLOCKERS  ON  ANXIETY 

The  role  of  the  sympathetic  nervous  system  in  the 

‘From  UMDNJ-Robert  Wood  Johnson  Medical  School.  Cor- 
respondence may  be  addressed  to  Dr.  Lehrer,  Dept,  of  Psy- 
chiatry, UMDNJ-Robert  Wood  Johnson  Medical  School, 
Piscataway,  NJ  08854. 
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mediation  of  anxiety  has  been  recognized  since  the 
work  of  Cannon.2  It  is  not  surprising,  therefore,  that 
numerous  studies  have  investigated  the  possible  role 
of  beta  blockers  in  managing  the  symptoms  of  anxiety 
in  both  “normal”  individuals  and  clinically  anxious 
patients.34  Since  the  first  controlled  study  comparing 
the  effects  of  propranolol  and  placebo  in  a group  oi 
anxious  outpatients,5  clinical  research  has  shown  a 
significant,  albeit  limited,  role  for  beta  blockers  in  this 
regard.  Specifically,  it  appears  that  for  those  patients 
whose  primaiy  complaints  are  somatic,  e.g.  palpita- 
tions, hyperventilation,  tremor,  nausea,  beta  blockers 
can  be  moderately  effective.  On  the  other  hand,  pa- 
tients who  experience  free-floating  or  “psychic" 
anxiety,  social  fears,  low  self-esteem,  or  sexual  anxiety, 
appear  to  show  little  or  no  benefit  from  treatment  with 
beta  blockers.6  The  positive  results  reported  for 
somatic  aspects  of  anxiety  most  likely  are  due  to  the 
autonomic  effects  of  the  drugs,  as  beta  blockers  with 
minimal  central  nervous  penetration,  e.g.  praetolol, 
have  been  shown  to  achieve  similar  results. 

Several  studies  have  compared  the  antianxiety 
properties  of  beta  blockers  with  more  conventional 
psychotropic  agents,  such  as  the  benzodiazepines. 
Although  these  studies  have  indicated  that  beta 
blockers  such  as  propranolol  generally  are  less  effective 
than  diazepam  in  the  management  of  clinical  anxiety, 
Hayes  and  Schulz4  have  recommended  that  beta 
blockers  be  considered  for  the  management  of  anxiety 
disorders  accompanied  by  particular  physical  symp 
toms,  especially  cardiovascular  complaints.  These 
authors  further  suggest  that  beta  blockers  may  be  use- 
ful for  some  patients  who  have  failed  to  respond  to 
treatment  with  benzodiazepines.  Beta  blockers  have 
the  distinct  advantage  of  causing  fewer  difficulties 
with  mental  alertness  and  cognitive  functioning,  but 
have  yet  to  be  approved  by  the  Federal  Drug  Adminis- 
tration for  use  in  the  treatment  of  anxiety.  Noyes  et  al.8 
have  found  propranolol  to  be  much  less  effective  than 
diazepam  in  the  treatment  of  panic  disorders,  but 
some  evidence  has  been  found  for  the  usefulness  of 
this  drug  in  combination  with  alprazolam9  or  im- 
ipramine10  in  the  treatment  of  panic. 


MEDICAL  PRECAUTIONS  AND 
CONTRAINDICATIONS 


Beta  blockers  generally  are  well  tolerated  by  most 
patients.  In  addition,  since  they  have  been  used  for 
over  20  years  in  millions  of  patient-years  of  treatment, 
it  is  very  likely  that  the  full  spectrum  of  adverse  and 
toxic  reactions  already  has  been  described.  However, 
although  beta  blockers  are  well  tolerated  and  safe,  their 
use  is  sometimes  associated  with  adverse  reactions. 
These  may  be  classified  as  common  (those  occurring 
in  over  10  percent  of  the  patients)  and  uncommon 
(those  that  might  occur  in  about  1 to  2 percent  of 
patients).  A list  of  the  major  adverse  physiological  reac- 
tions, modified  from  Kostis  and  DeFelice,  is  presented 
in  Table  l.1 1 

Bradycardia  may  occur  in  response  to  some  beta 
blockers.  However,  it  usually  is  of  no  clinical  conse- 
quence in  otherwise  healthy  individuals.  When  marked 
or  symptomatic,  it  can  be  alleviated  easily  by  adjust- 
ment of  dose. 

Hypotension  may  result  from  sinus  bradycardia,  de- 
pression of  myocardial  function,  and  the  interaction 
with  other  drugs  such  as  diuretics.  This  effect  usually 
is  not  troublesome  and  only  a rare  patient,  usually 
someone  with  poor  left  ventricular  function,  is  unable 
to  tolerate  beta  blockers  because  of  hypotension.  For- 
tunately, unlike  other  classes  of  anti  hypertensive 
agents,  beta  blockers  do  not  produce  significant  pos- 
tural hypotension.  One  exception  to  this  is  labetalol, 
which  also  possesses  alpha- 1 blocking  activity. 

On  occasion,  congestive  heart  failure,  acute 
pulmonary  edema,  or  a clinical  picture  resembling 
cardiogenic  shock  may  be  seen  in  patients  with 
markedly  impaired  left  ventricular  function.  Patients 
with  mild  left  ventricular  dysfunction  usually  are  able 
to  tolerate  beta  blockers,  in  some  instances  in  conjunc- 
tion with  digitalis  and  diuretics.  Congestive  heart  fail- 
ure is  less  likely  to  be  precipitated  by  beta  blockers 
possessing  intrinsic  sympathomimetic  activity  (ISA) 
such  as  pindolol,  although  well-controlled  trials  on  this 
are  not  available.  Nevertheless,  when  there  is  marked 
left  ventricular  dysfunction  and  the  circulatory  system 


TABLE  1 

—Adverse  Effects  of 

Beta  Blockers 

Common 

Uncommon 

Uncommon 

Bradycardia 

Bronchospasm 

Hypotension 

Cold  extremities 

Carcinogenicity* 

Memory  disturbances 

Dizziness 

Claudication 

Muscle  cramps 

Vivid  dreams 

Depression 

Oculomucocutaneous  syndrome* 

Gastrointestinal  complaints 

Hallucinations* 

Insomnia/sleep  disturbances 

Heart  block 

Paresthesias* 

Postural  hypotension! 

Muscle  fatigue 

Heart  failure 

Pruritus 

Sexual  dysfunction 

Headaches 

Rash 

Weight  gain 

Hematologic  disorders 

Raynaud's  syndrome 

Withdrawal  phenomena 

Hypoglycemia 

Sclerosing  peritonitis* 

‘Rare;  +Common  with  labetalol.  uncommon  with  other  beta  blockers 
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is  dependent  on  active  sympathetic  tone  for  adequate 
function,  all  beta  blockers  are  dangerous  and  should 
be  avoided. 

A similar  cautionary  note  is  in  order  for  patients 
with  bronchial  asthma  or  a tendency  to  broncho- 
spasm.  Although  cardioselective  beta  blockers  and 
beta  blockers  possessing  ISA  produce  less  tendency  to 
bronchospasm,  all  beta  blockers  should  be  avoided  in 
patients  with  asthma 

Cold  extremities  are  additional  side  effects  of  beta 
blockers  that  may  occur  in  many  patients,  especially 
the  elderly.  This  may  have  adverse  effects  on  music 
performance  on  instruments  requiring  finger  dexteri- 
ty. In  addition,  patients  with  peripheral  vascular  dis- 
ease or  Raynaud’s  phenomenon  may  report  aggrava- 
tion of  their  symptomatology  when  treated  with  beta 
blockers.  This  may  be  attributed  to  decreased  cardiac 
output  in  some  patients  or  a blockade  of  the  vaso- 
dilator beta-2  receptors  by  nonselective  beta  blockers. 
In  such  circumstances,  vasoconstriction  may  occur, 
mediated  by  unopposed  alpha  sympathetic  activity. 
Agents  with  beta-1  selectivity  or  beta-2  partial  agonist 
activity,  or  those  having  direct  vasodilator  effect  such 
as  labetalol,  should  be  tolerated  better  by  individuals 
with  these  problems. 

Beta  blockers  should  be  used  with  caution  in  pa- 
tients with  diabetes.  Hypoglycemic  reactions  have  been 
reported  and  have  been  attributed  to  blockade  of 
beta-2  mediated  glucagon  release.  In  addition,  the  sym- 
pathetic manifestations  of  hypoglycemia,  e.g.  tachycar- 
dia may  be  masked  by  beta  blockers.  Fortunately,  the 
cholinergic  effects,  e.g.  sweating,  are  not  masked  by 
beta  blockers.  In  general,  patients  on  oral  hypoglycemic 
agents  or  insulin  should  be  cautioned  that  a hypogly- 
cemic reaction  may  be  masked  partially  by  beta 
blockers. 

Chronic  administration  of  beta  blockers  results  in 


unfavorable  alterations  of  carbohydrate  and  lipid 
metabolism.  A modest  elevation  of  plasma  triglycerides 
and  a decrease  in  high-density  lipoprotein  cholesterol 
have  been  reported  with  beta  blockers,  especially 
nonselective,  non-ISA  beta  blockers.  The  ISA  beta 
blocker,  pindolol,  does  not  appear  to  affect  the  lipids 
adversely.  Similarly  beta-1  selective  beta  blockers  ap- 
pear to  produce  such  effects  to  a smaller  degree  than 
nonselective  beta  blockers.  Although  the  significance 
of  high  triglycerides  in  the  causation  of  coronary  artery 
disease  has  not  been  agreed  upon,  there  is  strong 
evidence  that  low  HDL  cholesterol  is  associated  with 
increased  risk  of  coronary  artery  disease.  Therefore, 
frequent  long-term  use  of  beta  blockers  should  be  con- 
sidered in  this  light. 

Abrupt  discontinuation  of  beta  blockers  may  result 
in  a state  of  increased  sympathetic  arousal.  This,  in 
part,  may  be  due  to  upregulation  of  beta  receptors 
during  chronic  beta  blocker  therapy.  Although  the  av- 
erage healthy  person  or  the  person  with  hypertension 
is  not  adversely  affected  by  this,  patients  with  severe 
coronary  artery  disease  and  precarious  control  may 
suffer  adverse  effects  including  aggravation  of  angina, 
myocardial  infarction,  and  serious  arrhythmias.  This 
hyperadrenoreceptor  state  might  have  adverse  effects 
on  musical  performance.  It  appears  that  ISA  beta 
blockers  do  not  upregulate  the  beta  receptor,  so  abrupt 
withdrawal  from  them  should  not  be  expected  to 
produce  these  effects. 

Gastrointestinal  complaints  are  reported  by  patients 
receiving  beta  blockers.  They  may  be  ameliorated  by 
changing  the  agent  or  the  time  of  ingestion.  Weight 
gain  also  is  reported. 

Oeu lomueocu t aneous  syndrome  and  sclerosing  peri- 
tonitis have  been  reported  mainly  with  practolol  and 
do  not  appear  to  be  generic  to  beta  blockers.  However, 
physicians  should  be  aware  of  the  possibility  of  the 


TABLE  2— 

Drug  Interactions  with  Beta  Blockers12  13 

Drug 

Potential  Interaction  Effect 

Aluminum  hydroxide  gel 

Decreased  beta  blocker  absorption  and  effect 

Aminophylline 

Mutual  inhibition 

Antidiabetic  agents 

Enhanced  hypoglycemic  hypertension;  masking  of  some  hypoglycemic  symptoms 

Calcium  channel  blockers 

Potentiation  of  bradycardia  myocardial  depression,  and  hypotension 

Cimetidine 

Prolonged  half-life  of  beta  blocker 

Clonidine 

Hypertension  during  withdrawal 

Digitalis  glycosides 

Potentiation  of  bradycardia 

Ergot  alkaloids 

Excessive  vasoconstriction 

Glucagon 

Inhibition  of  the  hyperglycemic  effect 

Halofenate 

Reduced  beta-blocking  activity;  produces  withdrawal  rebound  syndrome 

Indomethacin 

Inhibition  of  antihypertensive  responses  to  beta  blockade 

Isoproterenol 

Mutual  inhibition 

Levodopa 

Antagonism  of  levodopa’s  hypotensive  and  positive  inotropic  effects 

Lidocaine 

Beta  blocker  pretreatment  increases  lidocaine  blood  levels  and  potential  toxicity 

Methyldopa 

Hypertension  during  stress 

Phenothiazines 

Additive  hypotensive  effects 

Phenylpropanolamine 

Severe  hypertensive  reaction 

Phenytoin 

Additive  cardiac  depressant  effects 

Quinidine 

Additive  cardiac  depressant  effects 

Reserpine 

Excessive  sympathetic  blockade 

Tricyclic  antidepressants 

Inhibition  of  negative  inotropic  and  chronotropic  effects  oi  beta  blockers 
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occurrence  of  these  syndromes. 

Physicians  prescribing  beta  blockers  should  be 
aware  not  only  of  the  side  effects  and  strategies  for 
minimizing  them,  as  described  above,  but  also  of  drug 
interactions.  Care  should  be  taken  in  prescribing  beta 
blockers  to  musicians  who  currently  are  taking  other 
forms  of  medication.  Among  the  many  reported  drug 
interactions  of  beta  blockers  that  have  been  sum- 
marized elsewhere,11  only  several  are  mentioned  here. 
These  have  been  selected  because  of  the  frequency  of 
the  administration  of  the  other  drug  and  the  clinical 
importance  of  the  interaction  (Table  2). 

Interactions  with  anesthetics  pose  a potential 
clinical  problem;  in  some  circumstances,  these  may  be 
contraindications  to  the  use  of  beta  blockers,  except 
those  with  partial  agonist  activity.  Precautions  should 
be  taken  by  individuals  taking  beta  blockers  so  that, 
if  emergency  surgery  is  needed,  the  anesthesiologist 
will  know  that  beta  blockers  are  being  taken.  Also, 
calcium  channel  blockers,  especially  verapamil,  may 
potentiate  bradycardia,  myocardial  depression,  and 
hypotension  induced  by  beta  blockers.  Excessive 
hypotension  may  be  seen  in  patients  on  other  anti- 
hypertensive agents. 

Beta  blockers  are  used  by  musicians  usually  only 
prior  to  performance,  and  performances  may  be  rela- 
tively infrequent.  Therefore,  the  total  spectrum  of  side 
effects  that  has  been  observed  after  chronic  use  may 
not  be  manifest  in  subjects  receiving  beta  blockers  for 
this  condition.  On  the  other  hand,  several  of  the  side 
effects  described,  such  as  precipitation  of  heart  failure, 
bradycardia  and  asthmatic  attack,  may  be  seen  even 
with  one  dose.  It  is  prudent,  therefore,  for  the  physi- 
cian to  be  aware  of  the  complete  spectrum  of  side 
effects  of  beta  blockers  and  drug  interactions  as  well 
as  strategies  for  avoiding  these.  Also,  some  musicians 
with  particularly  active  performance  schedules  who 
ingest  beta  blockers  regularly  might  be  expected  to 
experience  one  or  more  of  the  side  effects  experienced 
by  other  chronic  users  of  these  drugs. 

PSYCHOLOGICAL  AND  BEHAVIORAL  SIDE 
EFFECTS  OF  BETA  BLOCKERS 

There  has  been  increasing  concern  in  recent  years 
with  the  possible  adverse  effects  of  beta  blockers  on 
various  aspects  of  psychological  functioning.  In  the 
first  study  of  this  type,  Waal  reported  that  two  patients 
committed  suicide  during  the  course  of  treatment 
with  propranolol  and  that  an  additional  ten  patients 
showed  signs  of  serious  depression  while  on  the 
drug.14  Although  this  study  has  been  criticized  for  the 
lack  of  experimental  controls  and  the  confounding  of 
drug  effects  (patients  were  taking  various  other  anti- 
hypertensive drugs  during  the  course  of  treatment), 
subsequent  case  reports  have  confirmed  that  severe 
depression  is  associated  with  propranolol  treat- 
ment.1516 One  study  found  that  tricyclic  antidepres- 
sants are  prescribed  more  frequently  in  conjunction 
with  beta  blockers  for  management  of  such  prob- 
lems.17 

Patients’  reports  of  lethargy,  muscle  fatigue,  tired- 
ness, and  related  symptoms  also  are  commonly  as- 
sociated with  administration  of  beta  blockers.  For  ex- 
ample, in  the  largest  clinical  trial  to  date  of  hyper- 
tension management  with  beta  blockers,18  the  com- 


plaint of  lethargy  was  the  reason  most  often  cited  for 
stopping  propranolol  administration.  Despite  the 
prevalence  of  these  complaints,  however,  the  under- 
lying mechanisms  involved  are  poorly  understood. 
Specifically,  it  is  unclear  to  what  extent  such  symp- 
toms are  centrally  or  peripherally  mediated,  particu- 
larly given  the  evidence  of  significant  impairment  in 
exercise  performance  associated  with  beta  blocker  ad- 
ministration among  subjects  without  angina1920 
Although  beta-blocker-induced  muscle  fatigue  might 
be  expected  to  have  deleterious  effects  on  music  per- 
formance, no  such  effects  yet  have  been  documented. 

Regarding  the  effects  of  beta  blockers  on  cognitive 
and  perceptual  motor  performance,  there  is  little  con- 
sistency in  the  results  of  research  to  date.  Although 
most  studies  of  acute  drug  effects  in  normals  have 
shown  little  or  no  effect  on  psychomotor  perfor- 
mance,21 at  least  one  study  of  long-term  propranolol 
use  with  hypertensives  found  evidence  of  significant 
impairment  in  verbal  memory  associated  with  drug 
administration.22  It  should  be  noted,  however,  that  a 
number  of  methodological  controls  were  lacking  in 
this  study,  such  as  the  inclusion  of  an  untreated  con- 
trol group.  Overall,  it  is  interesting  to  note  that  in  those 
few  studies  in  which  cognitive  or  psychomotor  impair- 
ments have  been  observed,  the  experimental  subjects, 
whether  normals  or  hypertensives,  generally  are  un- 
aware of  such  changes  in  performance. 

Changes  in  sleep  quality  and  sexual  function  also 
are  among  the  most  commonly  reported  side  effects  of 
beta  blockers.  Although  few  controlled  studies  have 
directly  examined  these  effects,  at  least  one  study  with 
normal  subjects23  has  found  laboratory  evidence  to 
support  the  clinical  reports  of  insomnia  or  intrasleep 
wakefulness  that  appear  to  be  particularly  prevalent 
with  administration  of  the  lipophilic  beta  blockers.24 
Clinical  studies  also  have  indicated  significant,  albeit 
infrequent,  complaints  of  nightmares  or  vivid  dreams, 
particularly  with  higher  doses  of  propranolol.  Finally, 
there  is  evidence  that  long-term  beta  blocker  adminis- 
tration is  associated  with  sexual  dysfunction,  includ- 
ing loss  of  sexual  desire  and  erectile  dysfunction.25,26 
Again,  it  appears  that  these  symptoms  are  related  to 
the  dosage  level  of  the  drugs;  as  one  review  has  noted 
occurrence  of  erectile  dysfunction  only  at  levels  of 
propranolol  administration  in  excess  of  120  mg/day.27 
Many  of  these  effects  can  be  avoided  by  using  hydro- 
philic beta  blockers  which  readily  do  not  penetrate  the 
blood-brain  barrier. 


USE  OF  BETA  BLOCKERS  AND 
EVALUATION  OF  LITERATURE 


The  studies  reviewed  in  Table  3 indicate  that  with 
adequate  medical  screening  and  a preconcert  trial, 
various  beta  blockers  at  a single  musical  performance! 
can  produce  marked  decreases  in  most  physiological 
and  some  cognitive  manifestations  of  stage  fright, 
while  simultaneously  producing  beneficial  effects  on 
several  quantifiable  dimensions  of  musical  perfor- 
mance. These  include  intonation2930  and  judges’  rat- 
ings2932 of  musicianship,  evenness  of  vibrato,  and 
playing  fast  passages  and  trills,34  bow  control,2931 
dynamic  control,31  accuracy,33  memory,33  rhythm,33 
and  tempo.32 

Although  comparisons  across  studies  suggest  a 
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TABLE  3— Effects  of  Beta  Blockers  on  Performance 


Drug 

Dosage 

Effects 

Alprenolol28 

50-100  mg 

Decreased  self-reports  of  anxiety  and  symptoms  of  sympathetic  arousal 
among  orchestral  musicians  deemed  likely  to  evoke  symptoms. 

Oxprenolol29 

40  mg 

Decreased  self-reports  of  nervousness,  higher  judges’  ratings  on  five  of 
seven  ratings  of  musicianship  and  technique,  and  lower  heart  rate  dur- 
ing a performance  among  volunteer  conservatoiy  students  of  stringed 
instruments  not  selected  on  the  basis  of  performance  anxiety. 

Pindolol30 

5 mg 

Decreased  self-ratings  of  anxiety  and  improved  self-ratings  of  per- 
formance; decreased  heart  rate  and  systolic  blood  pressure  among  pro- 
fessional musicians  during  a performance.  Improved  judges’  ratings  of 
performance  only  for  those  subjects  who  were  particularly  strong  players. 

Nadolol31 

40  mg 

Improved  judges’  rating  of  bow  control  but  no  other  effects  on  self  or 
judges’  ratings.  Nonsignificant  trend  for  intonation  to  be  improved  with 
nadolol  but  worsened  with  2 mg  diazepam;  for  rhythmic  control  to  be 
lessened  by  both  drugs,  and  for  dynamics  to  be  more  monotonous  with 
nadolol  but  more  exciting  with  diazepam;  decreased  heart  rate  but  not 
blood  pressure  among  nonanxious  conservatoiy  stringed-instrument 
students  during  a performance. 

Propranolol32’  33 

40  mg 

1.  Fewer  self-reported  perceptions  of  sympathetic  arousal,  improved 
judges’  ratings  of  accuracy,  memory,  rhythm,  and  tempo  at  a per- 
formance among  keyboard  students  suffering  from  stage  fright  Some 
subjects  felt  more  unnerved  and  experienced  memoiy  slips  and  impaired 
concentration.33 

2.  Lower  self-ratings  of  anxiety,  improved  judges'  and  self-ratings  of 
performance  quality,  diminished  heart  rate,  and  salivary  sodium,  in- 
creased salivary  potassium  during  performance  among  conservatoiy  stu- 
dents not  selected  for  anxiety.  Increased  self-ratings  of  anxiety  were 
associated  with  the  beta  agonist  terbutaline. 

Atenolol34 

100  mg 

Improved  regularity  of  playing  during  fast  passages  (determined  by 
measuring  time  intervals  between  notes),  decreased  heart  rate,  and  urine 
catecholamines,  a nonsignificant  tendency  to  decreased  self-rated 
anxiety  during  a solo  performance  or  performance  examination  among 
conservatoiy  students  of  stringed  instruments. 

number  of  differences  between  the  effects  of  various 
beta  blockers  on  performance  anxiety,  these  do  not 
seem  related  to  any  known  pharmacological  charac- 
teristics of  the  drugs.  Propranolol,  a lipophilic  beta 
blocker  which  is  known  to  cross  the  blood-brain  bar- 
rier and,  therefore,  to  have  direct  central  effects,  ap- 
pears to  have  smaller  effects  on  self-reported  anxiety 
than  does  atenolol,  a hydrophilic  beta  blocker  which 
presumably  does  not  cross  the  blood-brain  barrier. 
Similarly,  atenolol,  which  is  a cardioselective  drug,  ap- 
pears to  have  greater  effects  on  stage  fright  than 
nadolol,  which  is  not  cardioselective  and,  therefore, 
might  be  expected  to  have  more  general  effects  on 
sympathetic  tone.  Some  of  the  inconsistencies  in  re- 
sults may  be  due  to  the  particular  dosage  levels  or 
experimental  procedures  used  in  these  studies.  Com- 
parative studies  have  not  yet  been  done  between  vari- 
ous beta  blockers  with  different  ancillary  properties. 
One  comparative  study  did  suggest  that  beta  blockers 
may  have  fewer  adverse  side  effects  on  performance 
than  diazepam.31 

Important  other  gaps  remain  in  our  understanding 
of  the  effects  of  beta  blockers  on  stage  fright.  Only  one 
study  to  date  has  been  conducted  on  subjects  who 
actually  suffered  from  severe  stage  fright.  In  that  study, 
important  psychological  and  performance-related  as- 
pects of  stage  fright  were  not  found  to  be  positively 
affected  by  beta  blockade.33  Similarly,  another  study 
found  significant  improvements  in  performance  quali- 
ty after  beta  blockers  among  relatively  strong  players 


but  not  among  weaker  ones.30  There  is  little  direct  and 
systematic  evidence  for  the  beneficial  effects  of  beta 
blockers  among  those  most  in  need  of  relief  from  de- 
bilitating performance  anxiety. 

Although  various  technical  aspects  of  performance 
appear  to  be  enhanced  by  beta  blockers,  none  of  the 
studies  has  examined  the  emotional  intensity  or  ex- 
citement of  the  performances.  All  the  musical  ratings 
obtained  in  studies  we  reviewed  are  similar  to  those 
used  at  musical  auditions  and  competitions;  such 
procedures  sometimes  have  been  criticized  for  over- 
emphasizing technical  perfection  at  the  expense  of  the 
more  subjective  emotional  components,  thus  often  giv- 
ing highest  ratings  to  technically  proficient  performers 
who  later  have  difficulty  establishing  solo  careers  and 
holding  audiences.35  Performers  sometimes  feel  that 
they  must  be  “keyed  up”  to  an  optimal  level  in  order 
to  give  an  emotionally  exciting  and  satisfying  per- 
formance. It  is  not  yet  known  whether  beta  blockers 
facilitate  or  inhibit  this  optimal  psychophysiological 
state.  However  there  are  suggestions  from  the  litera- 
ture that  beta  blockers  may  diminish  the  excitement 
of  a performance  by  interfering  with  rhythmic  control 
and  dampening  of  dynamic  intensity.31 

We  have  no  knowledge  of  the  effects  of  repeated  use 
of  beta  blockers  on  stage  fright  or  on  performance 
quality.  It  is  not  known,  for  example,  whether  repeated 
administrations  of  beta  blockers  (as  much  as  several 
times  per  week)  will  produce  psychological  depen- 
dence, habituation,  or  exacerbation  of  side  effects. 
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Studies  of  longer-term  use  of  beta  blockers  for  per- 
formance anxiety  are  required.  Individuals  who  fre- 
quently rely  on  beta  blockers  during  a busy  concert 
season  may  wish  to  withdraw  abruptly  from  the  medi- 
cation at  the  end  of  the  season.  It  is  known  that  abrupt 
withdrawal  may  lead  to  potentially  serious  medical 
consequences.44 

The  comparative  and  the  interactive  effects  of  beta 
blockers  and  various  psychological  approaches,  e.g.  re- 
laxation therapy,  for  management  of  stage  fright  have 
not  been  evaluated.  The  need  for  such  evaluation  is 
illustrated  by  reliable  “order”  effects  in  all  of  the  stud- 
ies reviewed  in  Table  3.  Regardless  of  the  order  of  drug 
versus  placebo  presentation,  all  studies  have  found  a 
significant  decrease  in  symptoms  of  stage  fright  from 
the  first  testing  season  to  the  second.  These  effects 
sometimes  are  considerably  larger  than  the  effects  of 
the  drug.  Thus,  at  the  very  least,  the  repeated  ex- 
perience of  performing  for  others  may  be  an  important 
therapeutic  intervention.  Indeed  repeated  exposure  to 
the  feared  situation  is  a widely  used  psychological 
technique  for  the  treatment  of  various  fears.36  Other 
techniques  such  as  relaxation  therapy,  desensitiza- 
tion, hypnosis,  biofeedback,  and  cognitive  restructur- 
ing similarly  have  been  found  to  produce  therapeutic 
effects  on  stage  fright.37  42  It  is  known  that  long-term 
use  of  some  psychotropic  medication  may  interfere 
with  the  effectiveness  of  psychological  interventions. 
This  has  been  shown  to  occur  in  the  case  of  diazepam 
and  anxiety  neurosis,  where  psychological  dependence 
on  the  drug  appears  to  render  people  unmotivated  to 
attempt  to  control  their  anxiety  by  behavioral  means. 
This  possibility  has  not  been  evaluated  in  the  case  of 
beta  blocker  administration  for  stage  fright.43 

The  influence  of  various  side  effects  of  beta  blockers, 
e.g.  fatigue,  sleep  difficulties,  on  performance,  sense  of 
well-being,  and  health  have  not  been  examined  in  this 
population.  Some  of  the  potential  problems  that  might 
arise  have  been  discussed.  One  of  the  known  side  ef- 
fects of  beta  blockers— memory  impairment— was 
found  in  one  study  to  have  been  a problem  for  some 
musicians  who  used  the  medication  in  a single  con- 
cert, although  the  average  beta  blocker  effects  (across 
subjects)  produced  improvement  in  memory.33  Despite 
the  fact  that  physicians  who  prescribe  the  drugs  reg- 
ularly have  not  described  any  consistent  problems 
with  side  effects,  the  effects  on  performance  may  be 
quite  subtle — too  subtle  for  the  performer  to  notice 
but,  perhaps,  quite  noticeable  to  the  musically  sophis- 
ticated listener.  The  physician  should  remember  that 
side  effects  that  are  minimally  distressing  to  other 
individuals  may  become  incapacitating  for  the  pro- 
fessional musician,  who  depends  on  the  body’s  func- 
tioning at  or  near  its  maximum  peak  physical  and 
psychological  potential.  For  example,  we  have  reports 
from  musicians  indicating  that  they  have  ceased  using 
beta  blockers  because  of  the  side  effects  of  fatigue  or 
depression.  Many  individuals  report  depression  as  a 
common  preconcert  symptom.  This  symptom  may  be 
exacerbated  by  beta  blockers  in  some  individuals. 
Similarly,  small  increases  in  muscle  weakness  and 
fatigue,  or  subtle  impairments  of  short-term  memory 
may  adversely  affect  performance.  One  paper  con- 
tained reports  of  performance  impairment  caused  by 
the  novelty  of  being  on  stage  without  the  usual  physio- 


TABLE 4— Guidelines  for  Use  of 
Beta  Blockers  with  Performers 

A.  In  general,  the  use  of  the  drugs  for  the  treatment 
of  stage  fright  should  be  avoided  as  they  have  not 
been  approved  by  the  FDA  for  treatment  of  anxiety. 

B.  If  the  individual,  nevertheless,  has  obtained  beta 
blockers  and  continues  to  use  them,  the  following 
steps  should  be  taken: 

1.  Review  the  various  adverse  effects  of  beta 
blockers.  If  the  individual  has  a medical  history 
that  would  increase  the  risk  of  beta  blockers  or 
must  take  other  medication  that  does  not  inter- 
act well  with  beta  blockers,  the  drugs  should 
not  be  prescribed  and  the  individual  should  be 
discouraged  from  taking  them. 

2.  Be  sure  that  the  individual  has  taken  a trial  of 
the  medication  at  home  before  using  it  for  a 
performance.  Advise  him/her  to  be  alert  to  the 
various  side  effects  that  might  impair  per- 
formance. 

3.  Discuss  the  nature  of  the  patient’s  anxiety 
symptoms.  If  depression  is  an  important  com- 
ponent, warn  him/her  that  beta  blockers  might 
exacerbate  the  problem. 

4.  Advise  the  patient  that  close  friends  and  rela- 
tives should  be  made  aware  that  this  drug  is 
being  used,  in  the  event  that  emergency  sur- 
gery or  medication  is  needed. 

5.  Inform  the  individual  that  the  use  of  this  medi- 
cation has  been  evaluated  only  for  “one-shot" 
trials,  that  information  is  not  available  about 
the  consequences  of  regular  use  of  the  medi- 
cation for  this  purpose,  and  that  psychological 
dependence  might  occur. 

6.  Caution  the  individual  that  sudden  withdrawal 
from  the  medication  may  be  hazardous  after  an 
extended  period  of  use. 

7.  Indicate  that  the  medication  has  been  evalu- 
ated in  audition-competition  type  situations, 
but  not  in  important  solo  performances,  and 
that  the  effects  of  the  medication  may  detract 
from  the  emotional  intensity  of  the  perfor- 
mance. 

8.  Advise  the  individual  to  anticipate  that  physi- 
cal but  not  psychological  effects  of  stage  fright 
probably  will  be  affected.  This  will  assist  the 
performer  to  prepare  mentally  for  the  ex- 
perience of  performing  on  medication. 

9.  Encourage  the  performer  to  investigate  psycho- 
logical techniques  (e.g.,  relaxation  training)  for 
managing  stage  fright.  These  approaches  pre- 
sent fewer  risks  than  beta  blockers  and  may  be 
quite  effective  in  treating  stage  fright  (although 
the  comparative  and  interactive  effects  of 
psychological  treatment  and  beta  blockers  has 
not  been  studied). 


logical  accompaniments  of  stage  fright.  The  unfamiliar 
body  sensations  associated  with  the  drug  appeared  to 
have  been  confusing.32 

Little  attention  has  been  paid  to  the  important  dif- 
ferences between  beta  blockers  that  should  modulate 
their  effect  on  stage  fright.  For  example,  lipophilic  beta 
blockers  cross  the  blood-brain  barrier  readily  and  are 
associated  with  more  pronounced  central  nervous  sys- 
tem effects.  Beta  blockers  with  ISA  may  have  different 
effects  on  stage  fright  by  causing  a weak  or  moderate 
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stimulation  while  blunting  marked  activation  of  beta 
■ receptors. 

Finally,  dose  response  relationships,  including  defin- 
ing the  optimal  degree  of  blockade  for  this  application 
have  not  been  established.  It  is  possible  that  a low 
degree  of  beta  blockade  may  be  insufficient  to  achieve 
a desirable  effect  while  marked  blockade  may  cause 
adverse  effects  or  blunt  the  higher  functions  needed 
for  optimal  performance. 

The  most  serious  potential  problem  in  the  use  of 
beta  blockers  is  the  tendency  for  many  musicians  to 
use  the  medication  without  proper  medical  super- 
vision. It  is  important  that  musicians  be  made  aware 
of  the  possible  risks  of  improper  use,  as  well  as  of  the 
various  side  effects  that  might  impair  performance.  In 
view  of  the  possibly  serious  consequences  of  beta 
blockers  administration  when  certain  medical  con- 
I ditions  are  present,  musicians  also  must  be  made 
aware  of  the  potential  serious  risks  involved  in  taking 
these  medications  without  adequate  medical  super- 
vision. 

Guidelines  for  the  use  of  beta  blockers  in  treatment 
of  musical  performance  anxiety  are  summarized 
schematically  in  Table  4. 
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A Review  of  Urologic  Medical  Malpractice 
Claims  in  New  Jersey,  1977  to  1984f 

Richard  Milsten,  m.d.,  and  Margaret  Turner,  cherry  hill* * 


A detailed  review  of  urologic  medical  malpractice  actions 
in  New  Jersey  was  undertaken  in  order  to  reduce  the  risk 
of  future  exposure . All  claims , since  the  inception  of  the 
physician-owned  insurance  company , were  reviewed  and  the 
results  are  presented . 


The  medical  professional  liability 
problem  continues  to  increase 
in  severity,  affecting  physicians, 
hospitals,  patients,  and  the  delivery  and  cost  of  health 
care.  The  specter  of  a professional  liability  action 
haunts  the  physician.  Claims  and  suits  against  phy- 
sicians and  hospitals  continue  to  proliferate.  This 
crisis  has  affected  physicians  in  many  ways,  including 
causing  some  practitioners  to  retire  early,  others  to 
change  specialties,  and  most  to  practice  “defensive 
medicine”  as  a step  to  protect  against  a future  charge 
of  omission. 

Historically,  medical  malpractice  claims  began  to 
make  their  appearance  in  meaningful  numbers  in  the 
1930s,  with  a steady  rise  until  World  War  II,  after  which 
there  was  a slight  decline.  In  the  1960s  and  1970s, 
medical  liability  claims  began  to  increase.  Eighty  per- 
cent of  all  medical  malpractice  law  suits  filed  during 
the  40-year  period  between  1935  and  1975  were  in- 
itiated between  1970  and  1975. 

Surgical  subspecialists  are  at  the  greatest  risk.  The 
AMA  Socioeconomic  Monitoring  System  indicates  that 
these  physicians  experienced  claims  at  an  average  an- 
nual rate  of  4.4  claims  per  100  physicians  during  the 
last  five  years. 

In  addition  to  the  mental  anguish  which  results 
from  being  the  defendant  in  a lawsuit  in  which  one’s 
confidence  and  personal  integrity  are  attacked,  physi- 


cians can  incur  expenses  as  well  as  loss  of  income.  In 
the  past  five  years,  13.6  percent  of  physicians  hired  a 
lawyer  in  addition  to  the  attorney  provided  by  their 
insurance  firm.  This  resulted  in  an  average  cost  to  the 
physician  of  $9,100.  Physicians  noted  an  average  of  2.7 
work  days  lost  per  claim  in  time  spent  with  lawyers 
and/or  in  court.1 

The  following  review  is  a status  report  of  urologic 
professional  liability  claims  in  New  Jersey.  It  is  hoped 
that  the  data  and  findings  detailed  here  will  be  useful 
to  urologists  across  the  countiy  in  coping  with  the 
crisis. 

The  Risk  Prevention  Department  of  the  Medical 
Inter-Insuranee  Exchange  of  New  Jersey  (MIIENJ),  a 
physician-owned  carrier,  was  established  on  February 
1,  1983,  by  its  Board  of  Governors.  One  of  the  objec- 
tives of  the  Risk  Prevention  Department  is  to  “prevent 
malpractice  and  reduce  its  impact.”  Thus,  a system 
was  developed  to  analyze  all  claim  files  maintained  by 
MIIENJ  in  order  to  identify  trends  to  facilitate  risk 
prevention  efforts. 

The  case  files  were  divided  into  three  categories: 


+Due  to  an  error,  a portion  of  the  article  was  deleted.  The 
article  now  is  reprinted  in  its  entirety. 

*From  the  Medical  Inter-Insurance  Exchange  of  New  Jersey. 
Correspondence  may  be  addressed  to  Dr.  Milsten,  122A  Had- 
dontowne  Court,  Cherry  Hill,  NJ  08034. 
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surgical,  nonsurgical,  and  anesthesia  The  categories 
then  were  subdivided  into  specialties.  It  was  felt  that 
the  specific  specialty  data  would  be  more  meaningful 
to  physicians. 

The  number  of  practicing  urologists  may  help  bring 
into  focus  the  loss  history  for  the  specialty  as  a whole. 
The  number  of  urologists  insured  from  February  1977 
through  February  1984  on  an  annual  basis  was:  99, 
121,  124,  127,  129,  156,  and  179,  respectively.  The 
average  number  of  urologists  insured  for  those  seven 
years  was  133. 

The  Risk  Prevention  Department  analyzes  and  codes 
all  cases  based  on  problem  areas  identified  by  the  peer 
review  process.  The  purpose  of  this  analysis  is  to 
provide  information  to  specific  specialties  based  on 
evaluation  undertaken  by  peers  and  to  determine  if 
there  are  any  specific  patterns  resulting  in  loss.  Since 
the  analysis  is  based  on  peer  review  evaluations,  va- 
lidity as  to  medical  facts  already  has  been  determined. 
Cases  were  divided  into  two  groups:  those  closed  with 
payment  and  those  closed  without  payment. 


CASES  CLOSED  WITH  PAYMENT 
TO  THE  PLAINTIFF 

All  cases  closed  with  payment  were  analyzed.  Since 
inception  of  MIIENJ  in  Feburary  1977  through  the  end 
of  February  1984,  there  were  41  cases  closed  with  a 
total  indemnity  payment  of  $1,841,000.  Payments 
ranged  from  $750  to  $300,000.  The  average  indemnity 
was  $45,000. 

Three  patterns  appear:  problems  of  diagnosis,  un- 
necessary surgery,  and  unintentional  iatrogenic  in- 
jury. Of  the  41  cases,  6 were  identified  as  problems  of 
diagnosis.  The  average  indemnity  paid  was  $74,722. 
The  following  case  examples  illustrate  these  patterns: 

A 70-year-old  white  female  was  seen  by  the  insured 
urologist  for  recurrent  gross  and  microscopic 
hematuria,  frequency,  hesitancy,  and  dysuria.  Cysto- 
scopic  examination  and  subsequent  bladder  biopsy 
showed  chronic  cystitis  and  squamous  metaplasia. 
After  a significant  time  lapse,  an  intravenous  pyelo- 
gram  (IVP)  was  obtained  which  showed  a nonfunction- 
ing right  kidney.  A right  ureteral  catheterization  was 
attempted  but  failed  and  no  attempt  was  made  to  do 
an  occlusive  retrograde  pyelogram.  A simple  right 
nephrectomy  was  performed  but  the  patient  continued 
with  intermittent  hematuria  Eventually  the  diagnosis 
of  a right  ureteral  tumor  was  made  almost  2 years  after 
the  patient’s  initial  presentation.  The  conclusion  of  the 
peer  review  was  an  inadequate  evaluation  of  the  upper 
urinary  tract  particularly  with  regard  to  the  nonfunc- 
tioning right  kidney.  The  final  pathology  report  was  a 
transitional  cell  carcinoma  of  the  ureter. 

Five  cases  involved  performance  of  an  unnecessary 
procedure:  the  average  payment  for  these  cases  was 
$28,000: 

A 58-year-old  male  was  evaluated  initially  for  com- 
plaints of  sexual  dysfunction  but  also  had  some  mild 
difficulty  with  urination.  A TURP  was  performed  and 
the  patient  did  not  void  well  postoperatively.  He  subse- 
quently developed  a stricture  and  underwent  a ure- 
throtomy. Ultimately,  he  had  very  poor  urinary  control. 
The  peer  review  concluded  that  the  patient's  initial 
symptoms  were  not  severe  and  did  not  warrant  a 


TURP.  It  was  noted  that  only  7 gm  of  prostate  tissue 
was  resected. 

The  third  category  was  unintentional  iatrogenic  in- 
jury: there  were  seven  cases  with  an  average  indemnity 
of  $16,360: 

A 22-year-old  white  female  was  referred  by  a nephrol- 
ogist to  the  insured  urologist  for  an  open  renal  biopsy. 
Through  a right-sided  approach,  the  liver  was  inad- 
vertently biopsied.  A repeat  biopsy  was  recommended 
and  the  patient  reluctantly  consented  with  the  as- 
surance that  a frozen  section  would  be  performed  to 
be  sure  that  kidney  tissue  was  obtained.  A biopsy  was 
performed  on  the  left  side  and  since  the  urologist  was 
sure  that  he  had  renal  tissue,  no  frozen  section  was 
carried  out.  The  final  pathology  report  showed  splenic 
tissue.  The  patient  was  ultimately  explored  to  rule  out 
a significant  splenic  injury  and  to  obtain  renal  tissue. 

Surgical  subspecialists  are 
at  the  greatest  risk , 
according  to  theAMA. 


The  remaining  23  cases  represented  a variety  of 
causes  of  loss  and  no  specific  patterns  were  observed. 
Examples  of  such  claims  include: 

1.  Cases  involving  utilization  of  the  wrong  proce- 
dure. The  patient  was  treated  for  recurrent  cystitis 
cystica  by  stripping  of  the  bladder  mucosa  The  blad-  j 
der  contracted,  the  patient  developed  reflux  and  was 
incontinent.  Ultimately,  hydroureter  and  hydrone-  J 
phrosis  ensued.  It  was  felt  that  a cystectomy  and  ure-  j 
teral  diversion  would  be  necessary  in  the  future.  The  i 
case  was  settled  as  it  was  concluded  that  this  was  not  I 
a standard  procedure  nor  was  the  proper  informed  j 
consent  given  notifying  the  patient  of  this  relatively 
novel  approach. 

2.  Medical  errors.  A patient  with  a known  history  of 
allergy  to  sulfa  was  treated  with  Bactrim®.  The  allergic 
reaction  that  followed  necessitated  treatment  by  a 
dermatologist. 

3.  Fall  on  premises  liability.  The  insured  performed 
a urethral  dilatation  of  the  patient,  a 50-year  old 
female.  Following  the  procedure,  the  patient  fell  in  the 
treatment  room  sustaining  a hairline  fracture  of  the 
left  wrist.  There  was  no  issue  with  the  treatment 
rendered  by  the  insured. 

With  the  exception  of  one,  all  of  the  incidents  that 
prompted  litigation  occurred  while  the  patient  was  in 
a hospital  environment.  No  payment  arose  from  medi- 
cal treatment  rendered  in  an  office  setting,  except  for 
the  above-mentioned  case.  With  the  exception  of  one, 
all  of  the  individuals  were  regular  patients  of  the  urol- 
ogist and  the  care  rendered  was  on  a routine  basis. 

In  the  category  of  diagnosis-related  problems,  the 
treating  physician  made  an  initial  diagnosis.  The  tests 
ordered  did  not  provide  a definitive  diagnosis  or  iden- 
tify an  underlying  problem.  Additional  tests  were  in- 
dicated and/or  recommended.  However,  the  urologist 
did  not  re-evaluate  the  situation  in  light  of  consistent, 
repetitive  complaints  or  recommendations  from  an- 
cillary sources.  Little  improvement  was  noted  over  an 
extended  period  of  time.  It  was  felt  that  patients 
treated  over  a prolonged  period  of  time  with  unresolved 
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complaints  and  symptomatology  required  continued 
evaluation  and  re-evaluation. 

Performance  of  an  unnecessary  procedure  also  in- 
volved the  concept  of  definitive  diagnosis.  In  these 
cases,  however,  surgery  was  undertaken  without  a 
strong  rationale  for  same.  The  testing  did  not  confirm 
the  initial  or  admitting  diagnosis.  Surgery  was  under- 
taken in  an  attempt  to  treat  symptomatology  without 
clinical  confirmation  of  an  actual  problem. 

CASES  CLOSED  WITHOUT  PAYMENT  TO  THE 
PLAINTIFF 

The  second  phase  of  the  analysis  included  cases 
closed  without  payment.  From  February  1977  through 
February  1984,  there  were  104  cases  closed  without 
payment.  These  cases  represent  those  situations 
where  there  was  no  liability,  and/or  legal  action  was 
discontinued,  or  a verdict  for  the  defense  was  obtained. 
Of  the  104  cases:  6 went  to  trial  with  a defense  verdict; 
1 went  to  trial,  sustained  a plaintiff  s verdict  and  was 
successfully  appealed:  60  involved  legal  action  with  an 
eventual  dismissal:  and  37  claims  were  closed  as  a 
result  of  inactivity  and/or  expiration  of  the  statute  of 
limitations. 

The  expenses  incurred  by  MIIENJ  on  these  cases 
totalled  $201,209.  The  range  was  $0  to  $26,524  and 
the  average  expense  was  $1,934. 

It  is  worth  noting  the  most  common  medical  con- 
ditions and  treatments  that  occurred  in  these  cases. 
Of  the  104  cases  closed  without  payment,  diagnostic 
categories  that  occurred  with  regularity  were:  7 cases 
(6.7  percent)  involving  cancer  of  the  prostate,  bladder, 
or  ureter;  10  cases  (9.6  percent)  dealt  with  calculus 
disease  of  the  kidney  or  ureter;  12  cases  (1 1.5  percent) 
involved  benign  prostatic  hypertrophy;  and  4 cases  (2.8 
percent)  involved  torsion  of  the  testicle. 

The  most  common  surgical  procedures  resulting  in 


claims  were:  10  cases  (9.6  percent)  involved  TURPs  or 
suprapubic  prostatectomy:  9 cases  (8.6  percent)  in- 
volved vasectomy;  of  these,  nearly  half  centered  about 
the  lack  of  an  informed  consent;  8 cases  (7.6  percent) 
involved  intravenous  pyelograms;  15  cases  (14.4  per- 
cent) involved  cystoscopies;  and  3 cases  (3.8  percent) 
involved  circumcision. 

Detailed  information  regarding  most  of  the  above 
cases  is  not  available  since  full  evaluation  was  not 
required  as  these  cases  were  closed  without  payment. 

Of  the  cases  settled  without  payment,  many  arose 
from  relatively  simple  procedures  such  as  vasectomy, 
cystoscopic  examination,  circumcision,  or  intravenous 
pyelography.  These  cases  cost  MIIENJ  nearly  $2,000 
each  and  took  their  toll  on  the  defendant  physician  by 
way  of  anxiety,  anger,  and  frustration,  and  eventually, 
an  increase  in  malpractice  insurance  premiums. 

CONCLUSION 

During  the  seven-year  period  from  1977  to  1984,  145 
urology  malpractice  claims  were  received  by  the  Medi- 
cal Inter-Insurance  Exchange  of  New  Jersey.  Forty-one 
cases,  representing  39  percent  of  the  total  cases  filed, 
resulted  in  an  indemnity  payment  to  the  plaintiff.  The 
average  indemnity  was  $45,000.  Of  the  cases  closed 
with  payment,  three  problem  areas  were  identified: 
errors  in  diagnosis,  performance  of  an  unnecessary 
surgical  procedure,  or  an  unintentional  iatrogenic  in- 
jury. 

The  Medical  Inter-Insurance  Exchange  of  New  Jersey 
will  continue  to  monitor  cases  in  order  to  provide 
meaningful  information  to  practicing  physicians  as 
part  of  a continuing  effort  of  risk  prevention. 
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SIALOGRAPHY:  A BRIEF  UPDATE 


Edward  G.  Moss,  m.d.,  camden* 


Sialography  is  a simple  and  safe  procedure  which  can  be  useful 
to  the  clinician  in  a variety  of  clinical  circumstances.  The 
techniques  and  uses  are  discussed. 


Sialography,  a procedure  in  which 
a water-soluble  or  oily  contrast 
material  is  injected  into  salivary 
duets,  was  suggested  in  1925  by  Barsony.1  It  is  a rela- 
tively simple  procedure  to  perform  and  it  is  associated 
with  only  very  minimal  discomfort  to  the  patient.  The 
information  obtained  may  be  useful  to  the  clinician  in 
the  diagnosis  of  salivary  gland  pathology. 

TECHNIQUE  AND  RESULTS 

Scout  films  of  the  region  of  the  parotid  or  subman- 
dibular gland  are  obtained.  The  films  are  inspected  for 
technique  and  for  evidence  of  opaque  calculi.  The  ori- 
fice of  the  appropriate  salivary  duct  is  located.  The 
main  parotid  Stensen’s  duct  lies  adjacent  to  the  lateral 
aspect  of  the  upper  second  molar  and  is  on  a small 
mound  of  tissue.  The  orifice  of  the  submandibular 
Wharton’s  duct  lies  under  the  tip  of  the  tongue  at  the 
tip  of  the  mobile  papilla  Lacrimal  duct  dilators  are 
used  sequentially  to  dilate  the  appropriate  orifice. 
When  the  appropriate  orifice  is  dilated,  a Rabinov 
catheter  #32  is  used  for  the  parotid  orifice  and  a #16 
is  used  for  the  submandibular  orifice.  We  use  Pant- 
opaque®  in  most  of  our  procedures;  1.5  cc  are  injected 
for  parotid  sialography  and  0.5  cc  for  submandibular 
sialography.  However,  the  injection  is  stopped  if  the 
patient  complains  of  pain.  Films  are  obtained  in  the 
anterior,  lateral,  and  oblique  projections.  Following  the 
completion  of  the  procedure,  a sialogogue  such  as 


lemon  juice  is  given  and  a film  is  obtained  five  minutes 
after  emptying.  The  Table  summarizes  the  experience 
with  our  first  50  cases. 

INDICATIONS 

Sialography  can  be  used  to  evaluate  recurrent  pain 
or  swelling  in  the  salivary  gland  area  It  is  helpful  in 
the  evaluation  of  a patient  with  dryness  of  the  mouth 
and  eyes  of  obscure  origin.  It  may  be  used  to  follow  up 
a plain  film  finding  of  a calcification  in  the  area  of  the 
salivary  glands.  Sialography  is  combined  with  CT  scan- 
ning of  the  salivary  glands  for  preoperative  evaluation 
of  salivary  gland  masses.  However,  with  state-of-the- 
art,  high-resolution  CT  scanners,  an  intravenous  con- 
trast-enhanced CT  scan  of  the  salivary  glands  (in- 
travenous contrast  only)  can  be  considered  the 
procedure  of  choice  in  evaluating  salivary  gland 
masses.2 

CONTRAINDICATIONS 

Acute  salivary  gland  infection  is  a contraindication 
to  the  performance  of  a sialogram.3  Allergy  to  iodine- 
containing  contrast  material  is  a relative  eontraindica- 

*Dr.  Moss  is  affiliated  with  Cooper  Hospital/University  Medi- 
cal Center,  Department  of  Diagnostic  Radiology  and  Nuclear 
Medicine,  and  is  Clinical  Assistant  Professor  of  Radiology, 
UMDNJ-Robert  Wood  Johnson  Medical  School.  Cor- 
respondence may  be  addressed  to  Dr.  Moss,  Cooper  Hospi- 
tal/University Medical  Center,  One  Cooper  Plaza,  Camden,  NJ 
08103. 
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TABLE 

Results  From  the  First  50  Cases 


Parotid 

Submandibular 

Normal 

16 

5 

Chronic  obstructive 
sialadenitis  without 

calculi 

3 

2 

Chronic  obstructive 
sialadenitis  with 

calculus 

0 

2 

Chronic  nonobstructive 
sialadenitis  including 

Sjogren's 

8 

0 

Intrinsic  masses* 

9 

0 

Postsurgical  change 

0 

1 

Sialosis 

4 

0 

40 

10 

’Includes  2 carcinomas,  2 abscesses,  4 benign  tumors,  and 
1 leukemic  infiltrate. 


Figure  1 — Normal  parotid  sialogram. 


tion  if  water  soluble  contrast  material  is  being  injected 
into  the  salivary  ducts. 

INTERPRETATION 

A normal  ductal  system  shows  a smooth,  uniform 
main  duct  with  some  minimal  gradual  tapering  of  the 
intraglandular  portions  of  the  ductal  system  (Figure 
l).4 


Figure  2— Intravenous  contrast  enhanced  CT  sialogram 
shows  mass  within  right  parotid  gland,  subsequently  proved 
to  be  an  abscess. 


Figure  3 — Submandibular  sialogram  showing  retrograde  ob- 
struction. 

CHRONIC  OBSTRUCTIVE  SIALADENITIS 

Chronic  obstructive  sialadenitis  can  be  seen  with  or 
without  stones.  An  opaque  calculus  may  be  seen  on  the 
scout  film;  a nonopaque  calculus  will  show  as  a filling 
defect  within  the  ductal  system  (Figure  3).  In  cases 
where  no  stone  is  visualized,  there  usually  are  singular 
or  multiple  strictures  seen  with  intermittent  dilata- 
tion. This  represents  the  so-called  “string  of  sausage” 
sign  (Figure  4). 


EVALUATION  OF  MASSES 

Mixed  tumors  and  Warthin  tumors  are  the  most 
common  benign  salivary  gland  tumors.  An  abscess 
should  be  considered  in  the  differential  diagnosis  of 
salivary  gland  masses  where  clinically  appropriate.  Ma- 
lignant salivary  gland  tumors  include  cylindromas, 
mucoepidermoid  tumors,  and  adenocarcinomas.  In- 
traglandular masses  can  be  evaluated  through  the  sec- 
ondary signs  of  displacement  of  the  intraglandular 
ductal  system.  However,  determination  of  location  of 
the  mass  in  relation  to  the  salivary  gland  and  whether 
or  not  the  lesion  is  benign  or  malignant  is  quite  dif- 
ficult, if  not  impossible,  with  routine  sialography. 

Combining  sialography  and  CT  scanning  of  the 
salivary  glands  had  been  used  to  better  evaluate  a mass 
(Figure  2),  but  intravenous  contrast-enhanced  CT  scan 
of  the  salivary  glands  (intravenous  contrast  only)  is  the 
initial  imaging  procedure  of  choice. 


CHRONIC  OBSTRUCTIVE  SIALADENITIS 

The  first  stage  shows  punctate  dilatation  in  the  ter- 
minal ductal  system,  then  small  globules  are  seen. 
These  coalesce  into  a cavitary  stage  and,  finally,  a de- 
structive stage  (Figure  5). 

AUTOIMMUNE  PSEUDOSIALECTASIS 

Autoimmune  pseudosialectasis  is  a term  for  clinical- 
ly different  salivary  gland  disorders,  including  Sjo- 
gren’s disease  with  a unique  histological  pattern  and, 
therefore,  similar  sialographic  findings.  These  findings 
correspond  to  those  described  above  in  chronic 
nonobstructive  sialadenitis.6 

SIALOSIS 

Sialosis  refers  to  noninflammatory,  nontender 
enlargement  of  both  parotid  glands.  It  presents  as  re- 
current and  progressive  swelling,  which  is  associated 
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Figure  4 — Parotid  sialogram  illustrating  the  "string  of 
sausage"  sign. 


Figure  5 — Parotid  sialogram  illustrating  chronic  nonobstruc- 
tive sialadenitis. 


with  an  underlying  systemic  etiology  such  as  cirrhosis, 
diabetes,  alcoholism,  or  malnutrition.  Contrast  sialog- 
raphy discloses  an  enlarged  gland,  sparse  peripheral 
ducts,  with  no  ductal  displacement  or  filling  defects.7 

SUMMARY 

Sialography  is  an  underused  radiographic  study 
which  is  simple  to  perform.  No  significant  complica- 
tions have  occurred  in  our  series  of  50  cases.  The 
information  obtained  can  be  quite  helpful  to  the  clini- 
cian in  the  differential  diagnosis  of  salivary  gland 
pathology  with  the  exception  of  salivary  gland  masses. 
Intravenous  contrast-enhanced  CT  of  the  salivary 
glands  probably  is  the  best  method  to  evaluate  salivaiy 
gland  masses. 
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HOW  MARY  ANN  HAMBURGER  ASSOCIATES. 
A Medical  Management  Consultant.  HELPS 
PHYSICIANS  IN  THE  START-UP 
PHASE  OF  PRIVATE  PRACTICE 


• Selecting  the  best  office  location  is  a critical  de- 
cision in  launching  a new  private  practice. 

MARY  ANN  HAMBURGER  ASSO- 
CIATES brings  many  years’  experience 
in  medical-office  management  to  that 
decision. 

• Affiliating  with  the  right  hospital(s)  is  essen- 
tial to  the  success  of  a new  practice. 

MARY  ANN  HAMBURGER’S  contacts 
with  hospital  administrators — her  in- 
depth  knowledge  of  their  needs  and 
your  specialty— can  smooth  the  way  to 
a mutually  rewarding  relationship. 

• Developing  an  efficient,  caring  office  en- 
vironment is  the  foundation  of  a sound  office 
practice. 

MARY  ANN  HAMBURGER  is  an  expert 
in  every  detail  of  office  administration. 
From  phone  systems  and  billing  to 
finances,  furnishings  and  personnel, 
MARY  ANN  HAMBURGER  is  your  best 
resource. 

FOR  A WHOLE  NEW  APPROACH 
TO  OFFICE  PRACTICE,  CONTACT: 

MARY  ANN  HAMBURGER 

MARY  ANN  HAMBURGER  ASSOCIATES 

74  HUDSON  AVENUE 

MAPLEWOOD,  NEW  JERSEY  07040 

201-763-7394 


HEALTHY  COVERAGE 

through  the 

MSNJ  GROUP! 


MSNJ  offers  doctors  the  comprehensive  protection  most  patients  enjoy, 
with  the  service  and  efficiencies  inherent  to  large,  well-run  group  plans. 
MSNJ  Group  insurance  is  flexible.  You  prescribe  the  plan  that  will 
provide  healthy  coverage  for  yourself,  your  family,  and  your  practice. 
Take  advantage  of  MSNJ  Group  Blue  Cross/Blue  Shield,  Major 
Medical  and  Dental  insurance...  it’s  good  preventive  medicine! 


Donald  F.  Smith  & Associates 
One  Airport  Place,  Route  206  North 
P.O.  Box  2197 
Princeton,  New  Jersey  08540 
(609)924-8700  (800)227-6484 
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NEW  JERSEY  MEDICINE 


Use  of  Botulinum  in  the  Treatment  of  1 00 
Patients  with  Blepharospasm 


Joseph  A.  Mauriello,  jr.,  m.d.,  and  Harry  Coniaris,  Newark* 


Essential  blepharospasm  is  an  involuntary  contracture  of  all  four 
eyelids  that  may  result  infunctional  blindness . Over  a two-year 
period,  97  of  1 00  patients  treated  with  over  372  low-dose 
injections  ofbotulinum  toxin  at  our  institution  have  had 
significant  improvement  in  their  condition . 


Botulinum  toxin  causes  tempo- 
rary weakness  of  skeletal  mus- 
cles by  interfering  with  the  re- 
lease of  acetylcholine  at  the  neive  terminal.1  Scott  has 
utilized  this  drug  in  the  treatment  of  strabismus  and 
in  controlling  the  abnormal  contractures  of  skeletal 
muscles  in  various  conditions  including  essential 
blepharospasm,  Meige  syndrome,  hemifacial  spasm, 
and  torticollis.2 

Essential  blepharospasm  involves  all  four  lids  and 
causes  an  increased  frequency  of  blinking  that  may 
progress  to  sustained,  involuntary  contractures  that 
render  the  patient  functionally  blind.  Meige  syndrome 
includes  involuntary  contractures  of  both  the  eyelids 
and  the  lower  facial,  oropharyngeal,  and  neck  muscles. 
The  cause  of  the  condition  is  unknown.  Hemifacial 
spasm  involves  one  side  of  the  face  in  the  distribution 
of  the  seventh  nerve  and  is  due  to  compression  of  the 
seventh  nerve  by  a branch  of  the  basilar  artery  at  the 
brain  stem  or  by  a brain  stem  tumor. 

Various  treatment  alternatives  for  these  conditions 
include  psychotropic  drugs,  surgical  ablation  of  the 
seventh  nerve,  extirpation  of  the  orbicularis  muscle 
with  browplasty,  acupuncture,  biofeedback,  and  vita- 
min therapy.  All  present  treatments  result  in  limited 
or  temporary  control  of  the  disorder.34 

MATERIALS  AND  METHODS 

Botulinum  toxin  (Oculinum®)  is  available  to  a lim- 


ited number  of  investigators  throughout  the  country 
under  an  experimental  protocol  sponsored  by  the  Na- 
tional Institutes  of  Health  through  Dr.  Alan  Scott  at 
Pacific  Medical  Center.  The  technique  of  treatment  has 
been  detailed  elsewhere  and  involves  injecting  the  drug 
directly  into  the  orbicularis  muscle  with  a 30-gauge 
needle.56  No  local  anesthetic  is  used.  A total  of  25  units 
(10  nanograms)  in  ten  injections  is  distributed  among 
all  four  lids  as  an  office  procedure.  Additional  drug  is 
injected  in  the  involved  brow,  facial,  and  neck  muscles. 
Patients  are  examined  one  to  two  weeks  after  injection. 
At  this  time,  the  cornea  is  evaluated  at  the  slit  and  the 
response  to  treatment  is  assessed.  Repeat  and  higher 
dose  injections  are  given  if  necessaiy.56  Patients  return 
for  reinjections  when  the  disease  symptoms  recui  to 
the  point  that  the  patients  barely  can  function. 

RESULTS 

We  treated  100  patients,  63  females  and  37  males, 
over  a 2-year  period  with  botulinum  toxin  injections. 
The  age  at  onset  of  symptoms  ranged  from  37  to  76 
years.  The  average  duration  of  the  disease  before  the 
first  injection  was  6.22  years.  Sixty-nine  patients  had 

*Dr.  Mauriello  is  Assistant  Professor  of  Ophthalmology  and 
Director,  Oculoplastic  Surgery  Service,  UMDNJ  New  Jersey 
Medical  School,  Newark.  Mr.  Coniaris  is  a medical  student, 
UMDNJ-New  Jersey  Medical  School.  Correspondence  may  be 
addressed  to  Dr.  Mauriello,  Eye  Institute  of  New  Jersey.  15 
South  Ninth  Street,  Newark,  NJ  07107. 
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TABLE 

Local  Complications* 

Complication 

Patients 

Tearing  and  blurred  vision 

8 

Tearing 

29 

Ptosis 

12 

Diy  eye  with  lagophthalmos 

7 

Dry  eye  without  lagophthalmos 

5 

Total 

61 

*A11  side  effects  were  transient  and  mild 

benign  essential  blepharospasm,  10  patients  had 
Meige  syndrome,  and  21  patients  had  hemifacial 
spasm. 

Ninety-seven  of  100  patients  had  significant  reduc- 
tion in  eyelid  and  facial  contractures  after  treatment 
with  botulinum  toxin  injections.  In  this  study,  the 
onset  of  action  of  the  drug  was  approximately  three  to 
four  days  and  the  duration  of  action  was  12  weeks  for 
essential  blepharospasm  and  17  weeks  for  hemifacial 
spasm.  Eighteen  percent  of  patients  required  a second 
higher  dose  injection  to  control  the  disease. 

No  systemic  side  effects  occurred  following  372  injec- 
tions among  our  patients  and  no  systemic  side  effects 
have  been  reported  in  the  national  study.  All  local  side 
effects  were  transient,  minimal,  and  well  tolerated 
(Table).  Transient  symptoms  of  dry  eye  occurred  in 
approximately  12  percent  of  patients  due  to  in- 
complete eyelid  closure  and  infrequency  of  blinking 
after  the  injections.  Mild,  transient  tearing  and  blurred 
vision  due  to  a decreased  lacrimal  pump  mechanism 
and  an  increased  tear  meniscus  occurred  in  37  percent 
of  patients.  All  of  these  symptoms  were  minimized  by 
instructing  the  patient  to  consciously  blink  to  main- 
tain a uniform  tear  film.  Approximately  12  percent  of 
patients  developed  a mild,  transient  ptosis  for  two  to 
three  weeks  after  the  injections.  In  2 of  372  injections, 
the  ptosis  transiently  affected  vision. 


Fourteen  patients  with  facial  contractures  and  2 pa- 
tients with  neck  contractures  were  treated.  The  results 
were  as  successful  as  the  lid  injections  as  long  as  the 
appropriate  dose  was  used.  Generally,  7.5  units  were 
necessary  to  treat  either  the  lower  jaw  or  cheek  con- 
tractures. Contractures  on  the  side  of  the  nose  adja- 
cent to  the  medical  canthus  were  effectively  controlled 
in  3 patients  with  1.5  units.  In  addition,  42  patients 
required  brow  injections  at  a dose  of  5 units  into  each 
brow. 

SUMMARY 

Involuntary  eyelid,  facial,  and  neck  contractures  due 
to  essential  blepharospasm,  Meige  syndrome,  and 
hemifacial  spasm  have  been  well  controlled  in  97  of 
100  patients  by  injections  of  botulinum  toxin.  The 
injections  need  to  be  repeated  every  12  weeks  for 
blepharospasm  and  Meige  syndrome  and  every  17 
weeks  for  hemifacial  spasm.  Minimal  local  side  effects 
are  well  tolerated.  There  are  no  apparent  systemic  side 
effects  and  no  evidence  that  tolerance  develops  to  the 
drug.  Local  injections  of  botulinum  toxin  appear  to  be 
the  treatment  of  choice  for  these  conditions  at  the 
present  time. 
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ZARDIZEM:  FEW  SIDE  EFFECTS 

filtiazem  HCI/Marion 

Antianginal  action  includes  dilatation  of 
coronary  arteries,  a decrease  in  vascular  resis- 
tance/afterioad,  and  a reduction  in  heart  rate 

Proven  efficacy  when  used  alone  in  angina ' 

Compatible  with  other antimginals2-3 

A safe  choice  for  angina  patients  with  coexisting 
hypertension i,  asthma,  COPD,  or  PI/D4  5 

See  Warnings  and  Precautions. 

Please  see  brief  summary  of  prescribing  informafion  on  the  next  page, 


ive  your  angina  patients 
that  they're  missing... 


CARDIZEM  FEW  SIDE  EFFECTS 

diltiazem  HCI/Marion  IN  ANTIONGINM  THERAPY 


60  mg  fid  or  qid 

Brief  Summary 

Professional  Use  Information 

CARDIZEM” 

(diltiazem  HCI)  30  mg  and  60  mg  Tablets 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick 
sinus  syndrome  except  in  the  presence  of  a functioning 
ventricular  pacemaker,  (2)  patients  with  second-  or 
third-degree  Al / block  except  in  the  presence  of  a func- 
tioning ventricular  pacemaker,  and  (3)  patients  with 
hypotension  (less  than  90  mm  Hg  systolic) 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node 
refractory  periods  without  significantly  prolonging 
sinus  node  recovery  time,  except  in  patients  with 
sick  sinus  syndrome  This  effect  may  rarely  result 
in  abnormally  slow  head  rates  (padicularly  in 
patients  with  sick  sinus  syndrome)  or  second-  or 
third-degree  AV  block  (six  of  1,243  patients  for 

0 48%).  Concomitant  use  of  diltiazem  with 
beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with 
Prinzmetal's  angina  developed  periods  of  asystole 
(2  to  5 seconds)  after  a single  dose  of  60  mg  of 
diltiazem. 

2 Congestive  Heart  Failure.  Although  diltiazem  has 
a negative  inotropic  effect  in  isolated  animal  tissue 
preparations,  hemodynamic  studies  in  humans 
with  normal  ventricular  function  have  not  shown  a 
reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt) 

Experience  with  the  use  of  CARDIZEM 
alone  or  in  combination  with  beta-blockers  in 
patients  with  impaired  ventricular  function  is  very 
limited  Caution  should  be  exercised  when  using 
the  drug  in  such  patients 

3 Hypotension.  Decreases  in  blood  pressure  asso- 
ciated with  CARDIZEM  therapy  may  occasionally 
result  in  symptomatic  hypotension 

4 Acute  Hepatic  Injury.  In  rare  instances,  significant 
elevations  in  enzymes  such  as  alkaline  phospha- 
tase, CPK,  LDH,  SGOT,  SGPT,  and  other  symptoms 
consistent  with  acute  hepatic  injury  have  been 
noted  These  reactions  have  been  reversible  upon 
discontinuation  of  drug  therapy  The  relationship  to 
CARDIZEM  is  uncertain  in  most  cases,  but  prob- 
able in  some  (See  PRECAUTIONS  ) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is 
extensively  metabolized  by  the  liver  and  excreted  by  the 
kidneys  and  in  bile  As  with  any  new  drug  given  over 
prolonged  periods,  laboratory  parameters  should  be 
monitored  at  regular  intervals  The  drug  should  be  used 
with  caution  in  patients  with  impaired  renal  or  hepatic 


function  In  subacute  and  chronic  dog  and  rat  studies 
designed  to  produce  toxicity,  high  doses  of  diltiazem 
were  associated  with  hepatic  damage  In  special 
subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes 
in  the  liver  which  were  reversible  when  the  drug  was 
discontinued  In  dogs,  doses  of  20  mg/kg  were  also 
associated  with  hepatic  changes,  however,  these 
changes  were  reversible  with  continued  dosing 
Drug  Interaction.  Pharmacologic  studies  indicate  that 
there  may  be  additive  effects  in  prolonging  AV  conduction 
when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM  (See  WARNINGS  ) 

Controlled  and  uncontrolled  domestic  studies  suggest 
that  concomitant  use  of  CARDIZEM  and  beta-blockers  or 
digitalis  is  usually  well  tolerated.  Available  data  are  not 
sufficient,  however,  to  predict  the  effects  of  concomitant 
treatment,  particularly  in  patients  with  left  ventricular 
dysfunction  or  cardiac  conduction  abnormalities.  In 
healthy  volunteers,  diltiazem  has  been  shown  to  increase 
serum  digoxin  levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility.  A 24-month  study  in  rats  and  a 21 -month  study 
in  mice  showed  no  evidence  of  carcinogenicity.  There 
was  also  no  mutagenic  response  in  in  vitro  bacterial 
tests  No  intrinsic  effect  on  fertility  was  observed  in  rats 
Pregnancy.  Category  C Reproduction  studies  have 
been  conducted  in  mice,  rats,  and  rabbits  Administration 
of  doses  ranging  from  five  to  ten  times  greater  (on  a 
mg/kg  basis)  than  the  daily  recommended  therapeutic 
dose  has  resulted  in  embryo  and  fetal  lethality  These 
doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies, 
there  was  some  reduction  in  early  individual  pup  weights 
and  survival  rates  There  was  an  increased  incidence  of 
stillbirths  at  doses  of  20  times  the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant 
women,  therefore , use  CARDIZEM  in  pregnant  women 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus. 

Nursing  Mothers.  Diltiazem  is  excreted  in  human 
milk  One  report  suggests  that  concentrations  in  breast 
milk  may  approximate  serum  levels.  If  use  of  CARDIZEM 
is  deemed  essential,  an  alternative  method  of  infant 
feeding  should  be  instituted 
Pediatric  Use.  Safely  and  effectiveness  in  children 
have  not  been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies 
carried  out  to  date,  but  it  should  be  recognized  that 
patients  with  impaired  ventricular  function  and  cardiac 
conduction  abnormalities  have  usually  been  excluded 
In  domestic  placebo-controlled  trials,  the  incidence  of 
adverse  reactions  reported  during  CARDIZEM  therapy  was 
not  greater  than  that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in 
clinical  studies  which  can  be  at  least  reasonably  asso- 
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dated  with  the  pharmacology  of  calcium  influx  inhibition. 
In  many  cases,  the  relationship  to  CARDIZEM  has  not 
been  established.  The  most  common  occurrences  as  well 
as  their  frequency  of  presentation  are:  edema  (2.4%), 
headache  (2  1 %),  nausea  (19%),  dizziness  (1.5%), 
rash  (13%),  asthenia  (1 .2%).  In  addition,  the  following 
events  were  reported  infrequently  (less  than  1 %). 

Angina,  arrhythmia,  AV  block  (first 
degree),  AV  block  (second  or  third 
degree  — see  conduction  warning), 
bradycardia,  congestive  heart 
tailure,  flushing,  hypotension,  palpi- 
tations, syncope. 

Amnesia,  gait  abnormality,  halluci- 
nations, insomnia,  nervousness, 
paresthesia,  personality  change, 
somnolence,  tinnitus,  tremor 
Anorexia,  constipation,  diarrhea, 
dysgeusia,  dyspepsia,  mild 
elevations  of  alkaline  phosphatase, 
SGOT,  SGPT,  and  LDH  (see  hepatic 
warnings),  vomiting,  weight 
increase 

Petechiae,  pruritus,  photosensitivity, 
urticaria. 

Amblyopia,  dyspnea,  epistaxis,  eye 
irritation,  hyperglycemia,  nasal 
congestion,  nocturia,  osteoarticular 
pain,  polyuria,  sexual  difficulties. 

The  following  postmarketing  events  have  been 
reported  infrequently  in  patients  receiving  CARDIZEM 
alopecia,  gingival  hyperplasia,  erythema  multiforme,  and 
leukopenia.  However,  a definitive  cause  and  effect 
between  these  events  and  CARDIZEM  therapy  is  yet  to  be 
established.  issued  7/86 

See  complete  Professional  Use  Information  before 
prescribing 
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Quality  Care  and  Lower  Costs 
Are  They  Compatible? 


Ellen  F.  Soefer,  m.d.,  red  bank* 


Continued  pressure  to  lower  health  care  costs  negatively  will 
affect  the  quality  of  medical  care  delivered  in  the  United  States . 
Physicians  must  play  an  active  role  in  shaping  health  policy  in 
order  to  prevent  this  from  happening. 


The  battle  cry  today  asks:  “Can 
there  be  quality  care  at  lower 
costs?”  What  does  this  mean  for 
groups  in  society  that  either  are  creating  the  problem 
or  responding  to  it?  The  discussion  begins  with  the 
premise  that  in  order  to  maintain  an  economic  climate 
in  this  country  where  quality  medical  care  still  can  be 
practiced,  physicians  must  convince  their  patients— 
the  voting  public— that  cutting  costs  leads  to  a drop 
in  quality. 

DISCUSSION 

Hospitals  are  treading  water  in  the  alphabet  soup  of 
alternative  delivery  systems  and  facing  drastic  changes 
in  reimbursement  with  resultant  fiscal  instability.  In- 
creased efficiency  is  going  to  make  hospitals  winners 
in  the  future.  However,  the  issue  that  too  much  effi- 
ciency leads  to  underservice  and  undertreatment  re- 
mains to  be  addressed.1 

According  to  researchers  at  the  scientific  sessions  of 
the  American  Diabetes  Association,  prospective  pric- 
ing may  be  impacting  on  care  quality  by  reductions  in 
patient  education  and  consultations.  A review  of  care 
received  by  noninsulin-dependent  diabetics  admitted 
for  treatment  of  high  blood  sugar  levels  at  one  hospital 
in  1981  and  1984  found  that  length  of  stay  dropped 
by  nearly  three  days.  However,  55  percent  of  the  pa- 
tients admitted  in  1984  were  treated  in  the  emergency 


department  the  following  year,  compared  with  34  per- 
cent of  the  patients  admitted  in  1981.  Patients  ad- 
mitted in  1984  showed  significantly  worse  blood  sugar 
control  one  year  later.2 

There  are  countless  references  to  current  and  im- 
pending physician  surpluses.  One  predicts  that  the 
physician-to-population  ratio  in  the  late  1990s  will  be 
close  to  double  what  it  was  in  1950.3  This  may  lead 
to  competition  to  maintain  the  patient  marketshare. 
Doctors  trained  in  one  specialty  may  begin  to  provide 
other  specialty  services  as  well,  which  eventually  could 
jeopardize  care  quality. 

The  government  is  creating  problems  with  continu- 
ous regulatory  changes  regarding  health  care  delivery. 
A major  question  under  debate  is  whether  or  not  third- 
party  payers  have  the  right  to  limit  patients’  choices 
among  sources  of  health  care.  Some  would  argue  that 
doctors  always  have  limited  patients'  choices  by  guid- 
ing patients  to  specific  hospitals  and  consultants.  Dr. 
Edward  R Annis,  a past  president  of  the  American 
Medical  Association,  has  stated  that  “the  ultimate  de- 
cision about  financing  will  depend  upon  whether 


*Dr.  Soefer  died  from  injuries  sustained  in  an  automobile 
accident  in  November  1986.  She  was  affiliated  with  Riverview 
Medical  Center,  Red  Bank,  and  Temple  University  Medical 
School,  Philadelphia  Inquiries  can  be  addressed  to  the  Mon- 
mouth County  Medical  Society,  37  Hwy.  34  South,  Colts  Neck, 
NJ  07722. 
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Americans  believe  that  medical  care  is  a standardized 
product  that  should  be  delivered  for  a standardized 
charge  or  that  individual  differences  in  knowledge, 
training,  skill,  and  personalization  of  their  care  should 
continue  to  be  recognized  and  sought.”4 

Patients  are  experiencing  shorter  hospital  stays. 
Urgicenters,  which  now  are  prevalent,  add  convenience 
and  decreased  waiting  times.  However,  continuity  of 
care  is  limited.  Comfort  services  during  hospitalization 
are  less  available  with  cutbacks  in  staffing.  A 1984 
survey  undertaken  by  Arthur  Anderson  and  Company 
and  the  American  College  of  Health  Care  Executives 
suggests  that  accessibility  and  costs  for  health  care 
depend  somewhat  on  the  patient’s  ability  to  pay.  Their 
predictions  for  1995  indicate  that  there  will  be  in- 
creased access  and  better  quality  care  for  HMO  en- 
rollees  and  decreased  access  and  decreased  quality 
care  for  Medicare  recipients,  Medicaid  recipients,  and 
those  who  are  uninsured  without  the  ability  to  pay.5 

Medical  education  also  is  feeling  the  pinch.  De- 
creased reimbursements  lead  to  funding  problems  for 
faculty  and  residents'  salaries,  a decrease  in  student 
loan  availability,  and  increases  in  medical  school  tui- 
tions. These  restrictions  affect  the  school  curricula  as 
well.  Students  and  residents  must  learn  more  about 
alternative  delivery  systems,  about  office  management, 
and  how  to  provide  quality,  cost-effective  care,  if  this 
indeed  is  possible.  Emphasis  also  must  be  placed  on 
improved  chart  documentation  since  reimbursement 
now  is  linked  to  retrospective  chart  review  of  patient 
care.  Factors  such  as  anticipated  debt  versus  income 
level  and  practice  autonomy  are  becoming  important 
variables  in  medical  specialty  career  choice.6 

Employers  are  seeking  cheaper  care  for  their  em- 
ployees with  a guarantee  of  quality.  Corporations  are 
focusing  now  more  on  quality  control  standards  for  the 
products  they  manufacture  and  they  expect  the  same 
of  the  health  care  product  they  purchase.  Corporations 
are  beginning  to  demand  in  a contract  a maximum 
mortality  rate  for  a given  surgical  procedure  before 
choosing  physicians  to  provide  that  surgical  service. 
Jeff  C.  Goldsmith,  Ph.D.,  reinforced  this:  “What  is  hap- 
pening to  our  health  care  system  is  that  economic 
power  is  shifting  from  the  people  who  provide  care  to 
the  people  who  pay  for  it.  Those  who  pay  for  care  are 
beginning  to  realize  that  they  have  enough  economic 
leverage  in  an  increasingly  surplus  environment  of 
health  resources  to  dictate  to  those  who  provide  care, 
those  who  manage  it,  and  those  who  preside  over  it 
as  trustees.  Those  who  pay  the  bill  increasingly  have 
demanded  economic  accountability  for  the  cost  of 
health  care.  The  real  risk  is  not  an  economic  risk,  it 
is  a risk  that  we  will  be  unable  to  function  within  those 
constraints.  We  must  make  sure  that  the  commitment 
to  the  patient  that  brought  everybody  into  this  busi- 
ness is  maintained.”7 

Everyone  wants  a discount.  When  will  this  discount 
start  to  affect  the  quality  of  medical  care?  This  ques- 
tion is  not  easily  answered.  There  is  a constant  tug  of 
war  regarding  cost  and  quality  within  which  physi- 
cians and  other  health  care  providers  need  to  stand 
firm.  The  public — the  patients— should  be  the  allies  of 
the  health  care  providers.  However,  there  is  a problem 
defining  quality.  The  dictionary  definition  can  be 


adapted  to  consider  quality  care  to  be  a degree  of  excel- 
lence in  diagnosis  and  treatment  which  results  in  the 
best  possible  health  care  outcome  for  the  patient  and 
the  family.  It  is  important  to  remember  that  from  the 
consumer's  point  of  view,  quality  is  a perception  based 
on  a variety  of  attributes  including  price  and  appear- 
ance, as  well  as  health  outcome.  The  medical  literature 
is  only  beginning  to  reflect  a scientific  approach  to  the 
study  of  medical  care  costs  with  quality  outcome 
measures.  Carefully  designed  research  must  be  a pri- 
ority for  the  immediate  future  if  our  country’s  health  ] 
care  standards  are  to  be  maintained. 

When  budgetary  constraints  become  the  driving 
force  in  health  policy  decisions,  the  ability  to  maintain 
quality  medical  care  standards  is  jeopardized.  There 
undoubtedly  is  room  for  improved  efficiency  in  Ameri- 
can health  care  delivery  practices.  However,  continued 
pressure  to  lower  costs  eventually  leads  to  lower  quality 
care.  Physicians  must  become  involved  in  preventing 
this  from  occurring. 

An  effective  approach  includes  ongoing  dialogue 
about  these  issues  between  physicians,  patients,  and 
legislators.  This  can  be  done  verbally  and/or  in  writing 
on  a one-to-one  basis  or  within  structured  groups. 
Talking  to  patients  about  their  insurance  coverage 
choices  and  proposed  health  care  regulation  legis- 
lation is  one  option.  Being  active  in  local  and  regional 
professional  societies  which  are  addressing  these 
problems  is  another  option.  Identifying  key  legislators 
and  providing  them  with  information  is  vitally  impor- 
tant. 

Establishing  a clear  definition  of  quality  of  care, 
which  is  agreed  upon  by  citizens  with  or  without  medi- 
cal background,  is  the  key  component  in  evaluating 
the  impact  of  cost  constraints  on  care  practices.  This 
should  be  a goal  of  immediate  research. 

SUMMARY 

Physicians  must  exert  influence  on  American  health 
policy  decisions  in  order  to  insure  the  maintenance  of 
quality  care  practices.  This  requires  a change  from 
their  historically  silent,  independent  approach.  Phy- 
sicians now  must  adopt  a vocal,  active  role  at  the  grass- 
roots level  as  well  as  within  national  organizations. 
The  goal  is  achievable,  but  it  will  take  persistent,  dedi- 
cated effort  to  prevent  costs  from  being  lowered  to  the 
point  where  they  are  incompatible  with  the  provision 
of  quality  medical  care. 
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FOR  THE  BEST  DEFENSE  AND  HIM  ONCE  A WEEK. 

AGAINST  CANCER,  SEE  HIM 
ONCE  I YEAR. 


He  may  not  look  like  every- 
body’s idea  of  a cancer  specialist. 

But  there’s  strong  evidence 
that  your  greengrocer  has 
access  to  cancer  protection  you 
won’t  find  in  any  doctor’s  office. 

Like  broccoli.  Peaches.  Cante- 
loupes.  Spinach.  And  other 
sources  of  Vitamin  A related  to 
lowering  the  risk  of  cancer  of  the 
larynx  and  esophagus.  Not  to 


mention  sweet  potatoes,  carrots, 
pumpkin,  winter  squash,  toma- 
toes, citrus  fruits  and  Brussels 
sprouts. 

Vegetables  such  as  cabbage, 
broccoli,  Brussels  sprouts,  kohl- 
rabi and  cauliflower  may  help 
reduce  the  risk  of  gastrointesti- 
nal and  respiratory  tract  cancer. 

Fruits  and  vegetables  (and 
whole  grain  cereals  such  as 


oatmeal,  bran  and  wheat)  may 
help  lower  the  risk  of  colorectal 
cancer. 

In  short,  make  sure  you  do 
what  your  mother  always  told 
you  to  do.  Eat  your  vegetables. 

AMERICAN 
V CANCER 
f SOCIETY’ 
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Advances  in  Cancer:  Interferon- 
Achievements  and  Potential 


Sidney  Pestka,  m.d.,  piscataway* 


In  the  past  decade , the  human  interferons  were  purified  and 
characterized;  then  produced  in  Escherichia  coli  by  genetic 
engineering.  Leukocyte  interferon  A and  2 have  been  approved 
by  the  FDA  for  the  treatment  of  hairy  cell  leukemia. 


The  natural  interferons  provided 
all  the  materials  for  fundamen- 
tal and  clinical  studies  until 
1980.  Thus,  these  were  relatively  rare  materials  until 
several  groups  succeeded  in  introducing  genes  coding 
for  individual  human  interferons  into  bacteria  where 
it  then  was  possible  to  obtain  expression  of  the  cor- 
responding interferon  proteins.  It  also  became  feasible 
at  that  time  to  prepare  individual  subtypes  of  human 
leukocyte  (a)  interferon  as  well  as  human  fibroblast 
(d)  interferon  through  bacterial  fermentation.  Just  as 
it  has  been  necessary  to  develop  purification  schemes 
for  the  isolation  of  the  natural  interferons  in  order  to 
remove  other  potentially  active  interferons  and 
lymphokines  as  well  as  other  proteins,  so  purification 
techniques  for  the  preparation  of  homogeneous  re- 
combinant interferons  had  to  be  designed  which 
would  remove  the  contaminating  bacterial  proteins 
from  the  interferon  (IFN).  This  report  summarizes 
procedures  involved  in  the  preparation  and  construc- 
tion of  recombinant  interferons  as  well  as  some  of  their 
biological  activities. 

ISOLATION  OF  RECOMBINANTS 

The  advent  of  recombinant  DNA  technology  per- 
mitted the  cloning  of  genes  from  one  organism  into 
another.  Genes,  formerly  difficult  to  obtain,  now  were 
available  to  study  their  structure,  function,  transcrip- 
tion, and  expression.  Because  avast  base  of  knowledge 


already  has  been  developed  providing  a solid  under- 
standing of  the  regulation  of  the  expression  of  many 
genes  in  Escherichia  coli,  the  ground  was  prepared  to 
use  these  regulatory  elements  for  expression  of  foreign 
genes  in  bacteria  Interferon  was  among  the  first 
human  proteins  expressed  in  E.  coli.1 8 

Isolating  human  interferon  DNA  sequences  was  a 
formidable  task  since  it  meant  preparing  DNA  recom- 
binants from  cellular  messenger  RNA  (mRNA)  that  was 
present  at  a low  level.  This  task  had  never  been  ac- 
complished previously  for  a protein  whose  structure 
was  unknown.  In  addition,  in  order  to  reconstruct 
properly  DNA  recombinants  which  would  express 
natural  interferon,  it  was  useful  to  know  the  partial 
amino  acid  sequence  of  the  proteins,  particularly  at  the 
NH2-  and  COOH-terminal  ends.  Without  this  infor- 
mation, synthesis  of  natural  human  interteron  in 
bacteria  would  not  have  been  possible.  Thus,  purifica- 
tion of  the  human  interferons  and  determination  of 
their  structure917  assisted  us  and  others  in  these  ef- 
forts. 

In  order  to  isolate  recombinants  containing  the 
human  DNA  corresponding  to  the  sequence  of  an  a 

*Dr.  Pestka  is  Professor  and  Chairman,  Department  of 
Molecular  Genetics  and  Microbiology.  UMDNJ-Robert  Wood 
Johnson  Medical  School.  He  formerly  was  associated  with  the 
Roche  Institute  of  Molecular  Biology,  Nutley.  Correspondence 
may  be  addressed  to  Dr.  Pestka,  UMDNJ-Robert  Wood  John- 
son Medical  School,  Piscataway,  NJ  08854. 
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Figure  1 — Interferon  synthesis  in  a cell-free  system.  Human 
fibroblasts  were  stimulated  to  produce  interferon  by  treat- 
ment with  the  inducer,  poly  (I)-poly(C).  Four  hours  later,  the 
total  RNA  present  was  extracted  from  the  cells  with  phenol, 
and  the  fraction  enriched  in  messenger  RNA  (mRNA)  was 
selected  on  an  oligo(dT)-eellulose  column.  An  S-30  super- 
natant translation  fraction  was  prepared  from  mouse  cells. 
This  was  able  to  translate  the  various  mRNA  species,  includ- 
ing that  for  IFN-/1,  into  the  corresponding  proteins.  The  inter- 
feron formed  was  detected  in  a standard  antiviral  assay.  In 
this  way,  biologically  active  human  interferon  was  syn- 
thesized in  the  test  tube  for  the  first  time.  By  injecting  the 
mRNA  into  intact  frog  oocytes,  the  mRNA  could  be  measured 
at  1/100  to  1/1000  the  levels  that  could  be  detected  in  the 
cell-free  extracts. 

interferon,  the  approach  that  we  took  involved  a 
number  of  procedures.  First,  it  was  necessary  to  isolate 
and  measure  the  interferon  mRNA  by  translation  in 
cell-free  extracts  (Figure  l)1819  and  in  frog  oocytes.20'23 
The  next  step  was  to  prepare  sufficient  mRNA  from 
cells  synthesizing  interferon.24,25 

A library  of  complementary  DNA  (cDNA)  was 
prepared  from  a template  of  partially  purified  mRNA 
isolated  from  human  leukocytes  synthesizing  inter- 
feron (Figure  2).  This  provided  a large  group  of  cDNA 
recombinants  with  DNA  copies  of  all  the  mRNAs  ex- 
tracted from  the  leukocytes.  The  next  and  the  hardest 
part  of  the  procedure  was  to  find  in  this  vast  library 
of  recombinant  plasmids  those  which  contained  DNA 
encoding  interferon.  If  we  had  been  able  to  begin  with 
pure  interferon  mRNA,  this  would  have  been  a simple 
task.  However,  we  did  not  have  pure  interferon  mRNA. 
We  began  with  a mixture  of  mRNA  molecules  and  only 
a few  were  interferon-specific.  We  could  show  their 
presence  by  translating  the  RNA  and  assaying  the 
products  for  interferon  activity  (Figure  1).  In  this  situ- 
ation, we  had  to  devise  an  indirect  two-stage  pro- 
cedure. In  the  first  stage,  we  screened  all  the  bacterial 
colonies  to  find  those  with  cDNA  made  from  the  RNA 
of  induced  cells;  among  these  there  might  have  been 
some  carrying  interferon  cDNA.  We,  therefore,  screened 
all  the  recombinants  for  their  ability  to  bind  to  mRNA 
from  cells  synthesizing  interferon  (induced  cells),  but 
not  to  mRNA  from  uninduced  cells  (those  not  produc- 
ing interferon)  (Figure  3).  To  do  this,  individual  trans- 
formant colonies  were  screened  by  colony  hybridiza- 
tion for  the  presence  of  induced-specific  sequences 
with32P-labeled  interferon  mRNA  (mRNA  from  induced 
cells)  as  probe.  In  the  presence  of  excess  mRNA  from 
uninduced  cells  (Figure  3),  recombinants  that  were 
representative  of  mRNA  sequences  existing  only  in  in- 
duced cells  should  be  evident  on  hybridization.  This 


Figure  2 — Preparation  of  interferon  DNA  recombinants  from 
messenger  RNA  Step  1 . A human  leukocyte  suspension  was 
induced  to  form  interferon  by  stimulation  with  Sendai  virus. 
Six  hours  later,  an  extract  was  made,  from  which  mRNA  was 
prepared  that  was  enriched  in  12S  mRNA  by  differential  cen- 
trifugation. Step  2.  The  mRNA  fraction  was  used  as  a 
template  with  AMV  reverse  transcriptase  in  the  presence  of 
all  four  deoxynucleotide  triphosphates  and  oligo(dT) 12-18  as  a| 
primer  to  generate  a DNA  strand  complementaiy  to  the  mRNA 
(cDNA)  forming  mRNAcDNA  hybrids.  Step  3.  Treatment  with 
0. 1 M NaOH  digested  away  the  RNA  leaving  a cDNA  fragment 
with  a self-annealed  3'  end.  Step  4.  Extension  of  the  chain 
with  DNA  polymerase  I (Klenow  fragment)  produced  a double- 
stranded  (ds)  cDNA  containing  a hairpin  loop.  Step  5.  Treat- 
ment with  nuclease  SI  opened  the  hairpin  loop.  Step  6.  The 
ds-cDNA  was  sized  on  an  8%  polyacrylamide  gel  followed  by 
electroelution  to  give  a fraction  containing  at  least  500  base 
pairs.  Step  7.  Treatment  with  terminal  deoxynucleotidyl 
transferase  in  the  presence  of  dCTP  added  cytosine  homo- 
polymer tails  at  the  3'  ends  of  each  strand.  Step  8.  The' 
plasmid  pBR322  was  cleaved  (linearized)  at  the  Psd  site  with 
Pstl  restriction  endonuclease.  Step  9.  Homopolymer  tails  of 
oligodeoxyguanylate  (oligo-dG)  were  added  to  the  3'-ends  of 
the  linearized  plasmid  DNA  with  terminal  deoxynucleotidyl 
transferase  in  the  presence  of  dGTP.  Step  10.  The  two  frag- 
ments with  complementary  sticky  ends  were  mixed  in  equal 
proportions  and  annealed  to  yield  a recombinant  plasmid.  A 
larger  number  of  similar  plasmids  not  containing  interferon 
genetic  information  also  were  formed  during  this  procedure. 
This  cDNA  library  contained  copies  of  all  the  mRNA  in  these 
cells  including  interferon-specific  mRNA 


screening  procedure  allowed  us  to  discard  about  90 
percent  of  the  colonies;  since  their  plasmids  carried  no 
induced  cDNA,  these  could  not  encode  interferon.426 

In  the  second  stage,  we  had  to  identify  those  recom- 
binants containing  the  interferon  DNA  sequences 
among  the  remaining  10  percent,  i.e.  about  1,400  in 
total.  To  do  this,  we  pooled  the  recombinant  plasmids 
in  groups  of  10  and  examined  these  for  the  presence 
of  interferon-specific  sequences  by  an  assay  which  de- 1 
pends  upon  hybridization  of  interferon  mRNA  to 
plasmid  DNA.427  Plasmid  DNA  from  10  recombinants 
was  isolated  and  covalently  bound  to  diazobenzyl-oxy- 
methyl  (DBM)  paper  (Figure  4).  Messenger  RNA  from 
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induced  cells  was  hybridized  to  each  filter.  Unhy- 
bridized mRNA  was  removed  by  washing.  After  the 
specifically  hybridized  mRNA  was  eluted,  both  frac- 
tions were  translated  in  Xenopus  laevis  oocytes.  Once 
a positive  group  had  been  found  (one  in  which  the 
specifically  hybridized  mRNA  yielded  interferon  after 
microinjection  into  frog  oocytes),  it  was  necessary  to 
identify  the  specific  clone  or  clones  containing  inter- 
feron cDNA.  The  1 0 individual  colonies  were  grown,  the 
plasmid  DNAs  were  prepared,  and  each  individual  DNA 
was  examined  by  mRNA  hybridization  (Figure  4).  By 
these  procedures  a recombinant,  plasmid  104  (pi 04), 
containing  most  of  the  coding  sequence  for  a human 
a interferon  was  identified.4  The  DNA  sequence  was 
determined  and  found  to  correspond  to  what  then  was 
known  of  the  amino  acid  sequence  of  purified  human 
leukocyte  interferon.1415  The  cDNA  insert  in  pi 04  con- 
tains the  sequence  corresponding  to  more  than  80 
percent  of  the  amino  acids  in  leukocyte  interferon,  but 
not  for  those  at  its  amino-terminal  end.  It,  therefore, 
was  used  as  a probe  for  finding  a full-length  copy  of 
the  interferon  cDNA  sequence  which  could  be  used  for 
expression  of  human  leukocyte  interferon  in  E.  coli.  In 
addition,  pi 04  DNA  was  used  to  isolated  DNA  se- 
quences corresponding  to  a interferons  directly  from 
a human  gene  bank. 

Examination  of  the  coding  regions  of  the  leukocyte 
interferon  genes  that  have  been  isolated  in  our  labora- 
tory and  others  have  shown  that  these  correspond  to 
a family  of  homologous  proteins,  the  a interferon  sub- 
types12-28  which  are  closely  related  to  each  other  and 
yet  each  unique  in  amino  acid  sequence  (Figure  5). 
Thus,  the  previously  discovered  heterogeneity  in 
human  leukocyte  interferon  was  shown  to  be  at  least 
in  part  the  result  of  distinct  genes  representing  each 
expressed  human  leukocyte  interferon  sequence.  The 
cloned  human  IFN-aA,  the  first  one  we  isolated,  cor- 
responds to  the  natural  interferons  which  we  purified 
from  the  mixture  present  in  leukocyte  interferon  by 
high  performance  liquid  chromatography  and  termed 


a2  and  0,.* 

By  similar  procedures  to  those  described  for  plasmid 
104,  plasmid  101  was  shown  to  contain  the  sequence 
for  human  fibroblast  interferon.4  Thus,  the  nucleotide 
sequences  coding  for  human  leukocyte  and  fibroblast 
interferons  were  identified. 


CONSTRUCTION  OF  EXPRESSION  VECTORS 

Expression  of  human  leukocyte  interferon  in  E.  coli. 
As  noted,  pi 04  contained  most  of  the  sequence  for  a 
human  a interferon  but  did  not  contain  the  sequence 
coding  for  the  amino  terminus  of  the  protein.  Accord- 
ingly, pi 04  was  used  to  screen  additional  cDNA  recom- 
binants and  several  which  hybridized  to  its  unique 
interferon-coding  sequence  were  identified.29  Most 
contained  interferon  DNA  sequences  of  sufficient  size 
to  code  for  an  entire  a interferon  protein. 


‘The  natural  interferons  which  we  isolated  from  the  mixture 
present  in  leukocyte  interferon  by  high  performance  liquid 
chromatography9'11  then  were  designated  al,  a 2,  /31,  02,  03, 
7l,  72,  73,  74,  75,  and  5.  Unfortunately,  the  same  terminology 
was  later  applied  to  designate  leukocyte,  fibroblast,  and  im- 
mune interferons,  respectively  as  a,  0,  and  7.  The  a2  and 
0i  indicated  here  refer  to  two  different  leukocyte  interferon 
fractions. 


Our  first  full-length  recombinant  isolated  cor- 
responded to  IFN-aA.429  Existing  knowledge  about  in- 
terferon protein  sequences  permitted  us  to  determine 
the  correct  translational  reading  frame,  and  hence  to 
predict  the  entire  amino  acid  sequence  for  the  inter- 
feron encoded  by  this  recombinant.  The  mature  IFN- 
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Figure  3 — Schematic  outline  of  hybridization  procedure.  E. 
coli  cells  were  transformed  with  the  recombinant  plasmids 
generated  as  described  in  Figure  2.  Colonies  derived  from 
individual  transformed  bacterial  cells  were  transferred  to 
filter  paper,  fixed,  and  probed  with  a 32P-labeled  mRNA  prep- 
aration from  cells  producing  interferon  and  therefore  en- 
riched in  interferon  mRNA  (x  + y).  The  hybridization  was 
performed  in  the  presence  of  excess  unlabeled  mRNA  from 
uninduced  cells  (x).  This  procedure  identified  bacterial 
colonies  containing  DNA  coding  for  the  protein  specifically 
formed  in  induced  leukocytes,  including  interferon.  The  in- 
duced-specific sequences  (y)  include  interferon  sequences  as 
well  as  others  that  are  induced  concomitantly  with  interferon. 
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Figure  4 — Schematic  illustration  of  screening  of  recombi- 
nants with  DBM  paper.  Plasmid  DNA  was  isolated  from  a pool 
of  colonies,  e.g.  10  colonies  as  shown  in  the  Figure,  and  bound 
covalently  to  diazobenzyloxymethyl  (DBM)  paper.  To  detect  a 
recombinant  containing  an  interferon  sequence  (shown  as  a 
zig-zig  in  the  illustration),  mRNA  prepared  from  cells  syn- 
thesizing interferon  was  hybridized  to  the  bound  DNA  After 
unhybridized  mRNA  had  been  removed  by  washing,  the 
specifically  hybridized  mRNA  was  eluted  and  translated  in 
Xenopus  laevis  oocytes.  By  this  procedure,  those  pools  of 
clones  in  which  at  least  one  recombinant  contained  an  inter- 
feron sequence  were  identified.  Thereafter,  individual  clones 
in  each  pool  were  separately  screened  by  the  same  procedure. 
Unbound  mRNA  was  microinjected  into  oocytes  as  well  as  a 
control  to  ascertain  that  the  mRNA  was  not  destroyed  by  the 
manipulations. 
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AMINO  ACID  SEQUENCES  OF  HUMAN  IFN-a  SPECIES 
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Figure  5 — The  amino  acid  sequences  of  human  leukocyte 
interferon  (IFN-a)  species  derived  from  cDNA  or  genomic  DNA 
sequences.  Sequences,  including  the  signal  peptide  (S1-S23), 
are  presented  in  comparison  with  a consensus  sequence.  Cor- 
responding residues  are  presented  only  when  they  differ  from 
the  consensus  sequence.  Residues  which  are  common  to  all 
listed  sequences  are  underlined  in  the  consensus  sequence. 
Sequences  A-L  are  from  the  laboratories  of  Pestka,  Goeddel, 
and  colleagues,  whereas  sequences  with  numeric  desig- 
nations are  from  the  laboratory  of  Weissman  and  colleagues. 
Closely  related  sequences  are  listed  together.  The  cloned  aL 
('i'alO)  sequence  has  a termination  codon  within  the  signal 
sequence  (indicated  by  an  asterisk)  and  may  therefore  rep- 
resent a pseudogene;  however,  the  coding  region  for  the 
mature  protein  is  otherwise  normal.  The  following  interferons 
are  of  identical  amino  acid  sequence;  aK  = a6;  aJ  = a7; 
aB2  = a8;  aL  = 'I'alO.  The  following  interferons  are  identical 
except  for  the  residues  shown  in  parentheses:  IFN-aA  (Lys  23), 
IFN-a2  (Arg  23);  IFNaD  (Val  114),  IFN-a  1 (Ala  114);  IFN-aJl 
(Lys  159,  Gly  161),  IFN-aJ2  (Gin  159,  Arg  161),  IFN-a7  (Lys 
159,  Gly  161);  IFNaHl  (Phe  152),  IFN-aH2  (Leu  152).  A gap 
was  introduced  at  position  *44  in  IFN-aA  to  provide  for  maxi- 
mum alignment  with  the  other  species.  Gaps  are  indicated 
by  dashes.  In  several  positions,  alternative  amino  acids  could 
be  chosen  for  the  consensus  sequence:  *S11,  V or  L;  *78, 
D or  E;  *79,  E or  Q;  *80,  S or  T;  *83,  D or  E;  *86,  S or  Y; 
*154,  F or  L;  *166,  D or  E. 


aA  was  expressed  directly  by  reconstruction  of  the  re- 
combinant.29 The  leader  sequence  of  the  protein  was 
removed  and  an  ATG  translation-initiation  codon  was 
placed  immediately  preceding  the  codon  for  the  first 
amino  acid  of  mature  leukocyte  interferon.  Next,  a 300- 
base  pair  EcoRI  fragment  of  E.  coli  DNA  was  con- 
structed, containing  the  tryptophan  (trp)  promoter-op- 
erator and  the  trp  leader  ribosome-binding  site,  but 
stopping  short  of  the  ATG  sequence  needed  to  initiate 
translation  of  the  leader  peptide  of  the  trp  regulatory 
region.  This  DNA  fragment  was  attached  to  the  re- 
constructed human  leukocyte  interferon  preceding  the 
ATG  codon  (Figure  6).  Inserted  into  E.  coli  the  recom- 
binant yielded  high  levels  of  activity,  about  2 x 108 
units  (about  1 mg)  of  interferon  per  liter  of  culture.  The 
interferon  protein  produced  in  E.  coli  behaves  simi- 
larly to  interferon  formed  directly  by  human  leu- 
kocytes: it  is  stable  to  acid  treatment;  is  neutralized 
by  antiserum  to  human  leukocyte  interferon;  and 
binds  to  monoclonal  antibodies  specific  for  human 
leukocyte  interferon.  It  can  be  purified  to  homogeneity 
with  the  use  of  monoclonal  antibodies.3031  With  im- 
provements in  fermentation  and  in  the  bacterial 
strains,  high  levels  of  human  a interferons  (1  x 1010 
units  per  liter;  50  mg/liter)  can  be  reached  in  large- 
scale  cultures.  Similar  high  levels  have  been  produced 
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Figure  6 — Regulation  of  interferon  expression  in  E.  coli.  A 
300-base  pair  fragment  of  E.  coli  DNA  was  prepared  with  the 
restriction  endonuclease  EcoRI.  This  contained  the  tryp- 
tophan ( trp ) promoter-operator  and  ribosome-binding  site 
The  complete  DNA  sequence  coding  for  IFN-aA  was  prepared 
and  an  ATG  codon  (which  is  the  signal  for  the  initiation  ol 
translation  of  the  mRNA  into  a protein)  was  placed  immedi- 
ately in  front  of  the  codon  for  the  first  amino  acid  of  the 
mature  protein.  The  EcoRI  trp  promotor-operator  fragment 
was  ligated  distal  to  this  ATG  codon  and  inserted  intcj 
plasmids.  Bacteria  transformed  with  a plasmid  containing! 
this  control  region  and  the  interferon-eoding  sequence^ 
formed  interferon  in  large  amounts  in  the  absence  of  tryp- 
tophan. Leukocyte  IFN-aA  expression  was  thus  regulated  by 
the  trp  promoter-operator. 
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Figure  7 — Schematic  restriction  maps  of  the  plasmid  DNA 
regions  coding  for  the  mature  proteins  of  IFN-aA  and 
IFN  -aD,  showing  the  sites  for  cleavage  by  the  restriction  ! 
enzymes  Bglll  and  PuuII.  Hybrids  A/D,  D/A  and  A/D/A  were 
formed  by  ligating  the  appropriate  segments  generated  with 
Bgfll  and  Pstl. 


with  other  interferons  and  other  eukaryotic  proteins. 

Expression  oj  human  fibroblast  interferon  in  E.  coli. 
In  contrast  to  the  multiple  species  of  a interferon,  ex- 
periments have  indicated  that  there  is  only  a single 
human  j3  interferon  gene  which  corresponds  to  this 
recombinant.  Mature  human  IFN -(3  was  expressed 
directly  in  E.  coli  under  trp  promoter  control  (Figure 
6)  similar  to  the  expression  of  IFN-a.8  The  IFN-/3 
produced  in  bacteria  is  similar  to  that  formed  by 
human  fibroblasts.  However,  IFN -f3  made  in  bacteria  is 
not  glycosylated,  whereas  that  made  by  human  cells 
contains  carbohydrate.32,33 

Other  expression  vectors.  Although  E.  coli  has  been 
the  predominant  host  used  for  the  production  of  re- 
combinant proteins,  other  host-vector  systems  have 
been  studied  and  may  be  used  more  in  the  future.  For 
example,  the  human  interferons  have  been  expressed 
in  yeast  vectors.3435  In  addition,  the  regulatory  regions 
of  eukaiyotie  viruses  have  been  utilized  to  obtain  ex- 
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pression  of  interferons.36'40  Furthermore,  by  direct 
transformation  of  cells  with  the  human  1FN -(3  gene 
together  with  the  gene  for  dihydrofolate  reductase  re- 
sistance, the  human  interferon  gene  has  been 
amplified  in  Chinese  hamster  cells.41  With  the  use  of 
such  eukaryotic  vectors,  glycosylated  human  (3  inter- 
feron has  been  produced  at  high  levels. 

CONSTRUCTION  OF  SYNTHETIC  INTERFERONS 

With  the  isolation  of  multiple  a interferon  cDNA  and 
genomic  recombinants,  it  was  possible  to  construct 
hybrid  molecules.  Those  recombinants  that  have  re- 
striction endonuclease  sites  in  common  can  simply  be 
cut  and  relegated  to  the  respective  complementary  seg- 
ments. For  example,  human  IFN-aA  and  IFN-aD  were 
cut  at  their  common  Bg/II  and  PuuII  restriction  en- 
donuclease sites  and  relegated,  giving  rise  to  hybrid 
molecules  (Figure  7). 42  44 

Since  IFN-aD  exhibits  greater  antiviral  activity  on 
bovine  cells  than  on  human  cells,  whereas  IFN-aA 
has  approximately  similar  activity  on  both,  it  was 
of  interest  to  examine  the  activity  of  the  hybrid 
molecules.  Their  antiviral  activity  seems  to  correlate 
with  the  amino-terminal  half  of  the  molecule,  the  anti- 
viral activity  of  the  A/D  hybrids  resembling  that  of  IFN- 
aA,  and  the  antiviral  activity  of  the  D/A  hybrids  re- 
sembling that  of  IFN-aD.  Interestingly,  some  hybrid 
molecules  have  activities  which  are  not  exhibited  by 
either  of  the  parent  molecules.  For  example,  the  hybrid 
IFN-aA/D  (Bg/II)  is  quite  active  on  mouse  cells  whereas 
neither  parent  molecule  is.  A change  in  a single  amino 
acid  of  IFN-aA  is  able  to  alter  the  activity  of  the 
molecule.  An  astronomical  number  of  novel  interferon 
molecules  can  be  generated  by  making  hybrids,  by 
amino  acid  substitutions,  and  by  other  alterations. 
Thus,  it  may  be  possible  to  find  molecules  with  specific 
properties,  for  example,  with  potent  antiviral  activity 
but  without  antiproliferative  activity  or  certain  side 
effects;  or  to  tailor  the  molecules  to  exhibit  the 
properties  desired,  such  as  high  antitumor  activity. 
One  such  site-specific  mutation  has  replaced  the  cys- 
teine at  position  17  in  IFN -(3  with  a serine  to  provide 
a molecule  with  greater  stability  and  activity.45 

PURIFICATION  OF  RECOMBINANT  INTERFERONS 

To  purify  interferons  expressed  in  bacteria  the 
procedures  for  purification  of  any  protein  from 
bacteria  in  general  can  be  followed.  The  bacteria  need 
to  be  broken  to  prepare  a crude  extract.  Following  this, 
various  ion  exchange  or  sizing  chromatographic  steps 
can  be  utilized  to  purify  the  molecules.  In  general,  if 
a specific  monoclonal  antibody  is  available  that  binds 
the  interferon,  its  use  in  an  affinity  column  can  greatly 
simplify  the  purification.  As  an  example,  the  purifica- 
tion of  recombinant  human  IFN-aA  is  described  briefly. 

Purification  of  recombinant  Hu-IFN-aA.  Monoclonal 
antibodies  to  the  human  leukocyte  interferons  can  be 
used  to  purify  recombinant  human  IFN-aA  produced 
in  bacteria3031  After  E.  coli  containing  this  interferon 
are  disrupted,  unbroken  cells  and  cellular  debris  are 
removed  by  centrifugation.  The  interferon  and  soluble 
bacterial  proteins  remain  in  the  cell  lysate.  Nucleic 
acids  (DNA  and  RNA)  that  make  the  lysate  viscous,  and 
thus  difficult  to  handle  easily,  are  precipitated  by  poly- 
min  P.  The  soluble  proteins  remaining  in  the  lysate  are 
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Figure  8 — Sodium  dodecyl  sulfate-polyacrylamide  gel  elec- 
trophoresis of  human  interferon  produced  from  E.  coli.  Lane 
LI-8.  material  eluted  from  a specific  monoclonal  antibody 
column;  Lane  CM-52:  the  same  material  after  final  purifica- 
tion; E.  coli  total  proteins  from  an  S30  extract  of  bacterial 
cells  producing  IFN-aA  STDS;  standard  molecular  weight 
markers,  as  indicated.  Approximately  20  ,ug  of  each  fraction 
was  used  for  to  electrophoresis.  The  gel  was  stained  with  2.5 
percent  Coomassie  brilliant  blue.303 


concentrated,  if  necessary,  and  passed  directly  through 
an  immunoabsorbent  column  containing  a mono- 
clonal antibody  to  human  leukocyte  interferon.  The 
antibodies  bind  only  the  interferon;  all  the  other  com- 
ponents and  proteins  pass  through  the  column.  After 
the  column  has  been  washed,  the  IFN-aA  bound  to  the 
column  is  eluted  with  an  acidic  solution3031  yielding  a 
virtually  pure  interferon  solution  (Figure  8).  The 
column  is  washed  and  neutralized  so  that  it  can  be 
used  again.  The  interferon  solution  is  concentrated  by 
passage  over  a column  of  carboxymethylcellulose.3031 
The  specific  activity  of  the  purified  IFN-aA  made  in 
bacteria  is  very  similar  to  that  of  the  same  human  a 
interferon  subtype  synthesized  by  human  leukocytes. 

BIOLOGICAL  ACTIONS 

The  recombinant  IFN-aA  exhibits  antiviral  activity 
and  antiproliferative  activity  comparable  to  those  ot 
crude  and  purified  natural  leukocyte  interferons.4446  It 
stimulates  natural  killer  cel!  activity47  and  cellular  dif- 
ferentiation of  muscle;48  and  it  inhibits  cloning  effi- 
ciency of  human  myeloid  cells.49  In  studies  of  human 
melanoma  cells,  it  was  found  that  interferon  is  a potent 
stimulator  of  differentiation.50  We  have  analyzed  the 
effects  of  various  human  interferons  produced  in 
bacteria  and  the  antileukemic  compound  mezerein 
(MEZ)  on  growth  and  melanogenesis  in  human  mela- 
noma cells.  In  four  human  melanoma  cell  lines,  recom- 
binant human  fibroblast  interferon  (IFN-/3)  was  more 
active  them  recombinant  human  leukocyte  interferons 
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[IFN-aA,  IFN-aD,  or  IFN-aA/D  (Bgl)}  in  inhibiting 
cellular  proliferation.  Mezerein,  an  analog  of  the  tumor 
promotor  TPA  (12-0-tetradecanoyl-phorbol-13-ace- 
tate),  can  itself  inhibit  growth  of  cells  as  well  as  stimu- 
late differentiation  of  melanoma  cells.  The  combina- 
tion of  interferon  and  mezerein  resulted  in  a very  po- 
tent synergistic  inhibition  of  cellular  proliferation  in 
all  four  melanoma  cell  lines  examined.50  The  results 
indicated  that  the  antiproliferative  effect  of  interferon 
towards  melanoma  cells  can  be  enhanced  by  treatment 
with  mezerein  and  that  this  synergistic  effect  is  as- 
sociated with  an  enhancement  of  terminal  differentia- 
tion. Since  a major  problem  limiting  the  utility  of  inter- 
feron as  an  antitumor  agent  in  vivo  may  be  the  de- 
velopment of  resistant  cell  populations,  the  combina- 
tion of  interferon  with  agents  capable  of  inducing 
tumor  cell  differentiation  may  help  to  circumvent  this 
problem  and  thereby  increase  the  clinical  efficacy  of 
interferon  as  an  antitumor  agent. 

Monoclonal  antibodies  reactive  with  the  surface  of 
human  breast  carcinoma  cells  have  been  generated 
and  characterized.51  The  immunogens  used  were 
membrane-enriched  fractions  of  metastatic  carcinoma 
lesions.  Recombinant  interferon  has  been  employed  to 
enhance  the  expression  of  specific  tumor-associated 
antigens  on  the  surface  of  tumor  cells  already  express- 
ing the  antigen,  and  to  induce  their  specific  expression 
on  the  surface  of  carcinoma  cells  not  previously  ex- 
pressing the  antigen.51  Such  enhancement  of  tumor 
antigens  can  improve  gamma  scanning  for  the  detec- 
tion of  tumor  masses  and  may  serve  to  improve  tumor 
immunotherapy  with  monoclonal  antibodies. 

The  differentiation  of  human  leukemic  HL-60  cells 
from  their  predominantly  promyelocyte  form  to  a neu- 
trophil-like  state  can  be  induced  by  the  addition  of 
dimethylsulfoxide  (DMSO)  or  retinoic  acid  (RA)  to  the 
growth  medium.52'56  Within  two  days  after  the  addition 
of  DMSO  or  retinoic  acid  to  growing  HL-60  cells,  the 
binding  of  IFN-aA  to  treated  cells  increases  signifi- 
cantly relative  to  its  binding  to  untreated  cells.57  60  The 
difference  in  binding  of  IFN-aA  between  the  treated 
and  untreated  cells  continues  to  increase  for  at  least 
three  days.  Analysis  of  binding  curves  of  IFN-aA  to 
neutrophil-like  and  promyelocytic  HL-60  cells  leads  to 
the  conclusion  that  the  increased  binding  of  [ 125I] IFN- 
aA  to  neutrophil-like  cells  is  primarily  the  result  of  an 
increase  in  the  number  of  binding  sites  on  these  cells. 

The  increased  binding  of  [125I]IFN-aA  to  differenti- 
ating HL-60  cells  precedes  terminal  differentiation  to 
banded  or  segmented  neutrophils  and  more  likely  cor- 
relates approximately  with  the  transition  to  myelo- 
cytes. The  increased  binding  is  significant  by  24  hours 
after  exposure  to  DMSO,  and  thus  is  a reasonably  early 
change  in  the  macromolecules  defining  cellular  pheno- 
type. Since  retinoic  acid  causes  only  a slight  increase 
in  differentiation  HI^60  cells  and  a slight  increase  in 
the  binding  of  [125I]IFN-oA,  it  is  reasonable  to  suggest 
that  the  increased  binding  of  interferon  may  be  tightly 
linked  to  the  differentiation  of  these  cells. 

It  is  interesting  that,  of  the  tissue  culture  cells  which 


we  have  examined,  including  Daudi,  U937,  KG-1,  and 
HL-60  cells,  the  promyelocytic  HL-60  line  has  the  low- 
est binding  of  IFN-aA,  whereas  the  differentiated  neu- 
trophil-like HL-60  cells,  show  binding  closer  to  that  of 
the  other  cultured  lines.57  The  changes  noted  in  IFN- 
aA  binding  to  HD60  cells  during  myeloid  differentia- 
tion and  during  monocytoid  differentiation5760  may  ul- 
timately be  useful  in  examining  the  expression  and 
control  of  the  IFN-a  receptor. 

INTERACTIONS  OF  INTERFERONS  WITH  CELLS 

Shortly  after  pure  interferons  were  available,  they 
were  labeled  to  study  their  binding  to  cells.61  The  inter- 
feron receptors  appear  to  consist  of  two  types:  one  that 
binds  IFN-a  and  IFN-/3,  but  not  IFN-y;  the  second  rec- 
ognizes IFN-7,  but  not  IFN-a  or  IFN-/3.  The  synergy  of 
IFN-a  and  IFN-/3  on  the  one  hand  with  IFN-7  on  the 
other  is  a result  of  their  respective  binding  to  different 
receptors  and  resultant  distinct  mechanistic  path-| 
ways.  Although  synergy  or  additivity  is  usually  the  case 
with  IFN-a/IFN-0  and  IFN-7,  it  is  possible  that  their 
individual  pathways  may  conflict  so  that  they  may 
antagonize  their  respective  actions.  Synergy  has  been 
demonstrated  for  their  antiviral  and  antiproliferative 
activity;  antagonism  in  the  case  of  some  macrophage 
functions. 

CLINICAL  TRIALS 

Currently  IFN-aA  is  being  used  in  clinical  trials  in 
humans62  as  an  antitumor  agent  as  well  as  an  antiviral 
agent.  In  June  1986,  the  Food  and  Drug  Adminis- 
tration approved  human  interferon  aA  and  a2  for  the 
treatment  of  hairy  cell  leukemia:  these  interferons  are 
designated  human  leukocyte  interferon  a-2a,  recombi- 
nant (Roferon-A/ Roche),  and  leukocyte  interferon  a-2b, 
recombinant  (Intron-A/Schering),  respectively.  Of  the 
interferons,  leukocyte  interferon  oA  was  the  first  inter-  j 
feron  produced  in  bacteria  to  be  tested  in  man,  but 
other  leukocyte  interferons  as  well  as  fibroblast  and 
immune  interferon  now  are  being  tested.  Some  types, 
individual  species,  and  combinations  of  interferon 
may  be  more  effective  than  others  against  particular 
diseases  and  under  particular  conditions.  Moreover,  it 
may  be  possible  as  more  is  learned  about  the  mecha- 
nisms involved  to  tailor  interferon  molecules  to  op- 
timize particular  effects. 

Finally,  it  should  be  noted  that  the  introduction  of 
a recombinant  interferon  into  clinical  trials  in  humans 
was  achieved  in  record  time  by  the  rapid  transfer  of 
technology  from  laboratory-level  basic  science  to  ap- 
propriate pharmaceutical  areas.  This  required  the 
enthusiasm,  dedication,  and  cooperation  of  many  indi-  | 
viduals  as  well  as  guidance  from  the  staff  of  the 
Division  of  Biologies  of  the  Food  and  Drug  Adminis- 
tration. Additional  clinical  trials  are  progressing  and 
results  will  be  forthcoming. 

REFERENCES 

References  are  available  upon  request. 
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Trustees’  Minutes 
November  9,  1986 

A regular  meeting  of  the  Board  of 
Trustees  was  held  on  Sunday,  No- 
vember 9,  1986,  at  the  Executive  Of- 
fices in  Lawrenceville.  Detailed 
minutes  are  on  file  with  the  sec- 
retary of  your  county  society.  A sum- 
mary of  significant  actions  follows: 

Report  of  Executive  Director  . . . 

(1)  Dues  Delinquency  Status  . . . 

Noted  that  243  MSNJ  members  were 
dropped  for  nonpayment  of  dues. 

(2)  MSNJ  Financial  Statements 

. . . Approved  financial  statements 
for  the  period  ending  September  30, 
1986. 

(3)  Medicare  Highlights,  Budget 
Reconciliation  Act  of  1986  . . . Dis- 
tributed a summary  of  the  Medicare 
provisions  of  the  Omnibus  Budget 
Reconciliation  Act  of  1986,  which 
appeared  on  page  777  in  the  Decem- 
ber 1986  issue  of  NEW  JERSEY 
MEDICINE. 

(4)  New  Jersey  State  Medical 
Underwriters  . . . Voted  to  support 
a proposal  by  the  Underwriters  con- 
cerning renting  additional  office 
space  from  MSNJ:  this  space  will 
consume  virtually  all  of  MSNJ’s  open 
land  for  parking  and  almost  the  en- 
tire warehouse  area 

(5)  Ethics  Conference  . . . Voted  in 
favor  of  cosponsoring  an  ethics  con- 


ference in  the  spring  of  1987  with 
the  New  Jersey  Hospital  Association. 

NJ  Hospital  Association  . . . Noted 
the  following  items  reported  by  Mr. 
Scibetta  President  of  NJHA  un- 
compensated care  trust  act  bill  in 
the  Senate  and  Assembly  awaiting  a 
vote;  PRO  activities  and  meetings 
with  NJHA  to  discuss  modifications 
to  the  hospital/PRO  agreement; 
AIDS  “Operation  Look  Back"  pro- 
gram involving  identification  of  pa- 
tients who  may  have  received  blood 
contaminated  with  the  AIDS  virus 
before  screening  measures  were  in 
place;  and  capital  reimbursement 
under  New  Jersey  DRG  system. 

Committee  on  Impaired  Physicians 

. . . Unanimously  adopted  the  fol- 
lowing Resolution: 

Whereas,  after  nine  years  of  faithful  ser- 
vice to  the  Medical  Society  of  New  Jersey 
as  an  advocate  for  and  founding  member 
of  the  Committee  on  Impaired  Physi- 
cians, Doctor  Edward  M.  Coe  has  sub- 
mitted his  resignation  from  that  Com- 
mittee; and 

Whereas,  Doctor  Coe’s  vigorous  leader- 
ship played  a major  role  in  the  establish- 
ment of  a Committee  on  Impaired  Phy- 
sicians in  this  state,  as  well  as  in  the 
commitment  of  the  Medical  Society  of 
New  Jersey  to  establish  and  fund  a pro- 
gram with  a full-time  medical  director- 
ship and  staff;  and 

Whereas,  as  a consequence  of  these  ac- 
tions, the  Medical  Society  of  New  Jersey 
has  achieved  national  recognition  for  its 
outstanding  program;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of 
New  Jersey  and  the  Committee  on  Im- 
paired Physicians  express  their  heartfelt 
gratitude  to  Doctor  Edward  M.  Coe  for 
this  further  evidence  of  his  deep  personal 
commitment  to  this  program,  to  the 
Medical  Society  of  New  Jersey,  and  to  all 
of  his  fellow  physicians;  and  be  it  further 

Resolved,  that  a copy  of  this  Resolution 
be  spread  upon  the  minutes  of  the  meet- 
ing of  the  Board  of  Trustees. 

Unfinished  Business  . . . Agreed  to 
postpone  action  on  the  matter  of  the 
standing  of  the  New  Jersey  Urologie 
Society  until  the  December  meeting. 

New  Business  . . . 

(1)  Physicians’  Assistants  . . . Re- 
affirmed opposition  to  the  licensure 
and/or  registration  of  physicians’ 
assistants  in  New  Jersey  because  it 
neither  will  contribute  to  the  quality 
of  medical  care  nor  decrease  the  cost 
of  medical  care. 


(2)  Bergen  County  Medical  So- 
ciety versus  PRO  of  New  Jersey, 
Inc.  . . . Referred  this  suit  to  Mr. 
Maressa  for  his  review  and  report. 

(3)  Christopher  T.  Reilly,  M.D.  . . . 
Moved  to  present  a memorial  reso- 
lution to  the  family  of  Dr.  Reilly  in 
recognition  of  his  dedicated  service 
to  the  Medical  Society  of  New  Jersey. 

UMDNJ  Notes 

Stanley  S.  Bergen,  Jr.,  M.D. 

Governor  Kean's  challenge  that 
UMDNJ  become  one  of  the  nation’s 
top  25  health  science  centers  has 
become  the  unifying  theme  in  all  of 
our  institutional  planning.  In  my 
“State  of  the  University”  message 
this  month  I will  outline  the  steps 
the  University  plans  to  take  in  1987 
and  beyond  to  meet  the  Governor’s 
challenge.  It  seems  appropriate  here 
to  look  back  on  the  progress  made 
in  1986. 

• The  Foundation  of  UMDNJ  in 
October  launched  a $27.5  million 
capital  fundraising  campaign  to 
finance  major  medical  and  research 
projects  in  the  areas  of  cancer,  car- 
diovascular disease,  indigent  care, 
chronic  pain,  child  development, 
and  environmental  medicine.  The 
campaign  also  will  help  the  Univer- 
sity attract  more  world-class  faculty 
members;  provide  financial  aid  to 
bring  the  best  and  the  brightest  stu- 
dents to  UMDNJ;  improve  the  Uni- 
versity’s outstanding  library  system 
through  computerization;  and  pro- 
vide unrestricted  endowment  funds 
to  support  future  research  initia- 
tives and  address  emerging  health 
care  needs. 

• A key  factor  in  our  ability  to  be- 
come a world-class  health  sciences 
university  will  be  our  ability  to  at- 
tract world-class  faculty.  Here  are 
some  of  the  outstanding  researchers 
who  joined  our  faculty  in  1986:  Sid- 
ney Pestka  M.D.,  Chairman,  Depart- 
ment of  Molecular  Genetics  and 
Microbiology,  UMDNJ-Robert  Wood 
Johnson  Medical  School;  Sheldon 
Miller,  M.D.,  Chairman,  Department 
of  Psychiatry,  UMDNJ-New  Jersey 
Medical  School;  Masayori  Inouye, 
M.D.,  Chairman,  Department  of 
Biochemistry,  UMDNJ-Robert  Wood 
Johnson  Medical  School;  Gerson 
Weiss,  M.D.,  Chairman,  Department 
of  Obstetrics  and  Gynecology, 
UMDNJ-New  Jersey  Medical  School; 
and  Frederick  J.  Humphrey,  II,  D.O., 
Professor  of  Psychiatry  and  Dean  of 
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the  UMDNJ-School  of  Osteopathic 
Medicine. 

• In  May,  the  University  and  its 
four  core  teaching  hospitals  an- 
nounced formation  of  a nonprofit 
corporation  to  meet  challenges  of 
the  increasingly  competitive  health 
care  marketplace.  The  University 
Health  System  of  New  Jersey,  Inc., 
will  allow  the  University  to  organize 
statewide  health  care  delivery  sys- 
tems in  cooperation  with  the  four 
hospitals:  UMDNJ-University  Hospi- 
tal in  Newark,  Robert  Wood  Johnson 
University  Hospital  in  New  Bruns- 
wick, Cooper  Hospital/University 
Medical  Center  in  Camden,  and  Ken- 
nedy Memorial  Hospitals-University 
Medical  Center,  with  divisions  in 
Stratford,  Cherry  Hill,  and  Washing- 
ton Township. 

• The  University  was  involved  in 
another  incorporation  in  May,  this 
one  with  Saint  Barnabas  Medical 
Center  in  Livingston.  University 
Lithotripsy  Affiliates,  Inc.,  a not-for- 
profit  corporation,  will  operate  a $2 
million  lithotripter  at  UMDNJ-Uni- 
versity Hospital,  thereby  serving  the 
University's  goal  of  reducing  de- 


pendency on  institutional  care,  by 
shortening  the  hospital  stays  of 
many  kidney  stone  patients  who 
otherwise  would  require  surgery. 

• University  researchers  pub- 
lished important  papers  that  added 
to  the  body  of  knowledge  on  AIDS, 
and  the  Centers  for  Disease  Control 
awarded  a $2.5  million  grant  for  a 
five-year  study  into  the  progression 
of  the  disease  in  children. 

• All  three  campuses  of  the  Uni- 
versity were  admitted  to  member- 
ship in  the  Children's  Cancer  Study 
Group,  the  oldest  cooperative  pedi- 
atric cancer  study  group  in  the  na- 
tion. 

• The  cystic  fibrosis  center  at 
UMDNJ-New  Jersey  Medical  School 
in  Newark  was  accredited  as  a Level 
III  Cystic  Fibrosis  Center,  the  first 
center  in  the  state  to  receive  the 
highest  designation  from  the  Na- 
tional Cystic  Fibrosis  Foundation. 

• The  State  Board  of  Higher  Edu- 
cation demonstrated  its  continuing 
commitment  to  the  strengthening  of 
statewide  medical  education  when  it 
gave  us  approval  to  establish  a uni- 
fied, four-year  UMDNJ-School  of  Os- 


teopathic Medicine  on  a single  cam- 
pus in  Stratford.  The  unification  will 
eliminate  the  hardships  of  the  cur- 
rent split-campus  program,  and 
serve  to  strengthen  our  allopathic 
programs  as  well,  by  eliminating  the 
need  for  osteopathic  and  allopathic 
students  to  share  facilities  and  cur- 
ricula 


Physicians  Seeking 
Location  in  New  Jersey 

The  following  physicians  have  written 
to  the  Executive  Offices  of  MSNJ  seek- 
ing information  on  possible  oppor- 
tunities for  practice  in  New  Jersey. 
The  information  listed  below  has  been 
supplied  by  the  physicians.  If  you  are 
interested  in  any  further  information 
concerning  these  physicians,  we  sug- 
gest you  make  inquiries  directly  to 
them. 

ALLERGY— Jerome  Michael  Shier,  M.D., 
11546  February  Cir„  Apt.  201,  Silver 
Springs,  MD  20904.  UMDNJ  1982. 
Board  eligible.  Also,  clinical  im- 
munology. Solo  or  partnership.  Avail- 
able July  1987. 

ANESTHESIOLOGY — Lee  A Balaklaw, 
M.D.,  575  Easton  Ave.,  Apt.  6M,  Somer-  j 
set,  NJ  08873.  Far  Eastern  University 
(Philippines)  1980.  Board  eligible.  ! 
Group  or  partnership.  Available  July 
1987. 

Jeffrey  Weinstein,  M.D.,  28  Park  Ave., 
Cresskill,  NJ  07626.  Johns  Hopkins 
1983.  Board  eligible.  Available  July 
1987. 

DERMATOLOGY— Norman  R Friedman, 
M.D.,  1736  Humphrey,  Birmingham, 
MI  48008.  SUNY-Upstate  1983.  Board 
eligible.  Partnership,  solo,  group. 
Available  July  1987. 

ENDOCRINOLOGY— John  Hodge,  M.D., 
Naval  Hospital,  Endocrine  Branch, 
P.O.  566,  San  Diego,  CA  02134. 
UMDNJ  1979.  Board  certified  (IM). 
Board  eligible  (ENDOCRIN).  Group 
with  academic  association.  Available 
May  1987. 

FAMILY  MEDICINE — Roberto  J.  Irving, 
M.D.,  St.  Mary  Hospital,  308  Willow 
Ave.,  Hoboken,  NJ  07030.  Guadalajara 
1985.  Board  eligible.  Group  or  part- 
nership. Available  July  1987. 

IMMUNOLOGY— Jerome  Michael  Shier, 
M.D.,  11546  February  Cir.,  Apt.  201, 
Silver  Springs,  MD  20904.  UMDNJ 
1982.  Board  eligible.  Also,  allergy.  Solo 
or  partnership.  Available  July  1987. 

INTERNAL  MEDICINE— Thomas  E. 
Jackson,  M.D.,  251 -A  Leveland  Ln., 
Modesto,  CA  95350.  Guadalajara 
1981.  Board  eligible.  Group,  partner- 
ship, solo.  Available. 

Joseph  Minieri,  M.D.,  2200  Osborne 
2nd  River  Rd„  Point  Pleasant,  NJ 


221st  MSNJ  ANNUAL  MEETING 
Americana  Host  Farm  Resort 
Lancaster,  Pennsylvania 

Wednesday,  April  29,  1987 

3:30  p.m. — Board  of  Trustees’  Meeting 

Thursday,  April  30,  1987 

9:00  am. — Registration  Opens 
9:00  am  — Message  Center  Opens 
2:00  p.m  — House  of  Delegates 
4:00  p.m. — Reference  Committees 

Friday,  May  1,  1987 

8:00  am. — Registration  Opens 

8:00  am  — Message  Center  and  Exhibits  Open 

9:00  a.m.— House  of  Delegates  (election) 

12:00  noon — Golden  Merit  Award  Ceremony  followed  by  Reception 
2:30  p.m. — Reference  Committees 
5:00  p.m. — JEMPAC  Political  Forum 
5:45  p.m. — JEMPAC  Wine  and  Cheese  Reception 

Saturday,  May  2,  1987 

8:00  AM  — Registration  Opens 

8:00  am  — Message  Center  and  Exhibits  Open 

8:30  am. — House  of  Delegates 

1:30  p.m  — House  of  Delegates 

6:30  p.m.— Inaugural  Reception  followed  by  Inaugural  Dinner 
Sunday,  May  3,  1987 

8:00  A.M.— Registration  Opens 
8:00  am— Message  Center  Opens 

8:30  am  — Program  on  one  topic  of  major  interest  to  the  physician 
1:00  p.m. —Board  of  Trustees’  Meeting 
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08742.  Buenos  Aires  1958.  Board 
eligible.  Solo.  Available. 

Harvey  Mossman,  M.D.,  120  Marcellus 
Rd..  *2U,  Mineola,  NY  11501.  Med. 
Coll,  of  Pa.  Board  eligible.  Group,  part- 
nership, solo.  Available  July  1987. 
Michael  F.  Scharle,  M.D.,  1754  E.  2nd 
St.,  Long  Beach,  CA  90802.  Guadala- 
jara 1979.  Also,  pediatrics.  Board 
eligible.  Solo  or  partnership.  Available. 
John  A.  Stankoski,  M.D.,  10  Overlook 
Rd.,  Apt.  4H,  Summit,  NJ  07901. 
Bologna  (Italy)  1984.  Partnership,  solo, 
group.  Available  July  1987. 

Kevin  E.  Vitting,  M.D.,  100  East  77th 
St.,  New  York,  NY  10021.  UMDNJ 
1982.  Also,  nephrology.  Board  certi- 
fied. Partnership  or  group.  Available 
July  1987. 

NEPHROLOGY— Kevin  E.  Vitting,  M.D., 
100  East  77th  St.,  New  York,  NY 
10021.  UMDNJ  1982.  Also,  internal 
medicine.  Board  certified  (IM).  Part- 
nership or  group.  Available  July  1987. 

OBSTETRICS/GYNECOLOGY— Rigo 
berto  Cerda,  M.D.,  110  Font  Martero 
St.,  Humacao,  Puerto  Rico  00661. 
Santo  Domingo  1963.  Board  eligible. 
Peter  Corey  Mandal,  M.D.,  4951 

Woodstone  Dr.,  #61 1,  San  Antonio,  TX 
78230.  University  of  Texas  1983. 
Board  eligible.  Group  or  partnership. 
Available  July  1987. 

Michael  Molina,  M.D.,  4 Howard  Ct„ 
Staten  Island,  NY  10310.  Guadalajara 
1981.  Board  eligible.  Partnership. 
Available  July  1987. 

Michael  A Sehiavone,  M.D.,  447 

Linwood  Ave.,  Buffalo,  NY  1 4209.  Pitts- 
burgh 1982.  Group,  partnership,  solo. 
Available  July  1987. 

Lee  Anthony  Tripp,  M.D.,  541  Brinton 
St.,  Philadelphia,  PA  19144.  Temple 
1981.  Board  eligible.  Solo  or  partner- 
ship. Available. 


A peripheral 
vasodilator 

for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
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LIPO-NICIN 

Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 


3 strengths 


PEDIATRICS— A-salam  Al-Hafidh,  M.D., 
2609  Featherstone  Rd.,  #239,  Okla- 
homa City,  OK  73120.  Baghdad  Medi- 
cal College  1976.  Also,  pediatric  gas- 
troenterology. Board  eligible.  Group, 
partnership,  solo.  Available  July  1987. 

RHEUMATOLOGY— Robert  Lesser,  M.D., 
7560  Woodcrest  Ave.,  Philadelphia,  PA 
19151.  Chicago  Medical  1982.  Also, 
internal  medicine.  Board  eligible. 
Board  certified  (IM).  Group,  partner- 
ship, hospital  based.  Available  July 
1987. 

SURGERY— Patrick  P.  Montefusco,  M.D., 
4 Montfort  Dr.,  Huntington,  NY  1 1743. 
Georgetown  1977.  Board  certified. 
Partnership.  Available. 

Dorian  J.  Wilson,  M.D.,  28  Diana  Dr., 
South  Plainfield,  NJ  07080.  UMDNJ 
1982.  Board  eligible.  Hospital  staff, 
medical  school  affiliate.  Available  July 
1987. 

UROLOGY— Steven  E.  Marks,  M.D.,  9207 
Groundhog  Dr.,  Richmond,  VA  23235. 
Bowman  Gray  1982.  Board  eligible. 
Group  or  partnership.  Available. 


Gradual  Release 

LIPO-NICIN-7300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily 
AVAILABLE:  Bottles  of  100,  500. 


Immediate  Release 

LIPO-NICIN®/250  mg. 

Each  yellow  tablet  contains: 


Nicotinic  Acid  250  mg 

Niacinamide 75  mg 

Ascorbic  Acid 150  mg 

Thiamine  HCL  (B-1) 25  mg 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B-6)  10  mg 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500 


LIPO-NICIN'7100  mg. 

Each  blue  tablet  contains 

Nicotinic  Acid  100  mg 

Niacinamide 75  mg 

Ascorbic  Acid 150  mg 

Thiamine  HCL  (B-1) 25  mg 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B-6) 10  mg 

DOSE:  1 to  5 tablets  daily 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodi 
lator  in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tinqling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding 


Write  for  literature  and  samples 

/bb THE  BROWN  PHARMACEUTICAL  CO.,  INC.^0 


2500  West  Sixth  Street,  Los  Angeles,  California  90057 
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LOCATION  MAP 


Americana 
Host  Farm  Resort 

2300  Lincoln  Highway  East  (Route  30),  Lancaster.  Pennsylvania  17602  (717)  299-5500 


FROM  NEW  YORK 
Take  New  Jersey  Turnpike 
South  to  Pa  Turnpike  Take  Pf 
Turnpike  West  to  Interchange  No 
21  Travel  South  on  U S Rte  222 
to  U S Route  30  Travel  East  on 
U S Route  30.  approximately  5 
miles  to  Americana  Host  Farm 
Resort 


FROM  PITTSBURGH 
& POINTS  WEST 
Travel  East  on  Pa  Turnpike  to 
Int  19  Go  South  on  1-283  for  30 
miles  into  Route  30  East  for  6 
miles  to  Americana  Host  Farm 
Resort 


FROM  PHILADELPHIA 
Take  Pa.  Turnpike  West  to  Inter- 
change No  21  Travel  South  on 
U S Rte.  222  to  U S Route  30 
Travel  East  on  U S Route  30,  ap- 
proximately 5 miles  to  Americana 
Host  Farm  Resort 


FROM  BALTIMORE 
& WASHINGTON 
Go  North  on  Interstate  Route 
83  to  York,  Pa  Turn  East  on  U S 
Route  30  tor  32  miles  to  Ameri- 
cana Host  Farm  Resort 


BY  AIR 

Harrisburg  International  Airport 
(just  35  minutes  from  Host  by  lim- 
ousine or  car)  via  TWA  and  U S 
Air,  and  Lancaster  Airport  only 
minutes  away  with  daily  flights  via 
U S Air 

BY  RAILROAD 
Amtrak  to  Lancaster  Station 
Taxi  and  Rent-a-Car  Service 
available 
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i Americana  Host  Farm  Resort 

HOUSING  APPLICATION 
221st  ANNUAL  MEETING 
THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


THURSDAY,  APRIL  30,  TO  SUNDAY,  MAY  3,  1987 


HE  FOLLOWING  ARE  ALL-INCLUSIVE  PACKAGE  PLANS  BASED  ON 
ODIFIED  AMERICAN  PLAN,  INCLUDING  DINNER  AND  BREAKFAST 
AILY  STARTING  WITH  DINNER  ON  THE  DAY  OF  ARRIVAL,  THE  SAT- 
RDAY  NIGHT  BANQUET,  LIVE  CABARET  SHOWS  EACH  EVENING 
MATURING  A DIFFERENT  SHOW  EVERY  NIGHT,  STATE  SALES  TAX, 
ND  ALL  GRATUITIES  COVERING  BELLMEN  FOR  IN/OUT  LUGGAGE 
ERVICE,  CHAMBERMAIDS,  AND  ALL  MEAL  SERVICE  AS  OUTLINED: 


OUR-NIGHT  PACKAGE 

Ml .00  PER  PERSON,  SINGLE  OCCUPANCY 
326.85  PER  PERSON,  DOUBLE  OCCUPANCY 

144.00  PER  CHILD  SHARING  A ROOM  WITH  PARENTS 

HREE-NIGHT  PACKAGE 

345.00  PER  PERSON,  SINGLE  OCCUPANCY 
|255.00  PER  PERSON,  DOUBLE  OCCUPANCY 

108.00  PER  CHILD  SHARING  A ROOM  WITH  PARENTS 


Forms  received  after  April  1,  1987, 
will  be  confirmed  on  an  “if  available” 
basis. 

Fill  out  only  one  form  for  each  room 
required. 

DEPOSIT  OF  $100  PER  ROOM 
MUST  ACCOMPANY  FORM  TO 
CONFIRM  RESERVATIONS. 

Please  make  check  payable  to  HOST 
FARM.  Major  credit  cards  accepted 
at  hotel,  but  not  for  deposit. 

Hotel  confirmation  is  required  for 
check-in. 

Send  form  and  deposit  to: 


WO-NIGHT  PACKAGE 

249.00  PER  PERSON,  SINGLE  OCCUPANCY 
183.65  PER  PERSON,  DOUBLE  OCCUPANCY 
72.00  PER  CHILD  SHARING  A ROOM  WITH 


Host  Reservations 

2300  Lincoln  Highway  East 

Lancaster,  PA  17602 


PARENTS 


717-299-5500 


IHECK  TYPE  OF  ROOM  REQUIRED:  □ SINGLE  OCCUPANCY  □ DOUBLE  OCCUPANCY 


’LEASE  NOTE:  Number  of  persons  attending  the  Inaugural  Dinner-Dance  honoring  President-Elect  and  Mrs.  Harry 
M.  Carnes  on  Saturday,  May  2,  1987 


LEASE  PRINT  OR  TYPE  THE  FOLLOWING  INFORMATION: 


IAME: NO.  of  CHILDREN:. 

HARING  ROOM  WITH: CHILDREN’S  AGES: 


DDRESS: 


!ITY: 

IUSINESS  PHONE  NO 

;HECK  IF  OFFICIAL  DELEGATE 

.RRIVAL  DATE 

DEPARTURE  DATE 


DAY 

DAY 


STATE: ZIP: 

HOME  PHONE  NO 

COUNTY: 

CHECK-IN:  AFTER  4 PM 
CHECK-OUT:  BY  12  NOON 


MEDICAL  SOCIETY  OF  NEW  JERSEY— 221st  ANNUAL  MEETING 


#13242 


VOL.  84— NUMBER  1— JANUARY  1987 


61 


. ANNUAL  CME  ASSEMBLY  V, 

presented  by  the 

MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

Clinical  Dilemmas  & 
Controversies 

MARCH  13-15,  1987 

THE  NEW  YORK  HILTON,  NEW  YORK  CITY 

■ 

HIGHLIGHTS 

20  CME  Sessions;  Panel  Discussions;  70 
Technical  Exhibits;  two  Receptions;  Presi- 
dent’s Dinner  Dance. 

Registration:  There  is  no  fee  for  members  of 
the  New  Jersey  State  Medical  Society,  resi- 
dents, medical  students,  or  medical  assis- 
tants. Non-member  physicians— $50;  Allied 
Professions  $10.  We  are  accredited  by  the 
Accreditation  Council  for  CME. 

■ 

For  a copy  of  the  preliminary  program,  con- 
tact: MSSNY,  420  Lakeville  Road,  P.O.  Box 
5404,  Lake  Success,  N.Y.  11042. 

Attn:  Division  of  Meeting  Services 

\ (516)  488-6100  / 


ASSOCIATES  IN  SEX 
AND 

MARITAL  THERAPY 

• • • 

Richard  M.  Samuels,  Ph.D. 

Diplomate,  ABPP,  Fellow,  A.P.A. 

Clinical  Instructor,  Dept.  OB/GYN 
New  Jersey  Medical  School 

• 

Daniel  N.  Watter,  Ed.D. 

Board  Certified  Sexologist,  ACS 
Clinical  Member,  AAMFT 

• 

Martha  Calderwood,  M.A. 

Deputy  Director  of  Education, 

Human  Sexuality  Program,  Dept.  OB/GYN 
New  Jersey  Medical  School 

• • • 

Professional  Membership: 

Impotence  Institute  of  America 
Organizational  Membership: 

AASECT 

• • • 

Specializing  in  Sex  & Marital  Therapy 

• • • 

ONE  KINDERKAMACK  RD. 

ORADELL,  N.J.  07649 
(201)  599-9889 


118  NO.  BEVERWYCK  RD. 
LK.  HIAWATHA,  N.J.  07034 
(201)  335-3677 


ONE  SHADOWLAWN  DR. 
SPRINGFIELD,  N.J.  07081 
(201)  376-7888 


THE  LIKOFF  CARDIOVASCULAR  INSTITUTE 


and 


THE  DIVISION  OF  CARDIOLOGY 
HAHNEMANN  UNIVERSITY 

PRESENT 

CARDIOLOGY  TODAY 

January  28,  1987 

“The  Assessment  of  Cardiac  Patients  Undergoing 
Non-Cardiac  Surgical  Procedures” 


MODERATOR:  RONALD  S.  PENNOCK,  M.D. 


4:00  PM 
4:30  PM 
5:00  PM 
5:30  PM 


EKG,  Holter 
IMAGING 

PRE-OP  MANAGEMENT 

INTRA  AND  POST  OPERATIVE  MANAGEMENT 


Gary  J.  Anderson,  M.D. 
Gary  S.  Mintz,  M.D. 
Ronald  S.  Pennock,  M.D. 
Joseph  Carver,  M.D. 


Designed  for  the  physician  in  practice  faced  with  the  care  of  critically  ill  patients 
CME  CATEGORY  I CREDITS  CERTIFIED  • NO  REGISTRATION  FEE  REQUIRED 
Conferences  are  held  in  Lecture  Hall  “A” 

Second  Floor — New  College  Building 
Hahnemann  University,  15th  and  Vine  Streets,  Philadelphia,  PA  19102 
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CME  Calendar 


The  following  is  a list  of 
continuing  medical 
education  courses  for  the 
next  two  months.  Contact  the 
sponsoring  organization  for 
further  information. 


This  list  is  compiled  through  the  coop- 
eration of  the  Committee  on  Medical 
Education  of  the  Medical  Society  of  New 
Jersey,  The  Academy  of  Medicine  of 
New  Jersey,  the  New  Jersey  Chapter  of 
the  American  Academy  of  Family  Physi- 
cians, and  the  Office  of  Continuing 
Medical  Education  of  the  UMDNJ.  For 
information  on  accreditation,  please 
contact  the  sponsoring  organization(s), 
indicated  by  italics— last  line  of  each 
item. 

ANESTHESIOLOGY 

February 

7 Clinical  Anesthesia:  1987 

8 a.m.-4  p.m. — NJ  Medical  School, 

Med.  Science  Bldg.,  Newark 
(UMDNJ) 

1 1 Anesthesiology  Case  Presentation 

7: 1 5 A.M.— Robert  Wood  Johnson 
Medical  School,  Rm.  593, 

New  Brunswick 
(UMDNJ) 

March 

1 1 Anesthesiology  Case  Presentation 

7: 1 5 A.M.— Robert  Wood  Johnson 
Medical  School,  Rm.  593, 

New  Brunswick 
(UMDNJ) 

1 3 28th  Annual  Postgraduate 

14  Anesthesiologists  Seminar 

15  The  Hyatt,  Cherry  Hill 
(NJ  State  Society  of 
Anesthesiologists  andAMNJ) 

CARDIOLOGY 

February 

26  Thromboembolis-Thrombolytic 
Therapy 

1 1 :30  A.M.- 1 2:30  p.m.— Christ 
Hospital,  Jersey  City 
(AMNJ) 

March 

1 0 Pathophysiology  and  Treatment  of 
Acute  Congestive  Heart  Failure 


9-10  a m.— Holy  Name  Hospital, 
Teaneck 

(Alexian  Brothers  Hospital  and 
AMNJ) 

(Holy  Name  Hospital  andAMNJ) 

4 

Medical  Lecture  Series 

13 

The  LRC  Coronary  Prevention 

11 

10:30  am.- 12  noon — Christ 

Trial  and  Its  Implications 

18 

Hospital,  Jersey  City 

20 

Anticoagulants  in  Heart  Disease 

25 

(Christ  Hospital  andAMNJ) 

8:30  A.M.— United  Hospitals  Medical 

4 

Endocrine  Conferences 

Center,  Annex.  Aud.,  Rms.  B and  C, 

11 

3:30-5 p.m— Rotates  between 

Newark 

18 

Newark  Beth  Israel  Medical  Center, 

(United  Hospitals  Medical  Center 
and  AMNJ) 

25 

United  Hospitals,  University 
Hospital,  Newark,  and  VA  Medical 

14 

Cardiac  Rehabilitation 

8-9  a.m.— Newcomb  Medical  Center, 

Center,  East  Orange 
(Endocrine  Section,  AMNJ) 

Vineland 

(AMNJ) 

6 

Diet  and  Prescription  of 
Hyperlipidemia 

26 

Silent  Myocardial  Ischemia 

1 1 a.m  -12  noon — St.  Joseph's 
Hospital  and  Medical  Center, 

12  noon— St.  Mary’s  Hospital, 
Orange 

(St  Mary's  Hospital  andAMNJ) 

Paterson 

6 

Department  of  Medicine  Grand 

(St  Joseph's  Hospital  and  Medical 
Center) 

20 

Rounds 

9-10  a m — Crean  Hall,  St.  Francis 
Medical  Center,  Trenton 

MEDICINE 

(St.  Erancis  Medical  Center  and 

February 

AMNJ) 

2 

Rheumatology  Staff  Conferences 

6 

Multidisciplinary  Cancer 

5:30  p.m— Robert  Wood  Johnson 

13 

Conferences 

Medical  School,  Academic  Health 

20 

1 1 a m — 1 2 noon— Wallkill  Valley 

Center,  Rm.  393,  New  Brunswick 
(UMDNJ) 

27 

General  Hospital  Annex,  Sussex 
(Wallkill  Valley  General  Hospital 

3 

Anaerobic  Infections 

and  AMNJ) 

17 

Septic  Shock 

8:30  a m — Palisades  General 

6 

Cancer  of  the  Bladder  and 
Prostate 

Hospital,  North  Bergen 

13 

Parkinsonism 

(Palisades  General  Hospital  and 

20 

Management  of  Decubitis  Ulcers 

AMNJ) 

27 

Review  of  Recent  Decisions  on 

4 

UTI 

10:30-1  1:30  a.m.— St.  Maiy’s 
Hospital,  Passaic 

Terminal  Care 

12  noon — Bridgeton  Hospital 
(Bridgeton  Hospital  andAMNJ) 

(AMNJ) 

9 

Thyroid  Diseases 

4 

Medical  Grand  Rounds 

1 1:30  a m - 1 p.m. -VA  Medical  Center, 
East  Orange 

(Endocrine  Section,  AMNJ) 

7 p.m  -Wallkill  Valley  General 
Hospital,  Sussex 

(Wallkill  Valley  General  Hospital 
and  AMNJ) 

4 

Abstract  Presentation 

2-5  p.m  — Morristown  Memorial 
Hospital 

(NJ  Gastroenterological  Society 
and  AMNJ) 

10 

Industrial  Medicine— Chemicals 
and  Health 

12  noon-1  p.m.— The  Hospital  Center 

at  Orange 

(AMNJ) 

4 

Fluid  and  Electrolyte  Imbalance 

1 :30  p.m  — Essex  County  Hospital 
Center,  Cedar  Grove 
(Essex  County  Hospital  Center 
andAMNJ) 

10 

Renal  Biopsy  Conferences 

12:30-2  p.m  — Bamert  Memorial 
Hospital,  Paterson 
(Bamert  Memorial  Hospital  and 
AMNJ) 

4 

Dinner  Meeting 

6-9:30  p.m  — Holiday  Inn,  Newark 
Airport 

(Endocrine  Section,  AMNJ) 

10 

Dermatology  Program 

8-10  p.m— Schering  Corporation, 
Kenilworth 

(NJ  Dermatological  Society  and 

4 

Pathogenesis  of  Systemic 

AMNJ) 

Sclerosis  and  Related  Disorders 

11 

Albert  Siegel  Memorial 

11 

Pathogenesis  of  Bronchial  Asthma 

Symposium 

25 

New  Perspectives  on  Pharmaco- 
logical Therapy  for  Obesity 

12  noon-1  p.m  — Robert  Wood 
Johnson  Medical  School,  Med. 

2-5  p.m.— St.  Barnabas  Medical 
Center,  Livingston 
(NJ  Gastroenterological  Society 
and  AMNJ) 

Educ.  Bldg.,  Rm.  102, 
New  Brunswick 
(UMDNJ) 

12 

Cartilaginous  Changes  in 
Osteoarthritis  and  Rheumatoid 
Arthritis:  Clinical  Implications 

4 

Update  on  Immunizations  at 
Home  and  Abroad 

1 1 a.m.  12  noon— St.  Joseph's 
Hospital  and  Medical  Center, 

11 

Update  on  the  Treatment  of  Large 
Cell  Lymphoma 

Paterson 

(St  Joseph's  Hospital  and  Medical 

18 

Oncology  Update 

Center) 

25 

Special  Problems  with  Platelets 

8:30- 1 0:30  a.m.— Grassmann  Hall, 
Alexian  Brothers  Hospital, 
Elizabeth 

12 

AIDS  Symposium:  Six  Years  After 
the  First  Reported  Cases  in  the 
United  States 

Gibraltar  Institute  for  Research 
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THE  PHILADELPHIA  HEART  INSTITUTE 

of  Presbyterian-University  of  Pennsylvania  Medical  Center 

CARDIOLOGY  UPDATE  . . . 


is  designed  for  the  Physician  and  provides  an  intensive  survey  of  the 
current  status  of  Clinical  Cardiology  . . . 


WEDNESDAY 

FEBRUARY  4,  1987 
3 :00  to  5 :30  PM 


DIAGNOSIS  AND  MANAGEMENT  OF  HYPERTENSION 

MODERATOR:  BERNARD  SEGAL,  M.D. 


Risk  Factors  and  Natural  History 
Case  Presentations 

Old  and  New  Antihypertensive  Drugs 

Diagnosis  and  Treatment  of  Renovascular  Hypertension 

Questions  and  Answers 


Lloyd  Klein,  M.D. 
Charles  Cummings,  M.D. 
Robert  Stote,  M.D. 
Allan  Schwartz,  M.D. 
The  Audience 


No  Registration  Fee 

No  Advance  Registration  Required 

CME  Credits* 


* * Wine  and  Cheese  Served  Following  Each  Session  * * 

Scheie  Eye  Institute  Auditorium 
Presbyterian-University  of  Pennsylvania 
Medical  Center 
39th  and  Market  Streets 
Philadelphia,  Pennsylvania 

Parking  Available  (at  discount  rate.) 


♦The  University  of  Pennsylvania  School  of  Medicine  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  to  sponsor 

of'Stt.ro^  firPK  T,ty  °f  Pen4nSyl!fm?  lCh0°'  °f  MedlCme  deslSnates  this  continuing  medical  activity  for  22.5 
credit  hours  ot  Category  I of  the  Physicians  Recognition  Award  of  the  AMA  (2.5  credit  hours  each  lecture).  ^ 
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and  Training 
(AMNJ) 

New  Brunswick 
(UMDNJ) 

13 

Alzheimer’s 

9- 1 0 am  — Memorial  General 
Hospital,  Union 

(NJ  Departments  of  Health  and 
Community  Affairs  and  AMNJ) 

18 

Dermatology  Conferences 

6-9  p.m.— Rutgers  Community 
Health  Plan,  U.S.  Hwy.  1, 

New  Brunswick 

(Rutgers  Community  Health  Plan 

13 

Alzheimer’s 

and  AMNJ) 

1 1 :30  am,  1 2:30  p.m. -Overlook 
Hospital,  Summit 
(NJ  Departments  of  Health  and 
Community  Affairs  and  AMNJ) 

18 

Regional  Urology  Rounds 

7-8:30  am  — Robert  Wood  Johnson 
Medical  School,  Rm.  108B, 

New  Brunswick 

13 

AIDS 

(UMDNJ) 

12  noon-1  p.m.— Freehold  Area 
Hospital 

(NJ  Department  of  Health  and 
AMNJ) 

19 

Current  Progress  in  the 
Management  of  Certain  States  of 
Prostatic  Carcinoma 

5-6:30  p.m  — Somerset  Medical 

17 

Septic  Shock 

8:30  am  ,9:30  am.— Palisades 
General  Hospital,  North  Bergen 

Center,  Somerville 

(Somerset  Medical  Center  and 

AMNJ) 

(Palisades  General  Hospital  and 
AMNJ) 

20 

Current  Chemotherapy 

9 am  — St.  Francis  Medical  Center, 

17 

Continuous  Ambulatory 
Peritoneal  Dialysis 

12  noon-1  p.m.— St.  Mary's  Hospital, 

Trenton 

(St  Brands  Medical  Center  and 
AMNJ) 

Orange 

(St  Mary's  Hospital  and  AMNJ) 

20 

Vaccines  and  Immunizations: 
Hepatitis,  Tetanus,  Toxoid, 

17 

Blood-Membrane  Interactions  in 
Hemodialysis 

4-5  p.m.— Robert  Wood  Johnson 
Medical  School,  Rm.  393, 

Pneumovax 

10:45  am  — Greystone  Park 
Psychiatric  Hospital 
(Greystone  Park  Psychiatric 

DAILY  SCHEDULE 
221st  MSNJ  ANNUAL  MEETING 
Americana  Host  Farm  Resort 
Lancaster,  Pennsylvania 

Wednesday,  April  29,  1987 

3:30  p.m. — Board  of  Trustees’  Meeting 

Thursday,  April  30,  1987 

9:00  am. — Registration  Opens 
9:00  am. — Message  Center  Opens 
2:00  p.m. —House  of  Delegates 
4:00  p.m. — Reference  Committees 

Friday,  May  1,  1987 

8:00  am. — Registration  Opens 

8:00  am. — Message  Center  and  Exhibits  Open 

9:00  am. — House  of  Delegates  (election) 

12:00  noon— Golden  Merit  Award  Ceremony  followed  by  Reception 
2:30  p.m.—  Reference  Committees 
5:00  p.m. — JEMPAC  Political  Forum 
5:45  p.m.— JEMPAC  Wine  and  Cheese  Reception 

Saturday,  May  2,  1987 

8:00  am. — Registration  Opens 

8:00  am.— Message  Center  and  Exhibits  Open 

8:30  am  — House  of  Delegates 

1:30  p.m— House  of  Delegates 

6:30  p.m. — Inaugural  Reception  followed  by  Inaugural  Dinner 
Sunday,  May  3,  1987 
8:00  am  — Registration  Opens 
8:00  am.— Message  Center  Opens 

8:30  am. — Program  on  one  topic  of  major  interest  to  the  physician 
1:00  p.m. — Board  of  Trustees’  Meeting 


Hospital  and  AMNJ) 

20  Thrombolytic  Agents 
27  Medical  Mortality  Conferences 

8:30  am  — United  Hospitals  Medical 
Center,  Annex  Aud.,  Rms.  B and  C, 
Newark 

(United  Hospitals  Medical  Center 
and  AMNJ) 

24  Management  of  the  Child  and 

Adolescent  with  Diabetes  Mellitus 

8:30- 1 0:30  am.— St.  Joseph’s 
Hospital  and  Medical  Center, 
Paterson 

(St.  Joseph's  Hospital  and  Medical 
Center) 

24  Alzheimer’s 

12  noon  1 p.m  — Hospital  Center  at 
Orange 

(NJ  Departments  of  Health  and 
Community  Affairs  and  AMNJ) 

March 

2 Rheumatology  Staff  Conferences 

5:30  p.m  — Robert  Wood  Johnson 
Medical  School,  Academic  Health 
Center,  Rra.  393,  New  Brunswick 
(UMDNJ) 

3 Chemicals  and  Health 

8:30  am  — Palisades  General 
Hospital,  North  Bergen 
(AMNJ) 

4 Medical  Grand  Rounds 

1 1:30  am  - 1 p.m.— VA  Medical  Center, 
East  Orange 

(Endocrine  Section,  AMNJ) 

4 Dinner  Meeting 

6-9:30  p.m  — Holiday  Inn, 

Newark  Airport 
(Endocrine  Section,  AMNJ) 

4 8th  Annual  Statewide  Tumor 
Board  Conference  Dinner 

6 p.m  — MSNJ  Executive  Offices, 
Lawrenceville 

(Oncology  Society  of  NJ  and 
AMNJ) 

4 Dermatology  I 
1 1 Dermatology  II 
18  Dermatology  m 

25  Allergy/Immunology  I 

8:30-10:30  am  — Alexian  Brothers 
Hospital,  Grassman  Hall,  Elizabeth 
(Alexian  Brothers  Hospital  and 
AMNJ) 

4 Medical  Lecture  Series 

11  1 0:30  am,  1 2 noon — Christ 
18  Hospital.  Jersey  City 
25  (Christ  Hospital  and  AMNJ) 

4 Biliary  Tract,  Which  Test  is  Best? 
11  To  Be  Announced 
18  Diuretics:  Sailing  Between  Scylla 
and  Charybdis 

25  Lipids,  Silent  Ischemia  and  the 
Hot  Reactors 

12  noon-1  p.m  — Robert  Wood 
Johnson  Medical  School,  Med. 
Educ.  Bldg.,  Rm.  102, 

New  Brunswick 
(UMDNJ) 

4 Endocrine  Conferences 

1 1 3:30-5  p.m.— Rotates  between 

18  Newark  Beth  Israel  Medical  Center, 
25  United  Hospital,  University 

Hospital,  Newark,  and  VA  Medical 
Center,  East  Orange 
(Endocrine  Section,  AMNJ) 

5 Recent  Advances  in  Vitamin 
Metabolism 
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JEFFERSON  MEDICAL  COLLEGE 
THOMAS  JEFFERSON  UNIVERSITY 
in  Historic  Philadelphia 

THE  DEPARTMENT  OF  SURGERY 
AND  THE  OFFICE  OF 
CONTINUING  MEDICAL  EDUCATION 

present 

CURRENT  ISSUES  IN  MORBID  OBESITY 

at 

The  Barclay  Hotel 
Philadelphia,  Pennsylvania 

Thursday,  March  12,  1987 

This  is  a multi-discipiinary  program  designed  to 
provide  insight  into  the  consequences  of  morbid  obesi- 
ty. The  program  will  provide  physicians  with  a better 
appreciation  and  understanding  of  the  current  medical, 
surgical,  and  psychological  treatment  of  morbid  obesi- 
ty, and  will  include  considerations  of  history,  tech- 
niques, and  biological  aspects  of  the  problem. 

• limited  to  125  participants 

• 6 credit  hours  in  Category  1 

For  information  regarding  registration  call: 

Office  of  Continuing  Medical  Education 
(215)  928-6992 

For  information  regarding  course  content  call: 

James  E.  Colberg,  M.D.,  Course  Director 
Jerome  J.  Vernick,  M.D.,  Course  Director 
(215)  928-6925 


tear  out  and  mail  to: 

Current  Issues  in  Morbid  Obesity 
Jefferson  Medical  College 
Office  of  Continuing  Medical  Education 
1025  Walnut  Street— Room  G-3 
Philadelphia,  PA  19107 

Name 

Address 

City 

State Zip  Code 


JEFFERSON  MEDICAL  COLLEGE 
THOMAS  JEFFERSON  UNIVERSITY 

THE  DEPARTMENT  OF 
OTOLARYNGOLOGY  AND 
THE  OFFICE  OF 

CONTINUING  MEDICAL  EDUCATION 

present 

ADVANCED  LASER  FOR 
HEAD  AND  NECK  SURGERY 

at 

The  Hyatt  Regency  Hilton  Head 
Hilton  Head  Island,  South  Carolina 
March  25-28,  1987 

Anesthesiologists 

and 

Otolaryngologists 

• limited  to  75  participants 

• 16  credit  hours  in  Category  1 

• participation  includes  four  (4)  half  day 
sessions 

• fee:  $500.00 

Registration  fee  includes  course  syllabus,  continental  break- 
fast, coffee  break  and  evening  reception. 

For  information  regarding  registration  call: 

Office  of  Continuing  Medical  Education 
(215)  928-6992 

For  information  regarding  course  content  call: 

Louis  D.  Lowry,  M.D.,  Program  Director 
(215)  928-6784 


tear  out  and  mail  to 

Advanced  Laser  for  Head  and  Neck  Surgery 
Jefferson  Medical  College 
Office  of  Continuing  Medical  Education 
1025  Walnut  Street— Room  G-3 
Philadelphia,  PA  19107 

Name 


Address 


^'a‘e .Zip  Code 

I am  interested  in  attending  the  course  at  Hilton  Head 
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9  a.m.— United  Hospitals  Medical 
Center,  Annex  Aud.,  Rms.  B and  C, 
Newark 

(United  Hospitals  Medical  Center 
and  AMNJ) 

6 Current  Prescription  of  Asthma 

12  noon — St.  Mary's  Hospital, 

Orange 

(AMNJ) 

6 Department  of  Medicine  Grand 
20  Rounds 

9-IOa.m.— Crean  Hall,  St.  Francis 
Medical  Center,  Trenton 
(St.  Francis  Medical  Center  and 
AMNJ) 

6 Diabetes 
13  Silent  Coronary 
20  Minimum  Inhibitory 
27  Concentrations  and  Antibiotic 
Sensitivity 
Update  on  Oncology 
12  noon— Bridgeton  Hospital 
(Bridgeton  Hospital  and  AMNJ) 

6 Current  Prescription  of  Asthma 
17  Ventilatory  Failure 

12  noon— St.  Mary’s  Hospital, 
Orange 

(St  Mary's  Hospital  and  AMNJ) 

10  Can  Cancer  Be  Prevented? 

1 2 noon— West  Jersey  Hospital, 

Camden  Division 

(AMNJ) 

10  Hyperalimentation 

12  noon-1  p.m  — The  Hospital  Center 

at  Orange 

(AMNJ) 

10  Renal  Biopsy  Conferences 

12:30-2  p.m.— Bamert  Memorial 
Hospital  Center,  Paterson 
(Bamert  Memorial  Hospital  and 
AMNJ) 

10  Dermatology  Program 

8-10  p.m— Sehering  Corp., 
Kenilworth 

(NJ  Dermatological  Society  and 
AMNJ) 

1 1 Adrenal  Diseases 

10:30-1  1:30  a.m.— St.  Mary's 
Hospital,  Passaic 
(AMNJ) 

1 1  Pharyngitis: 

Approaches—  1 986- 1 987 

1:30-2:30  p.m.— Essex  County 
Hospital  Center,  Cedar  Grove 
(AMNJ) 

11  To  Be  Announced 

2-5  p.m  — St.  Barnabas  Medical 
Center,  Livingston 
(NJ  Society  for  Gastrointestinal 
Endoscopy  and  AMNJ) 

12  Adrenal  Diseases 

1 1 am.— St.  Joseph’s  Hospital  and 
Medical  Center,  Paterson 
(AMNJ) 

13  Alzheimer’s 

12  noon-1  p.m  — Freehold  Area 
Hospital 

(NJ  Departments  of  Health  and 
Community  AJJairs  and  AMNJ) 

17  Newer  Approaches  to 
Hyponatremia 

4-5  p.m  — Robert  Wood  Johnson 
Medical  School,  Rm.  383, 

New  Brunswick 
(UMDNJ) 
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1 7  Nephrotoxicity  of  Common  Drugs 

8:30  A.M.— Palisades  General 
Hospital,  North  Bergen 
(AMNJ) 

1 7 Preventing  Progressive  Renal 
Disease 

6:30  P.M.— 

(Nephrology  Society  of  NJ  and 
AMNJ) 

18  Anaerobic  Infections 

9 a.m.— Warren  Hospital, 

Phillipsburg 

(AMNJ) 

18  Renal  Urology  Rounds 

7-8:30  am— Robert  Wood  Johnson 
Medical  School,  Rm.  108B, 

New  Brunswick 
(UMDNJ) 

18  Dermatology  Conferences 

6-9  p.m  — Rutgers  Community 
Health  Plan,  U.S.  Hwy.  1, 

New  Brunswick 

(Rutgers  Community  Health  Plan 
and  AMNJ) 

19  Antibiotics:  Proper  Use  of 

2 p.m— John  E.  Runnells  Hospital, 

Berkeley  Heights 

(AMNJ) 

1 9 New  Update  in  Treating  Infections 
in  the  Geriatric  Patient 

5-6:30  p.m  — Somerset  Medical 
Center,  Somerville 
(Somerset  Medical  Center  and 
AMNJ) 

20  Indications  for  Invasive  Studies 

9 a.m.— St.  Francis  Medical  Center, 
Trenton 

(St  Francis  Medical  Center  and 
AMNJ) 

27  Medical  Mortality  Conference 

8:30  a.m.— United  Hospitals  Medical 
Center,  Annex.  Aud.,  Rms.  B and  C, 
Newark 

(United  Hospitals  Medical  Center 
and  AMNJ) 


NEUROLOGY/PSYCHIATRY 

February 

5 Neurology  Grand  Rounds 

12  3-5  p.m  — Med.  Educ.  Bldg.,  Rm. 

19  108A  Robert  Wood  Johnson 

26  Medical  School,  New  Brunswick 
(UMDNJ) 

5 Case  Seminars  and  Supervision 
19  To  Improve  Psychotherapeutic 

Technique 

8- 1 0 p.m  — 3 1 2 Harding  Dr„ 

So.  Orange 

(Advanced  Psychiatric  Study 
Group  and  AMNJ) 

6 New  Developments  in  Alzheimer’s 
Disease 

8:30  am  — United  Hospitals  Medical 
Center,  Annex  Aud.,  Rms.  B and  C, 
Newark 

(United  Hospitals  Medical  Center 
and  AMNJ) 

1 1 Multimodal  Therapy 

8:30-10  am  — Elizabeth  General 
Medical  Center 
(Elizabeth  General  Medical 
Center) 

19  AIDS 

3-4  p.m— Ancora  Psychiatric 

Hospital 

(AMNJ) 

March 

4 Deinstitutionaliza- 
tion/Management Issues  of 
Chronic  Patients 

8:30-10  am  — Elizabeth  General 
Medical  Center 
(Elizabeth  General  Medical 
Center) 

5 Case  Seminars  and  Supervision 
19  To  Improve  Psychotherapeutic 
Technique 

8-10  p.m  — 3 1 2 Harding  Dr„ 

So.  Orange 

(Advanced  Psychiatric  Study 
Group  and  AMNJ) 


ARE  YOU  MOVING? 

If  so,  please  send  a change  of  address  to  NEW  JERSEY 
MEDICINE,  Medical  Society  of  New  Jersey,  Two  Princess 
Road,  Lawrenceville,  NJ  08648,  at  least  six  weeks  before 
you  move. 


Name 

Address 

City State Zip 

County _ 
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March-October  1987  Tues.  Eves.  4-7  p.m. 


BOARD* 

REVIEW 


TUITION:  $1200 

Accreditation:  63  AMA  Category  I credit  hours. 
Pending:  63  AAFP  and  63  ACEP  credit  hours. 

For  New  York  metropolitan  area  physicians:  Twenty  one 
weekly  3-hour  sessions  spread  over  a 21  week  period  to 
prepare  for  the  written  portion  (Part  I)  of  the  Emergency 
Medicine  Board  Examination,  plus  two,  2-hour  (“1  on  1”) 
patient  management  encounters  for  each  registrant  that 
simulates  and  prepares  candidates  for  the  oral  portion 
(Part  II)  of  the  Board  Examinations. 

Information  available  on  #315  EMERGENCY  MEDICINE, 

May  11-14,  1987  Monday-Friday 

FOR  FURTHER  INFORMATION:  NYU  Post-Graduate  Medical  School, 
550  First  Avenue,  New  York,  N Y.  10016  (212)  340-5295  (24-hour  service) 


RHINOPLASTY: 

A STATE  OF  THE  ART  SYMPOSIUM 

JEFFERSON  MEDICAL  COLLEGE 
PHILADELPHIA,  PA 
FRIDAY-SATURDAY 
MARCH  13-14,  1987 

COURSE  DIRECTORS 

Louis  D.  Lowry,  M.D.  & Herbert  Kean,  M.D. 

FACULTY: 

Visiting 

Robert  L.  Simons,  M.D.,  FACS,  Howard  W.  Smith,  M.D. 
Guest 

Anthony  Farole,  D.D.S.,  Frank  I.  Marlowe,  M.D.,  David 
Reiter,  M.D.,  Charles  L.  Rojer,  M.D.,  FACS,  Jason  H. 
Solomon,  M.D.,  Lawrence  W.C.  Tom,  M.D. 

DESCRIPTION: 

Anatomy,  surgical  pre-op  evaluation,  cephalometric  exam- 
ination, rhinomanometrics,  nasal  endoscopy,  photography 
(still  & video),  cosmetic  considerations  pre-  and  post-operat- 
ively,  anesthesia  techniques,  complication,  and  surgical 
consideration  pre-operatively  and  intra-operatively. 

FEES: 

$350.00  Physicians 
$100.00  Residents 

Limited  Enrollment,  C.M.E.  Accreditation  16  Hours 
Category  1 

FOR  INFORMATION  CONTACT:  Office  of  Continuing  Medical 
Education,  Jefferson  Medical  College,  1025  Walnut  Street, 
Philadelphia,  PA  19107  (215)  928-6992. 


ARE  YOU  PROPERLY  CLASSIFIED? 
PROFESSIONAL  MALPRACTICE  LIABILITY 


OCCURRENCE  PLUS— 1/3,000,000  LIMITS 


New  Doctors  50% 

of  Prem. 

Urology-Surg. 

16,621 

GP— No  Surgery 

4,927 

Neurosurgery 

36,400 

Orthopedic  Surg. 

30,418 

Obst-Gynec. 

24,534 

Internal  Medicine 

6,325 

Abdominal  Surg. 

11,475 

General  Surgery 
Colon  & Rectal 

22,005 

GP— Minor  Surg. 

6,325 

Surgery 

11,475 

Cardiology 

4,927 

OVER  100  OTHER 
CLASSIFICATIONS 


ROYNTON 

BOYNTON,  INC. 

42  MONMOUTH  ST. 

P.O.  BOX  887 
RED  BANK,  N.J.  07701 

MEDICAL  HOTLINE  1-800-822-0262 


NEW  YORK 
FERTILITY  RESEARCH 
FOUNDATION,  INC. 

For  the  Investigation  of 

Problems  of  Human  Infertility 

The  Foundation  provides  a complete 
diagnostic  and  consultation  service  for  in- 
fertile couples.  Investigations  are  con- 
ducted by  well-known  specialists  in  con- 
junction with  consultants  in  the  various 
fields  of  medicine  related  to  infertility. 

The  Foundation  is  supported  by  an  in- 
house  modern  laboratory  equipped  to  do 
most  tests  required  for  diagnosis  and 
treatment.  Literature  on  request. 

1430  Second  Avenue,  Suite  103 
New  York,  N.Y.  10021 
Phone:  (212)  744-5500 
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5 Neurology  Grand  Rounds 

12  3-5p.m  — Robert  Wood  Johnson 

19  Medical  School,  Med.  Educ.  Bldg. 

26  Rm.  108A.  New  Brunswick 
(UMDNJ-Robert  Wood  Johnson 
Medical  School) 

20  Temporal  Lobe  Epilepsy 
10:45  a.m.— Greystone  Park 
Psychiatric  Hospital 
(Greystone  Park  Psychiatric 
Hospital  and  AMNJ) 

OBSTETRICS/GYNECOLOGY 

February 

1 3 Treatment  of  Prolactinomas 

8:30  am  — United  Hospitals  Medical 
Center,  Annex  Aud.,  Rms.  B and  C, 
Newark 

(United  Hospitals  Medical  Center 
and  AMNJ) 

March 

24  Obstetrics  Update 

8- 10  p.m.— The  Englewood  Club 
(Englewood  Surgical  Society  and 
AMNJ) 

27  Semmelweis- Waters  Obstetrical 

28  and  Gynecological  Conference 

29  Resorts  International  Hotel, 

Atlantic  City 

(UMDNJ) 

PEDIATRICS 

February 

1 3 Immunotherapy  of  Neonatal 
Sepsis 

8-9  A.M.— Overlook  Hospital,  Summit 
(Overlook  Hospital  and  AMNJ) 

21  Toxicology/Pharmacology— 
Pediatrics 

8-9  A.M.— Newcomb  Medical  Center, 

Vineland 

(AMNJ) 

March 

3 Smoothing  the  Road  Home  for  the 
Child  with  Bronchopulmonary 
Dysplasia 

8 a.m.-3  p.m.— Woodbridge  Hilton, 
Iselin 

(Children's  Specialized  Hospital 
and  AMNJ) 

1 3 Recent  Advances  in  Immunology 
and  Immunotherapy 

8-9  A.M.— Overlook  Hospital,  Summit 
(Overlook  Hospital  and  AMNJ) 

24  Enhancing  the  Effectiveness  of 
Health  Education 

8:30- 1 0:30  am.— St.  Joseph's 
Hospital  and  Medical  Center, 
Paterson 

(St.  Joseph's  Hospital  and  Medical 
Center) 

RADIOLOGY 

February 

4 Current  Developments  in 
Diagnostic  Imaging  of  Value  to  the 
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Practicing  Physician 

8 a.m.  12:15  p.m.— Somerset  Medical 
Center,  Somerville 
(Somerset  Medical  Center  and 
AMNJ) 

5  Molecular  Medicine  Lecture 
1 2 Series 

19  4-6  p.m. — Coriell  Institute  for 

26  Medical  Research,  Copewood  St„ 
Camden 

(Institute for  Medical  Research 
and  AMNJ) 

19  Monthly  Meeting 

7:30  p.m.— Saint  Barnabas  Medical 
Center,  Livingston 
(Radiological  Society  of  NJ  and 
AMNJ) 

26  Visiting  Professor  Program 

1 :30  p.m  — Saint  Barnabas  Medical 
Center,  Livingston 
(Saint  Barnabas  Medical  Center 
and  AMNJ) 

26  Radiology — Ultrasound 

1 1 A.M.— St.  Joseph's  Hospital  and 
Medical  Center,  Paterson 
(St.  Joseph's  Hospital  and  Medical 
Center  and  AMNJ) 

March 

5 Molecular  Medicine  Lecture 
12  Series 

19  4-6  p.m  — Coriell  Institute  for 

26  Medical  Research,  Copewood  St„ 
Camden 

(Institute for  Medical  Research 
and  AMNJ) 

19  Monthly  Meeting 

7:30  p.m.— Saint  Barnabas  Medical 
Center,  Livingston 
(Radiological  Society  of  NJ  and 
AMNJ) 

2 1 Medical  and  Legal  Issues  in 

Diagnostic  Ultrasound:  Emphasis 
on  Obstetrics  and  Gynecology 

8 a.m  -4  p.m.— Robert  Wood  Johnson 
Medical  School,  New  Brunswick 
(NJ  Institute  of  Ultrasound  in 
Medicine  and  AMNJ) 

26  Visiting  Professor  Program 

1:30  p.m  — Saint  Barnabas  Medical 
Center,  Livingston 
(Saint  Barnabas  Medical  Center 
and  AMNJ) 

SURGERY 

February 

3 Surgery:  Visiting  Professor 
Program 

5-6  p.m.— Robert  Wood  Johnson 
Medical  School,  Room  102, 

New  Brunswick 
(UMDNJ) 

4 Surgical  Grand  Rounds 

11  8:30-10  A.M.-Robert  Wood  Johnson 

18  Medical  School,  Room  102, 

25  New  Brunswick 


(UMDNJ) 

1 1 High-Risk  Surgery 

10:30-1  1:30  a.m.— St.  Mary’s 
Hospital,  Passaic 
(AMNJ) 

1 2 Surgical  Management  of  Benign 
and  Malignant  Disease  of  the 
Breast 

7:30-8:30  a m — West  Jersey  Health 
System,  Eastern  Division,  Voorhees 
(West  Jersey  Health  System  and 
AMNJ) 

24  Microsurgical  Limb  Salvage 

8- 1 0 p.m  — Englewood  Club, 
Englewood 

(The  Englewood  Surgical  Society 
and  AMNJ) 

March 

3 Surgery:  Visiting  Professor 
Program 

5-6  p.m  — Robert  Wood  Johnson 
Medical  School,  Rm.  102, 

New  Brunswick 
(UMDNJ) 

4 Surgical  Grand  Rounds 

11  8:30- 10  a.m.— Robert  Wood  Johnson 

18  Medical  School,  Rm.  102, 

25  New  Brunswick 
(UMDNJ) 

1 1 Meeting  of  NJ  Society  of  Colon 
and  Rectal  Surgeons 

6:30  p.m  — The  Manor,  West  Orange 
(NJ  Society  of  Colon  and  Rectal 
Surgeons  and  AMNJ) 

24  Obstetrics  Update 

8-10  p.m  — The  Englewood  Club 
(Englewood  Surgical  Society  and 
AMNJ) 

SURGICAL  SPECIALTIES 
February 

5 Vascular  Surgery  Conference 

12  Rounds 

19  4-5  p.m  — Robert  Wood  Johnson 

26  Medical  School,  Med.  Educ.  Bldg., 
New  Brunswick 

(UMDNJ) 

March 

5  Vascular  Surgery  Conference 
12  Rounds 

19  4-5  p.m  — Robert  Wood  Johnson 

26  Medical  School,  Med.  Educ.  Bldg., 
New  Brunswick 
(UMDNJ) 

MISCELLANEOUS 

February 

4 Medicare — Past,  Present,  and 
Future 

6:30  p.m  — Holiday  Inn,  Monroe 
(Urology  Sectiorx  AMNJ) 

March 

9 Malpractice 

7 p.M.-Wallkill  Valley  General 

Hospital,  Sussex 

(AMNJ) 
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letters  to  the 
Editor 


October  8,  1986 

Dear  Dr.  Krosnick- 

The  October  1986  issue  focusing 
on  medical  records  proved  most 
interesting.  I would  suggest,  how- 
ever, that  the  optimum  beneficiary 
these  days  is  the  PRO  which  judges 
a patient’s  welfare  and  quality  of 
care  completely  on  the  basis  of  the 


medical  record.  This  makes  the  pa- 
tient come  out  a poor  third  in  the 
lottery. 

However,  the  subject  of  medical 
records  should  not  ignore  the  fact 
that  the  New  Jersey  Board  of  Nurses 
refuses  to  require  nurses  to  docu- 
ment lapses  in  nursing  care  to  hos- 
pitalized patients.  Thus,  medication 
doses  that  are  missed,  meals  that 
are  missed,  excessive  stays  in  x-ray, 
or  patients  lying  in  their  own  swill 
for  hours  do  not  have  to  be  docu- 
mented or  explained.  Yet  each  of 
these  may  compromise  patient  care 
for  which  the  doctor  may  be  blamed. 
If,  for  example,  a patient  in  gram 
negative  sepsis  arrives,  and  the  doc- 
tor writes  for  an  aminoglycoside 
which  is  not  delivered  for  eight 
hours  because  the  order  failed  to  get 
to  the  pharmacy  on  time,  these  de- 
tails will  not  be  found  on  the  chart. 

I had  a case  where  I discontinued 
saline.  The  nurse  for  reasons  known 
only  to  herself  substituted  distilled 
water  and  drowned  the  patient. 
When  the  nursing  board,  upset  at 
the  disclosure,  sent  two  investi- 
gators to  my  office,  I referred  them 
to  the  hospital,  where,  as  far  as  I 
know,  the  case  could  not  be  recon- 
structed. 

I think  the  membership  should 
think  hard  about  this  issue,  and 
urge  the  nursing  board  to  require 
that  such  lapses  be  documented,  so 
that  the  doctors,  held  accountable 
for  patient  care,  will  be  able  to  re- 
construct records  in  conflicts  with 


PRO  on  quality  care,  as  well  as  in 
litigations. 

(signed)  Charles  Harris,  M.D. 


October  16,  1986 
Dear  Dr.  Krosnick: 

I was  pleased  to  see  the  subject  of! 
medical  records  as  the  cover  story  in 
the  October  issue  of  NEW  JERSEY 
MEDICINE.  At  the  Medical  Board,  we 
long  have  been  concerned  with  the 
issue  of  inadequate  records.  Hope- 
fully, physicians  will  be  more  aware 
of  the  extreme  importance  of  not 
only  practicing  good  medicine  but 
properly  recording  that  practice. 

Physicians  must  be  reminded 
that  in  today’s  mobile  society,  their 
medical  records  in  many  cases  will 
be  depended  upon  by  other  health 
care  providers.  They  should  prepare 
their  records  so  that  not  only  are 
they  complete  but  they  also  are  suffi-  1 
ciently  clear  so  they  can  be  utilized 
by  other  physicians  who  may  be 
called  upon  to  serve  the  patient. 

Recently,  we  have  received  a 
number  of  complaints  concerning 
the  issue  of  confidentiality  of  the 
medical  record.  This  most  often  in- 
volves issues  concerning  private  in- 
dustry and  insurance  companies. 
Therefore,  a new  Medical  Records 
Rule  is  in  draft  stage  and  soon  will 
be  presented  to  the  full  Board, 
(signed)  Michael  B.  Grossman,  D.O. 

Secretary,  New  Jersey  State 
Board  of  Medical  Examiners 
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BOOK  REVIEWS 


Annual  Review  of 
Neuroscience;  Clinical 
Radiology  of  the  Spine  and 
Spinal  Cord;  Ear,  Nose  and 
Throat  Disorders  in 
Children;  The  Frontal  Lobes; 
Pediatric  Magnetic 
Resonance  Imaging; 
Radiology  of  the  Hand; 
Radiology  of  the  Kidney 


Annual  Review  of 
Neuroscience 
Volume  9 — 1 986 

W.  Maxwell  Cowan  (ed).  Palo  Alto, 
CA  Annual  Reviews,  Inc.,  1986.  Pp. 
531.  Illustrated  ($31) 

This  is  not  a book  for  the  casual 
reader  to  buy  but  it  is  one  to  take 
down  from  the  library  shelf  for  an 
update.  It  is  exciting  to  read  in  sim- 
plified language  what  the  neuro- 
scientists and  researchers  have 
been  doing  from  the  1970s  to  Janu- 
ary 1985  and  the  challenges  that  re- 
main. One  can  omit  the  technical 
formulae  (mathematical  and  chemi- 
cal) and  still  glean  a clear  insight 
into  the  subjects  covered.  References 
abstracted  are  complete,  but  sub- 
jects covered  are  by  no  means  the 
full  field.  However,  suggestions  for 
further  reading  are  offered.  Intro- 
ductions and  summaries  of  each 
subject  include  the  theory.  The 
proofs  are  to  be  found  in  the  chapter 
and  complete  references.  There  is  no 
cohesiveness  between  the  chapters. 
Relationships  to  other  fields  con- 
stantly are  pointed  out.  The  best 
chapter  concerns  basal  ganglia  cir- 
cuits in  primates.  Others  include 
artificial  intelligence  and  the  brain, 
dealing  with  the  visual  system,  re- 
ceptor mapping  by  autoradiography 
and  other  methods,  NMR  of  brain 
metabolism  in  vivo,  cyclic  GMP 


cascade  of  vision,  insect  olfactory  re- 
ceptors (both  chemical  and  elec- 
trical), behavioral  and  developmen- 
tal aspects  of  arm  movements,  his- 
tamine as  a neuro regulator,  genetics 
of  mutations  that  alter  electrical  ex- 
citability in  the  nervous  system  of 
the  fruit  fly,  neuropeptide  synthesis 
and  function  of  the  brain  and  how 
they  can  be  changed  by  many  CNS- 
acting  drugs  or  behavioral  para- 
digms, Schwann  cell  function,  ace- 
tylcholine receptor  and  neuropep- 
tide inactivation,  invertebrate  learn- 
ing and  memory,  and,  best  of  all,  new 
perspectives  on  Alzheimer’s  disease. 

Don’t  be  seared  by  the  chapter  ti- 
tles. The  book  is  worth  your  effort. 

Henry  R.  Liss,  M.D. 

Clinical  Radiology  of  the 
Spine  and  the 
Spinal  Cord 

Mohamed  M.  Banna.  Rockville,  MD, 
Aspen  Systems,  1985.  Pp.  449.  ($78) 

Unlike  the  authors  of  some  previ- 
ous monographs.  Dr.  Banna  uses  a 
multi-imaging  approach  to  the  re- 
view of  the  diseases  of  the  spine  and 
spinal  cord.  However,  the  MRI  of  the 
spine  is  discussed  separately. 

Opening  with  a review  of  the 
anatomy  of  the  spine,  the  book  pro- 
ceeds to  a chapter  on  embryology.  A 
chapter,  “Myelography  and  CT,”  was 
well  written  but  perhaps  a bit  short 
considering  the  role  of  CT  in  neuro- 
radiology. 

Among  the  remaining  chapters,  a 
broad  review  of  topics  discussed  in- 
clude trauma,  neoplasms,  and  de- 
generative disease.  A chapter  on  MRI 
contains  an  introduction  to  the 
physics  along  with  a general  essay 
on  that  topic.  The  illustrations  pro- 
vided, good  quality  radiographs  and 
scans,  are  informative. 

This  very  well-written  book  is  rec- 
ommended to  the  physician  who 
wishes  a good  overview  of  the  field. 

Neil  B.  Homer,  M.D. 

Ear,  Nose  and  Throat 
Disorders  in  Children 

John  E.  Bordley,  M.D.,  Patrick  E. 
Brookhouser,  M.D.,  Gabriel  E. 
Tucker,  Jr„  M.D.,  (eds).  New  York, 
NY,  Raven  Press,  1986.  Pp.  446.  Il- 
lustrated. ($47.50) 

This  text  is  a compact  reference 
book  covering  disorders  and  dis- 
eases of  the  ears,  nose,  and  throat  in 
children.  It  has  been  directed  pri- 


marily towards  pediatricians,  family 
physicians,  residents,  and  medical 
students.  However,  the  busy  practic- 
ing otolaryngologist  might  find  the 
volume  useful  as  a quick  and  con- 
venient reference  source  in  pediatric 
otolaryngology. 

Emphasis  has  been  placed  on 
basic  disease  mechanisms.  Em- 
bryology, anatomy,  and  physiology 
are  presented  as  they  relate  to  the 
clinical  examination.  The  history, 
diagnostic  symptoms,  physical  find- 
ings, pathologic  changes,  and  the 
usual  clinical  course  are  correlated 
with  diseases  and  disorders  of  the 
ears,  nose,  and  throat  in  children. 

Therapeutic  measures  including 
surgery  are  mentioned  in  order  to 
assist  the  nonotolaryngologist  in  de- 
termining when  to  obtain  a consul- 
tation with  or  a referral  to  an  oto- 
laryngologist rather  than  to  help 
make  the  pediatrician  or  the  family 
physician  proficient  in  therapy. 
With  this  material,  the  nonspecialist 
is  offered  a practical  clinical  guide. 
The  book  also  may  help  the  pedia- 
trician discuss  the  matter  with  the 
patient  and  with  the  family. 

A bibliography  of  pertinent  arti- 
cles appears  at  the  end  of  each 
chapter  serving  as  a useful  reference 
for  further  reading  and  study.  Al- 
though elementary  and  not  all-in- 
clusive, its  compactness  combined 
with  its  relative  completeness 
should  help  make  this  book  a worth- 
while addition  to  one’s  library. 

Raymond  B.  Strauss,  M.D.,  Ph.D. 

The  Frontal  Lobes 

Donald  T.  Stuss,  Ph.D.,  and  D. 
Frank  Benson,  M.D.  New  York,  NY, 
Raven  Press,  1986.  Pp.  303.  Il- 
lustrated. ($59.50) 

In  this  book,  the  authors  set  out 
to  present  a compilation  of  neuro- 
anatomical  and  neurophysiological 
knowledge  about  the  frontal  lobes  of 
the  human  brain.  The  authors 
wisely  made  little  reference  to 
animal  experimentation  and  mod- 
els, which  is  appropriate  since  the 
frontal  lobes  are  a prominent  part  of 
the  human  brain,  but  are  much 
smaller  in  animals. 

A very  complete  review  of  topics 
such  as  attention,  emotion,  aware- 
ness, memory,  and  cognition  is  pre- 
sented, along  with  consideration  of 
sensory  and  motor  functions.  The 
authors’  discussion  of  the  executive 
system  of  brain  functions  such  as 
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anticipation,  goal  selection,  pre- 
planning, and  monitoring  is  quite 
interesting.  The  chapter  on  speech 
and  language  should  be  of  special 
interest  to  those  in  clinical  practice. 
The  authors  conclude  with  a dis- 
cussion of  their  own  three-part  "be- 
havioral anatomical  theory”  for  fron- 
tal lobe  functioning,  consisting  of: 
frontal  functional  system,  executive 
functions,  and  self-awareness. 

This  book  will  be  useful  primarily 
for  those  students  and  researchers 
in  the  neurosciences,  at  both  under- 
graduate and  postgraduate  levels, 
who  desire  a currently  updated  re- 
view of  information  about  frontal 
lobe  functioning  and  various  the- 
ories of  what  role  the  frontal  lobes 
play  in  overall  human  brain  activity, 
and  ultimately  in  human  behavior. 
The  authors  have  accomplished 
their  stated  goal  very  well  in  that 
regard.  Although  this  book  is  not  in- 
tended for  wide  reading  by  clini- 
cians, some  practicing  neurosur- 
geons, neurologists,  psychiatrists, 
and  psychologists  will  find  certain 
sections  clinically  relevant  in  under- 
standing frontal  lobe  functions. 

Stanley  C.  Leonberg,  Jr.,  M.D. 

Pediatric  Magnetic 
Resonance  Imaging 

Mervyn  D.  Cohen  (ed).  Philadel- 
phia, PA  W.  B.  Saunders  Company, 
1986.  Pp.  162.  ($49.95) 

This  short  monograph,  devoted  to 
the  use  of  this  new  imaging  modal- 
ity in  pediatric  radiology  and  devoid 
of  complex  equations,  presents  the 
subject  in  an  admirably  clear  man- 
ner. 

The  first  sections,  discussing  the 
safety  aspects,  physical  principles, 
and  problems  concerning  pediatric 
populations,  are  helpfully  illus- 
trated. Organ  systems,  including 


cardiovascular,  respiratory,  and 
neurological,  also  are  covered.  The 
somewhat  dated  scans  of  normal 
anatomy  and  pathological  processes 
are  included.  Although  well  written, 
the  chapter  on  neurological  diseases 
would  have  benefited  from  addi- 
tional discussion.  Further  in  the 
book,  the  topics  of  contrast  agents 
and  spectroscopy  receive  brief  atten- 
tion. 

A concise  text,  this  book  will  be 
found  valuable  for  the  physician 
seeking  a brief  introduction  to  the 
field. 

Neil  B.  Homer,  M.D. 

Radiology  of  the  Hand 

Cornells  J.P.  Thija  M.D.  New  York, 
NY,  Springer -Verlag  New  York,  Inc., 
1986.  Pp.  302.  Illustrated.  ($114) 

The  author,  affiliated  with  the  de- 
partment of  radiology  of  the  State 
University  Hospital  in  Groningen, 
Netherlands,  has  written  an  organ- 
ized, concise,  and  well-illustrated 
compendium  of  the  radiologic  fea- 
tures of  the  diseases  that  affect  the 
osseous  structures  of  the  hand  and 
wrist. 

For  each  disease,  there  is  a short 
introductory  general  description  of 
the  disease,  the  radiographic  find- 
ings in  the  hand  as  well  as  in  other 
sites,  a differential  diagnosis,  and  a 
short  list  of  references.  Radiographs 
of  the  typical  patterns  of  the  disease 
in  the  hand  and  wrist  as  well  as  in 
other  parts  of  the  body  follow.  The 
reproductions  are  superb  and  clear- 
ly illustrate  the  bony  manifestations. 

Over  a third  of  the  book  covers 
congenital  diseases  involving  bones 
which  in  many  cases  are  rarely  seen 
in  a general  radiological  practice. 

Metabolic,  endocrine,  infectious, 
neoplastic,  and  other  acquired  dis- 
eases are  discussed  and  illustrated. 

Trauma  to  the  bones  is  not  dis- 


cussed or  illustrated.  Perhaps  th( 
next  edition  could  include  this  im 
portant  subject. 

The  list  of  the  differential  diag 
nosis  in  each  disease  provides  us 
with  a cross-reference  in  the  booflj 
where  there  is  a discussion  of  each 
entity  listed.  This  book  offers  us  g 
rapid  search  so  that  we  can  identify' 
and  diagnose  our  problem  with  ease 
This  book  is  recommended  to  the 
working  radiologist  and  orthopedist 
Sidney  Ketyer,  M.D 

Radiology  of  the  Kidney 

AlanJ.  Davison,  M.D.  Philadelphia 
PA  W.B.  Saunders,  1985.  Pp.  793. 
($90) 

This  is  a new  edition  of  a well-1 
known  text.  While  preserving  the 
systematic  format  that  is  strongly 
responsible  for  its  popularity,  Dr. 
Davison  brings  the  book  up  to  date 
with  an  inclusion  of  new  informa-| 
tion. 

Its  first  section,  on  techniques 
and  anatomy,  opens  with  a review  of 
the  physiology  and  hazards  of  ionic 
contrast  material  and  continues 
with  a discussion  of  the  techniques 
involving  intravenous  urography,1 
ultrasonography,  and  CT  scanning; 
A review  of  the  anatomy  and  em- 
bryology is  next. 

The  core  of  the  text,  “Diagnostic 
Sets,"  groups  chapters  about  patho- 
logical processes  with  regard  to  their  j 
effect  on  the  kidney.  The  dis- 
cussions include  quality  urograms,  j 
CT,  and  other  modalities  with  the 
exception  of  MRI.  A section,  “Es- 
says," includes  chapters  on  nephro- 
graphic  analysis  and  angiography. 

Greatly  expanded,  but  with  no 
compromising  of  an  organized  ap- 
proach, the  book  is  highly  recom- 
mended. 

Neil  B.  Homer,  M.D. 
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NEW  JERSEY  MEDICINE 


Obituaries 


Drs.  Albano;  Calvin;  Curran; 
Feller;  Fullilove;  Kinney; 
Lucas;  MacDermid;  Melvin; 
Mirti;  O'Connor;  Santangelo 


Dr.  Edwin  H.  Albano 

New  Jersey’s  first  state  medical 
examiner  and  president  of  the  Board 
of  Medical  Examiners  for  27  years, 
Edwin  Henry  Albano,  M.D.,  died  on 
September  4,  1986,  in  St.  Barnabas 
Medical  Center,  Livingston.  Dr. 
Albano  was  78  years  old  at  the  time 
of  his  death.  Bom  in  Harrison,  he 
received  his  medical  degree  from 
Bellevue  Hospital  Medical  College, 
New  York,  in  1933,  and  entered  the 
field  of  forensic  pathology.  Dr. 
Albano  was  a member  of  our  Essex 
County  component  and  of  the 
American  Medical  Association.  He 
was  board  certified  in  his  specialty 
and  a Fellow  of  the  College  of  Ameri- 
can Pathologists.  Dr.  Albano  had 
been  assistant  professor  of  forensic 
medicine  at  UMDNJ-New  Jersey 
Medical  School,  Newark,  and  had 
been  affiliated  with  Holy  Name  Hos- 
pital, Teaneck;  Saint  Barnabas 
Medical  Center,  Livingston;  Clara 
Maass  Memorial  Hospital,  Bellevue; 
and  Columbus  Hospital,  Newark. 
During  World  War  II,  he  served  in  the 
medical  corps  of  the  Army  of  the 
United  States,  attaining  the  rank  of 
major.  In  1983,  honoring  his  50 
years  as  a physician.  Dr.  Albano  re- 
ceived MSNJ’s  Golden  Merit  Award. 
His  list  of  memberships  in  medical 
colleges  and  societies  is  too  numer- 
ous to  mention,  and  in  addition,  his 


fraternal  and  civic  activities  seemed 
more  than  one  man  could  handle.  In 
1961,  Dr.  Albano  stated  one  of  his 
proudest  moments  occurred  when 
the  Edwin  H.  Albano  Institute  of  For- 
ensic Medicine  was  dedicated  near 
UMDNJ  in  Newark. 

Dr.  Charles  H.  Calvin 

A past-president  of  the  Medical 
Society  of  New  Jersey  (1964-1965), 
Charles  Hiram  Calvin,  M.D.,  died  on 
July  16,  1986,  in  his  90th  year.  Dr. 
Calvin  was  bom  in  Nebraska,  and 
was  graduated  from  Tufts  University 
School  of  Medicine,  Boston,  in  1929. 
He  was  a general  practitioner  for 
over  30  years  in  Perth  Amboy  prior 
to  his  retirement.  Dr.  Calvin  was  a 
member  of  our  Middlesex  County 
component  and  of  the  American 
Medical  Association.  He  was  a Fellow 
of  the  American  Academy  of  Family 
Practice  and  of  the  American  Geri- 
atric Society.  Dr.  Calvin  was  the 
physician  on  Raritan  Township’s 
board  of  health,  served  on  the  board 
of  the  New  Jersey  Home  for  Disabled 
Veterans,  and  was  medical  director 
for  E.I.  duPont  de  Nemours  facilities 
at  Perth  Amboy  and  Linden.  He  had 
been  affiliated  with  Perth  Amboy 
General  Hospital,  and  served  as  a 
consultant  to  the  Menlo  Park  Home 
for  Disabled  Veterans.  In  1979, 
honoring  his  50  years  in  medicine, 
MSNJ  bestowed  on  Dr.  Calvin  its 
Golden  Merit  Award. 

Dr.  Everett  R.  Curran,  Jr. 

Everett  Robert  Curran,  Jr.,  M.D., 
died  suddenly  on  September  12, 
1986,  at  only  55  years  of  age.  Bom 
in  Collingswood,  Dr.  Curran  was 
graduated  from  the  University  of 
Pennsylvania’s  School  of  Medicine, 
Philadelphia,  in  1969.  He  estab- 
lished a practice  in  pediatries  in 
Cherry  Hill,  and  was  a member  of 
our  Camden  County  component  and 
of  the  American  Medical  Associa- 
tion. Dr.  Curran  had  been  a director 
of  medical  education  at  West  Jersey 
Hospital  Systems. 

Dr.  William  Feller 

William  Feller,  M.D.,  a practitioner 
of  family  medicine  in  Jersey  City  for 
50  years,  died  on  August  27,  1986, 
in  Christ  Hospital  in  that  city.  Dr. 
Feller,  who  retired  from  active  prac: 
tiee  a year  ago,  was  78  at  the  time 
of  his  death.  A native  of  Jersey  City, 


he  was  graduated  from  George 
Washington  University  School  of 
Medicine  in  1934.  Dr.  Feller  was  a 
member  of  our  Hudson  County  com- 
ponent and  of  the  American  Medical 
Association;  he  was  a Fellow  of  the 
American  Academy  of  Family  Phy- 
sicians. He  had  been  affiliated  with 
Christ  Hospital  and  Greenville  Hos- 
pital, Jersey  City,  and  the  Jersey  City 
Medical  Center.  During  World  War  II, 
Dr.  Feller  served  in  the  medical  corps 
of  the  United  States  Army,  attaining 
the  rank  of  major.  In  1984,  MSNJ 
bestowed  on  Dr.  Feller  the  Golden 
Merit  Award  in  recognition  of  his  50 
years  as  a physician. 

Dr.  Robert  E.  Fullilove,  Jr. 

Robert  Elliott  Fullilove,  Jr.,  M.D., 
died  on  August  9,  1986,  at  the  age 
of  76.  Bom  in  Tupelo,  Mississippi, 
Dr.  Fullilove  was  graduated  from 
Howard  University  College  of  Medi- 
cine, Washington,  D.C.,  in  1934.  A 
urologist,  he  established  his  practice 
in  Newark,  and  became  a member  of 
our  Essex  County  component,  and 
of  the  American  Medical  Associa- 
tion. In  1965,  Dr.  Fullilove  served  as 
president  of  Essex  County  Medical 
Society.  He  was  board  certified  in  his 
specialty,  and  was  a Fellow  of  the 
American  College  of  Surgeons.  Dr. 
Fullilove  had  been  affiliated  with 
Clara  Maass  Memorial  Hospital, 
Bellevue,  and  with  City  Hospital, 
Newark  Beth  Israel,  Children’s,  and 
Presbyterian  Hospitals,  all  in  New- 
ark. In  1984,  Dr.  Fullilove  was  a re- 
cipient of  MSNJ’S  Golden  Merit 
Award,  in  recognition  of  his  50  years 
as  a physician. 

Dr.  Albert  G.  Kinney 

A retired  otolaryngologist,  Albert 
Girton  Kinney,  M.D.,  died  at  his 
home  in  Sanford,  Florida,  on  August 
19,  1986,  at  the  advanced  age  of  82. 
A Pennsylvanian,  Dr.  Kinney  re- 
ceived his  medical  degree  from  Jef- 
ferson Medical  College,  Philadelphia, 
in  1928.  Originally  a member  of  our 
Camden  County  component,  he  later 
switched  to  our  Burlington  County 
component,  and  also  became  a mem- 
ber of  the  American  Medical  As- 
sociation. He  was  board  certified  in 
his  specialty,  and  prior  to  his  retire- 
ment in  1966  had  been  affiliated 
with  Cooper  Hospital,  Camden.  In 
1978,  Dr.  Kinney  received  MSNJ’s 
Golden  Merit  Award,  honoring  his 
50th  anniversary  in  medicine. 
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Dr.  William  F.  Lucas 

A practitioner  of  family  medicine 
in  Burlington  for  over  30  years,  Wil- 
liam Frederick  Lucas,  M.D.,  died  on 
August  28,  1986,  at  the  venerable 
age  of  84.  A native  of  Spring  Mills, 
Pennsylvania,  Dr.  Lucas  was  gradu- 
ated from  Jefferson  Medical  College, 
Philadelphia  in  1930.  He  was  a 
member  of  our  Burlington  County 
component  and  of  the  American 
Medical  Association.  Dr.  Lucas  had 
been  affiliated  with  Memorial  Hospi- 
tal of  Burlington  County,  Mount 
Holly.  In  1980,  Dr.  Lucas  was  among 
the  physicians  honored  by  MSNJ 
with  their  Golden  Merit  Award,  rec- 
ognizing their  50th  anniversary  in 
medicine. 

Dr.  Lynden  E.  MacDermid 

At  the  venerable  age  of  89,  Lynden 
Elwood  MacDermid,  M.D.,  family 
physician  in  Bordentown  for  nearly 
60  years,  died  at  Mercer  Medical 
Center,  Trenton,  on  September  2, 
1986.  Bom  in  Martintown,  Ontario 
Province,  Canada  Dr.  MacDermid 
was  graduated  from  McGill  Univer- 
sity Faculty  of  Medicine,  Montreal, 
Canada  in  1924.  He  was  a member 
of  our  Mercer  County  component 
and  of  the  American  Medical  As- 
sociation. Dr.  MacDermid  had  been 
affiliated  with  Mercer  Medical  Cen- 
ter, Trenton. 

Dr.  Daniel  G.  Melvin 

A retired  psychiatrist,  who  had 
been  living  in  Orlando,  Florida 
Daniel  George  Melvin,  M.D.,  died  on 
August  31,  1986,  at  the  advanced 
age  of  81.  Bom  in  Ovett,  Mississippi, 
Dr.  Melvin  was  graduated  from  the 


University  of  Louisville  School  of 
Medicine,  Kentucky,  in  1928.  He  was 
a member  of  our  Morris  County 
component  and  of  the  American 
Medical  Association.  Dr.  Melvin  had 
been  the  resident  physician  at  the 
Greystone  Park  Psychiatric  Hospital 
for  many  years.  In  1978,  he  was  a 
recipient  of  MSNJ’s  Golden  Merit 
Award,  honoring  his  50  years  in 
medicine. 

Dr.  Michael  Mirti 

A cardiologist  and  internist,  who 
practiced  in  Succasunna  since 
1969,  Michael  Mirti,  M.D.,  died  in 
Dover  General  Hospital,  on  August  9, 
1986.  Bom  in  1929,  in  New  York 
City,  Dr.  Mirti  received  his  medical 
degree  from  the  University  of  Bolog- 
na, Italy,  in  1963.  He  was  a member 
of  our  Essex  County  component  and 
of  the  American  Medical  Associa- 
tion. Dr.  Mirti  had  been  affiliated 
with  Dover  General  Hospital,  and 
Saint  Michael’s  Medical  Center, 
Newark.  He  also  was  company  physi- 
cian for  Hercules  Powder  Company, 
Kenvil,  and  was  the  review  physician 
for  the  Social  Security  Disability 
Division,  Newark,  for  the  past  13 
years.  Dr.  Mirti  is  survived  by  his 
wife,  Barbara  De  Stefano  Mirti,  also 
a physician  in  the  same  field,  who 
shared  an  office  with  her  late  hus- 
band. 

Dr.  John  J.  O’Connor 

At  the  venerable  age  of  95,  John 
Joseph  O’Connor,  M.D.,  a Union  City 
urologist  prior  to  his  retirement, 
died  on  April  5,  1986.  Bom  in 
Albany,  New  York,  Dr.  O’Connor  was 
graduated  from  Albany  Medical  Col- 
lege in  1915.  He  became  a member 


of  our  Hudson  County  component 
and  of  the  American  Medical  As- 
sociation. Dr.  O’Connor  was  a Fellow 
of  the  American  College  of  Surgeons, 
and  when  active,  had  been  affiliated 
with  St.  Mary’s  Hospital,  Hoboken, 
and  Holy  Name  Hospital,  Teaneck. 
During  World  War  I he  served  in  the 
medical  corps  of  the  United  States 
Army.  In  1965,  MSNJ  conferred  om 
Dr.  O’Connor  its  Golden  Merit 
Award,  in  recognition  of  his  50  years 
in  medicine. 

Dr.  Joseph  A.  Santangelo 

Joseph  Anthony  Santangelo,  M.D., 
a practitioner  of  family  medicine  in 
Newark  for  34  years,  died  in  Moun- 
tainside Hospital,  Montclair,  on  Au- 
gust 24,  1986,  at  70  years  of  age.  A 
native  of  Newark,  Dr.  Santangelo 
was  graduated  from  Indiana  Univer- 
sity School  of  Medicine,  Indianapo- 
lis, in  1 94 1 . He  was  a member  of  our 
Essex  County  component  and  of  the 
American  Medical  Association.  Dr. 
Santangelo  was  director  of  the 
emergency  and  outpatient  depart- 
ments at  Columbus  Hospital,  New- 
ark, and  had  been  affiliated  with 
Clara  Maass  Memorial  Hospital, 
Bellevue,  St.  Vincent’s  Hospital, 
Montclair,  and  St.  James  Hospital 
and  Saint  Michael’s  Medical  Center, 
both  in  Newark.  He  also  was  plant 
physician  for  the  McGraw-Ediwon 
Company,  Bellevue,  for  six  years. 
During  World  War  II,  Dr.  Santangelo 
served  in  the  medical  corps  of  the 
United  States  Army,  and  was  award- ; 
ed  two  Bronze  Stars.  He  had  been 
active  in  civic  affairs,  serving  on  the 
board  of  directors  of  the  Boys’  Club 
of  Newark  for  30  years  and  a volun-  i 
teer  at  St.  Vincent’s  Nursing  Home,  i 
Montclair. 
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Author  Information 


New  Jersey  Medicine  is  the 
official  organ  of  the 
Medical  Society  of  New 
Jersey.  The  goals  are 
educational  and 
informational.  All  material 
published  in  New  Jersey 
Medicine  is  copyrighted  by 
MSNJ. 


CONTENT 

The  educational  content  of  each 
issue  appears  as  scientific  articles, 
based  on  research,  original  concepts 
relative  to  epidemiology  of  disease, 
and  treatment  methodology;  case  re- 
ports based  on  unusual  clinical  ex- 
periences; review  articles;  clinical 
notes,  succinct  items  on  some 
aspect  or  new  observation  or  tech- 
nique of  a case  experience;  and 
special  articles,  which  include  evalu- 
ations, policy  and  position  papers, 
and  reviews  of  nonscientific  sub- 
jects. Other  topics  include  commen- 
tary (critical  narration);  medical  his- 
tory; therapeutic  drug  information; 
pediatric  briefs;  nutrition  update; 
and  an  opinion  column.  Editorials 
are  prepared  by  the  Editor  and  by 
guest  contributors  on  timely  and  rel- 
evant subjects;  editorials  are  the  re- 
sponsibility of  the  author.  The  Doc- 
tors’ Notebook  section  contains  or- 
ganizational, informational,  and  ad- 
ministrative items  from  MSNJ  and 
from  the  community.  Letters  to  the 
Editor  and  book  reviews  are  wel- 
come and  will  be  published  as  space 
permits.  The  principal  aim  in  the 
preparation  of  a contribution 
should  be  relevance  to  diagnosis  and 
treatment  and  to  education  of  pa- 
tients and  professionals.  Preference 
will  be  given  to  professional  authors 
from  New  Jersey  and  to  out-of-state 
lecturers  who  submit  a suitable 


manuscript  based  on  a presentation 
made  in  New  Jersey. 

ASSIGNMENT  OF  COPYRIGHT 

In  compliance  with  the  Copyright 
Revision  Act  of  1976  (effective  Janu- 
ary 1,  1978),  a transmittal  letter  or 
a separate  statement  accompanying 
material  offered  to  New  Jersey 
Medicine  must  contain  the  follow- 
ing language  and  must  be  signed  by 
all  authors; 

“In  consideration  of  New  Jersey 
Medicine  taking  action  in  reviewing 
and  editing  my  submission,  the 
author(s)  undersigned  hereby  trans- 
fers, assigns,  or  otherwise  conveys 
all  copyright  ownership  to  the  Medi- 
cal Society  of  New  Jersey,  in  the 
event  that  such  work  is  published  in 
New  Jersey  Medicine. 

SPECIFICATIONS 

Submit  two  manuscripts  that 
must  be  typewritten  and  double- 
spaced on  8V2"  by  11"  paper. 
Statistical  methods  used  in  articles 
should  be  identified.  Acknowl- 
edgements will  be  made  only  for 
specific  preparation  of  an  essential 
part  of  the  manuscript. 

Authors  are  asked  to  seek  clarity, 
accuracy,  and  originality;  attention 
to  details  of  grammar,  spelling,  and 
typing  are  important. 

The  title  page  should  include  the 
full  name,  degrees,  and  affiliations  of 
all  authors,  and  the  name  and  ad- 
dress of  the  author  to  whom  reprint 
requests  should  be  sent. 

The  author  should  submit  a 40- 
word  abstract  to  be  used  at  the  be- 
ginning of  the  article. 

Tables  must  be  typewritten  and 
double-spaced  on  separate  8V2"  by 
11"  sheets,  with  a title  and  number. 
Symbols  for  units  should  be  con- 
fined to  column  headings,  and  ab- 
breviations, properly  explained, 
should  be  kept  to  a minimum. 

Illustrations  should  be  pro- 
fessional quality,  black-and-white 
glossy  prints.  The  name  of  the 
author,  figure  number,  and  the  top 
of  the  figure  should  be  noted  on  a 
label  attached  to  the  back  of  each 
illustration.  Where  photographs  of 
patients  are  used,  the  subjects 
should  not  be  identifiable  or  publi- 
cation permission,  signed  by  the 
subject  or  responsible  person,  must 
be  included  with  the  photograph. 
Material  taken  from  other  publi- 
cations must  give  credit  to  the 


source;  written  permission  for  re- 
publication from  the  original  pub- 
lisher must  be  submitted.  The  cost 
of  color  photographs  must  be  borne 
by  the  author. 

Generic  names  should  be  used 
with  proprietary  names  indicated 
parenthetically  or  as  a footnote  with 
the  first  use  of  the  generic  name. 
Proprietary  names  of  devices  should 
be  indicated  by  the  registration  sym- 
bol— ®. 

The  summary  of  the  article  should 
not  exceed  250  words;  it  should  con- 
tain only  essential  facts. 

References  should  not  exceed  35 
citations  except  in  review  articles, 
and  should  be  cited  consecutively  in 
the  text  by  numbers  in  parentheses 
at  the  end  of  the  sentence.  The  refer- 
ence list  should  be  typewritten  and 
double-spaced  on  separate  8V2"  by 
11"  sheets  in  the  numerical  order  in 
which  they  are  first  cited  in  the  text. 
The  style  of  reference  is  that  of  Index 
Medic  us: 

1.  Goldwyn  RM:  Subcutaneous 
mastectomy.  J Med  Soc  NJ 
74:1050-1052,  1977. 

2.  Dixon  WJ,  Massey  FJ:  Introduc- 
tion to  Statistical  Analysis.  New 
York,  NY,  McGraw-Hill,  1969,  pp. 
42-48. 

PUBLICATION  POLICY 

Receipt  of  each  manuscript  will  be 
acknowledged  and  a copy  delivered 
to  the  Editor  who  refers  the  paper  to 
one  or  more  members  of  the  Edi- 
torial Board.  The  final  decision  is  re- 
served for  the  Editor.  No  direct  con- 
tact between  the  reviewers  and  the 
authors  will  be  permitted,  but 
authors  will  be  informed  of  the  re- 
viewers’ comments.  The  publication 
lag  for  original  articles  may  be  six 
months  or  more.  Galley  proofs  will 
be  submitted  to  the  author  for  cor- 
rection of  typographical  errors. 

REPRINT  ORDERS 

Reprints  may  be  ordered  after  the 
author  is  notified  that  the  article 
has  been  selected  for  a specific  issue 
of  New  Jersey  Medicine.  A check  for 
the  cost  of  reprints  including  re- 
make charge  if  order  is  received  after 
due  date  must  accompany  the  order. 

COMMUNICATIONS 

All  communications  should  be 
sent  to  the  Editor,  New  Jersey  Medi- 
cine. MSNJ,  2 Princess  Road.  Law- 
renceville,  NJ  08648. 
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Adjacent  to  the  new  Bricktown  Hospital 


Prestigious  Environment  Designed 
for  Medical  Professionals 


Devoted  exclusively  to  the  medical 
profession  and  the  efficient  delivery 
of  patient  services,  Brick  Medical 
Mall  is  a three-story,  125,000  square 
foot  building. 

Situated  in  the  newly-established 
Bricktown  Hospital  Support  Zone. 
Adjacent  to  the  Brick  Hospital  in 
Ocean  County,  and  minutes  from  the 
Garden  State  Parkway 

LEASING/OWNERSHIP  OPTIONS 
Medical  suites  and  retail/service  space 


are  now  available  at  Brick  Medical 
Mall  in  the  following  three  ways: 

1.  Lease 

2.  Lease  with  option  to  buy 

3.  Ownership 

For  further  information  and 
inspection  of  the  complex,  please 
contact  Mitchell  J.  MacGregor  of 
Garner  Simson  Associates, 
exclusive  leasing  agent. 

201-736-1234 


Garner  Simson  Associates,  Exclusive  Agent,  405  Northfield  Ave.,  West  Orange,  NJ  07052  • 201  • 736-12 
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$10,000  A YEAR 


OFFICE 


FULLY  EQUIPPED  • FULLY  FURNISHED  • FULLY  STAFFED 
NO  CAPITAL  INVESTMENT 


□ Medical  suite:  exam  & 
consultation  rooms 

□ Appointment  scheduling 

□ Reception  services 

□ Office  supplies 

□ Correspondence 

□ Cleaning/laundry 


□ 24-hour  answering 
service 

□ Stationary/announce 
ments/postage 

□ Utilities 

□ On-site  laboratory 
services 


MEDICAL  TIME  SHARING: 

AN  ATTRACTIVE  ECONOMICAL  ALTERNATIVE 


CALL  NOW 
FOR  PRIORITY 
SELECTION 

212-505-9000 


SIXTH  AVENUE 
MEDICAL 
SUITES 

Conveniently  located  at  \ 

412  Sixth  Avenue  (Bet  8th  & 9th  Sts.) 

near  St.  Vincents,  Cabrini,  & Beth  Israel  Hospitals. 


SOMERSET  MEDICAL  COMMONS 
UNITS  FOR  SALE 

New  medical  condominium  offices  in  Bridgewater 
Twp.;  Ideal  location:  walking  distance  to  SOMER- 
SET MEDICAL  CENTER.  This  project  consists  of 
two  13,000  sq.  ft.  Buildings  divided  into  separate 
suites  as  required;  CUSTOM  BUILT  AND  DE- 
SIGNED for  individual  needs  from  1200  sq.  ft.  A 
unique  State  of  the  Art  facility;  join  the  growing 
list  of  M.D.’s;  Occupancy:  90-120  Days 

Tremendous  Growth  Area  and  Potential 

Call  now  for  brochure  and  inspection  . . . 

201-722-8184 

SOMERSET  COUNTY;  CENTRAL  N.J. 
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PRACTICE  WANTED 

Internist  seeks  to  purchase  an  established  prac- 
tice in  Bergen,  Essex  or  Hanover  County,  New 
Jersey.  Able  to  assume  practice  immediately. 
Write  Box  No.  208,  NEW  JERSEY  MEDICINE. 


PRIMARY  CARE  PHYSICIANS 

Multi-state  practice  association  seeks  BE/BC  primary 
care  physicians  for  unique  opportunities  in  PA,  NJ,  New 
England,  MD,  FL,  and  other  areas  of  the  U.S.  Most 
positions  offer  Monday-Friday  8 AM  to  5 PM  schedules 
with  up  to  five  weeks  paid  time  off.  Paid  malpractice. 
Contact  or  send  CV  to: 

Liberty  Healthcare  Corporation 
399  Market  Street 
Suite  400 

Philadelphia,  PA  19106 

(215)  592-7400  or  outside  PA  (800)  331-7122 

EMERGENCY  MEDICINE  POSITIONS 

Full/part  time  emergency  medicine  physicians 
sought  by  multi-state  professional  association. 
Openings  in  metropolitan  NY,  NJ,  PA,  MD,  DC,  FL 
and  throughout  U.S. 

Contact  or  send  CV  to: 

Liberty  Healthcare  Corporation 
399  Market  Street 
Suite  400 

Philadelphia,  PA  19106 

(215)  592-7400  or  outside  PA  (800)  331-7122 

MEDICAL  PRACTICE 

SALES  AND  APPRAISALS 

RHEUMATOLOGIST 

We  specialize  in  the  valuation  and  selling  of 

JERSEY  SHORE 

medical  practices.  Listed  are  a few  available  prac- 
tices: 

ALLERGY— Philadelphia  (2)  and  Kansas 

Established,  progressive,  four  person  orthopedic 

DERMATOLOGY — Pennsylvania  and  Kansas 

practice  is  seeking  a forward  thinking 

FAMILY  PRACTICE — Ohio,  New  Jersey, 

Rheumatologist,  Board  Certified  or  Board 

Virginia  and  Delaware 

Eligible,  to  associate  with  a group  setting,  unique 

INTERNAL  MEDICINE — Pennsylvania, 

in  its  volume  and  scope. 

Maryland  and  Arizona 

Family  community  on  the  Jersey  Shore,  centrally 

OPHTHALMOLOGY— Illinois 

PEDIATRICS— Pennsylvania 

located  with  easy  access  to  both  New  York  City 

RADIOLOGY— Pennsylvania  (2) 

and  Philadelphia. 

UROLOGY— Arkansas 

Unique  opportunity  for  the  physician  who  wants 
to  reap  the  professional,  emotional  and  financial 

If  interested  in  buying  or  selling  a medical 

rewards  which  hard  work  and  dedication  bring. 

practice,  contact  our  Brokerage  Division  at: 

Exceptional  compensation  package  with  many 
options. 

HEALTH  CARE 
PERSONNEL  CONSULTING 

400  GSB  Building 

Send  Curriculum  Vitae  and  inquiries  to: 

Bala  Cynwyd,  PA  19004 

P.O.  Box  332 

or  call 

West  Long  Branch,  NJ  07764 

215-667-8630 
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FAMILY  MEDICINE 
INTERNAL  MEDICINE 


Berkshire  Health  System,  a multi-hospital 
management  system,  seeks  a practitioner  for 
200-bed  community  hospital  serving  the  city  of 
Reading.  Successful  candidate  will  practice  on 
the  hospital  campus  and  attend  in-patients  on 
the  Family  Medicine  Service. 

Reading,  located  in  Eastern  Central  PA,  offers 
a country  lifestyle  with  excellent  schools  and  at- 
tractive housing  near  metro  areas.  Forward  cur- 
riculum vitae  to: 

Debbie  Anderst 

VP,  Physician  Support  Services 

QHS 

Berkshire  . Sixth  Ave.  & Spruce  St. 
health  W.  Reading,  PA  19611 

SYSTEM  215-378-6459 

An  Equal  Opportunity  Employer 


FAMILY  MEDICINE 


Practice  opportunity  for  Family  Physician  af- 
filiated with  The  Reading  Hospital  and  Medical 
Center,  622-bed  tertiary  care  facility  with 
medical  school  affiliations. 

Reading,  located  in  Eastern  Central  PA,  offers 
a country  lifestyle  with  excellent  schools  and 
attractive  housing  close  to  metro  areas.  For  the 
candidate  selected  we  offer: 

• Flexible  financial  arrangements. 

• Practice  growth  opportunity. 

• Established  practice  located  near  Reading. 

Forward  your  curriculum  vitae  to: 

Debbie  Anderst 

VP,  Physician  Support  Services 

(3HS 

Berkshire  ■ Sixth  Ave.  & Spruce  St. 
health  W.  Reading,  PA  19611 
system  '215-378-6459 

An  Equal  Opportunity  Employer 


ARMY 

MEDICAL  DEPARTMENT 
OPPORTUNITIES 
FOR 

FAMILY  PHYSICIANS 

The  Army  Medical  Corps  is  seeking  board  certified 
family  physicians  to  become  commissioned  officers. 
For  family  physicians  who  want  more  from  their  career 
than  a predictable  routine  and  do  not  want  to  pay  the 
high  cost  of  malpractice  insurance  or  the  hassle  of 
other  related  insurance  forms  associated  with  private 
or  group  practice,  there  are  opportunities  to  practice 
your  speciality,  as  well  as  opportunities  in  teaching.  In 
clinical  investigation  and  in  continuing  education. 

Opportunities  also  exist  to  travel  to  various  parts  of  the 
world  during  your  off  duty  time  (you  get  30  days  paid 
vacation  per  year)  as  well  as  opportunities  to  practice 
medicine  in  one  of  our  modern  hospitals  located 
throughout  the  United  States  and  overseas. 

To  meet  minimum  eligibility  requirements  you  must:  (1) 
Be  a graduate  of  an  AMA/AOA  accredited  school  of 
medicine  or  osteopathy.  (Foreign  graduates  may  apply 
if  they  have  a permanent  ECFMG  certificate  and  met 
the  other  eligibility  criteria.)  (2)  Be  a US  citizen  or  have 
a permanent  immigrant  visa.  (3)  Have  a current  un- 
restricted license  to  practice  medicine  in  the  US  terri- 
tory. All  speciality  training  must  be  approved  by  the 
AMA,  AOA,  or  ACGME. 

Salary  and  rank  depend  on  training  and  experience. 
Only  a two  year  contract  is  required  and  assignment 
is  guaranteed.  We  will  invite  selected  physicians  to  visit, 
with  no  obligation,  one  of  our  facilities  and  discuss 
Army  medicine  with  a senior  Army  Family  Physician. 
For  further  details  send  C.V.  to  CPT  John  J.  Schafer, 
AMEDD  Personnel  Counselor,  William  J.  Green  Federal 
Bldg.,  600  Arch  Street,  Rm.  10406,  Phila.,  PA 
19106-1610  or  call  (collect)  (215)  597-6871/72. 


VOL.  84— NUMBER  1— JANUARY  1987 


79 


Classified 

Advertisements 

Space  Use  For 
Members  Only 

Copy  deadline:  5th  oj 
preceding  month;  Payment 
in  advance;  $5. 00 first  25 
words , 1 Otf  each  additional. 
Count  as  one  word  all  single 
words,  two  initials  of  name, 
each  abbreviation,  isolated 
numbers,  groups  of 
numbers,  hyphenated 
words.  Count  name  and 
address  as  five  words, 
telephone  number  as  one 
word.  Box  No.  000, 

NEW  JERSEY  MEDICINE 
as  five  words. 


INTERNIST — Board  Eligible,  with  many 
years  of  practice  in  General  Medicine. 
Seeking  new  employment  opportunity  in 
a Group,  Hospital,  or  Clinic.  Please  ad- 
dress inquiry  to  Box  No.  217,  NEW  JER- 
SEY MEDICINE. 


PULMONARY  INTERNIST— Age  31, 

Board  Eligible,  completing  University 
Program  6/87.  Seeking  hospital  based, 
group,  or  solo  practice  in  South  Jer- 
sey— Philadelphia  area  Fully  trained  in 
consultations,  bronchoscopy,  ICU,  Pul- 
monary Rehabilitation  and  PFTs.  Mail 
responses  to  Box  No.  223,  NEW  JERSEY 
MEDICINE. 


WEIGHT  LOSS  TUTORIAL— How  to  or- 
ganize an  uncomplicated,  effective,  eco- 
nomical weight  loss  program  in  your  of- 
fice practice.  No  fee.  Contact  Allan  Lazar, 
M.D.,  420  Grant  Avenue,  Englewood,  NJ 
07631.  Call  201-568-3742. 


ASSOCIATE— Full  Time  Associate  to  join 
successful,  established  multi-location 
weight  loss  practice  in  North  New  Jer- 
sey/adjacent New  York  State.  Association 
leading  to  partnership.  NJ  License  neces- 
sary, NY  License  desirable.  Contact  Allan 
Lazar,  M.D.,  201-836-4858. 


ASSOCIATE — Internist.  Well  established 
practice  needs  Board  Eligible  or  Board 
Certified,  well  trained  Internist  as  As- 
sociate. University  affiliated  hospital  45 
minutes  from  Manhattan.  Suburban, 
residential  area  Please  send  resume  to 
Box  No.  219,  NEW  JERSEY  MEDICINE. 

NEEDED— Ob/Gyn.,  Board  Eligible  or 
Board  Certified,  Female  to  join  5 physi- 
cian Ob/Gyn  group  in  Ocean  County,  NJ 
(shore  area).  380  bed  community  hospi- 
tal— level  II  nursery,  practice  includes 
colposcopy,  laser,  ultrasonography,  in- 
fertility, gyn  urology.  No  abortions.  Send 
curriculum  vitae  to:  Frank  A.  Cocco,  M.D., 
One  Route  70,  Lakewood,  NJ  08701. 


NEEDED— Otolaryngologist— To  join 
Suburban  Eye  & Ear  Group.  Full  or  part- 
time.  Call  201-762-5829. 


NEEDED — Physician  part-time  to  de- 
velop weight  control  center  in  Western 
Union  or  Northeast  Somerset  County. 
Box  No.  214,  NEW  JERSEY  MEDICINE. 


NEEDED — Physicians  for  successful  well 
known  walk-in  medical  office  center  in 
Central  NJ.  Full  and  part-time.  Skilled 
and  personable.  American  trained  MDs 
send  CV  to  E.V.  McGinley,  M.D.,  1005  N. 
Washington  Avenue,  Green  Brook,  NJ 
08812;  201-968-8900. 


NEEDED — Primary  Care  Physician  or 

Internist  with  subspeciality  interest.  Op- 
portunity offered  in  South  Jersey  com- 
munity less  than  one  hour  from  Atlantic 
City  and  Philadelphia  to  establish  a prac- 
tice on  an  expense  sharing  basis,  with 
the  option  to  purchase  existing  practice 
and  facilities.  Forward  inquiries  to  Box 
No.  183,  NEW  JERSEY  MEDICINE. 

PRACTICE  WANTED— Board  Certified, 
experienced  Gastroenterologist.  Skilled 
in  ERCP  and  other  endoscopic  proce- 
dures. Seeks  to  join  an  established  In- 
ternist in  Jersey  City.  Write  to  Box  No. 
220,  NEW  JERSEY  MEDICINE. 

PRACTICE  WANTED— Wanted  to  pur- 
chase an  established  General  Practice  in 
a Northern  New  Jersey  community.  Reply 
to  Box  No.  216,  NEW  JERSEY  MEDICINE. 


FOR  SALE— Burdick  EK-8  EKG  Ma- 
chine with  stand,  $1,750;  Ritter  Exam 
Table,  $750.  Both  almost  new.  Call  Dr. 
David  609-354-0228  evenings  and  week- 
ends. 


EQUIPMENT  FOR  SALE— Used  Micro- 
data computer,  128K,  128  mg  disc,  9 
CRT’s,  300  1pm  printer.  Excellent  con- 
dition. Asking  10K  Write  Box  No.  222, 
NEW  JERSEY  MEDICINE. 


EQUIPMENT  FOR  SALE— Picker  X-ray 
machine  200  MA  Centuiy  with  14 
cassettes,  Syntex  ciyosurgeiy  machine 
with  two  40  lb.,  C02  cylinders,  A.C.M.I. 
observation  and  operative  cystoscopes, 
Wappler  diathermy  machine,  A.C.M.I. 
Decker  culdoscope,  Hanovia  ultra-violet 
lamp,  suction  machine  in  cabinet,  di- 
verse vaginal  specula,  Grafax  tubal  insuf- 
flator, and  much  other  Gyn/Ob  equip- 
ment. Retiring.  Call  Werner  Steinberg, 
M.D.,  201  486-4426  between  1 and  4 PM 
weekdays. 

PRACTICE  FOR  SALE— Burlington 
County.  Established  and  growing  Fam- 
ily/Intemal  Medicine  Practice.  Lab  on  i 
premises.  Good  location  and  terms. 
Owner  retiring  early  with  career  change. 
Reply  to  Box  No.  221,  NEW  JERSEY 
MEDICINE. 


PRACTICE  FOR  SALE— Family  Prac 
tice/Intemal  Medicine,  growing  practice, 
Central  NJ.  Board  Eligible/Board  Cer- 
tified. Physicians  completing  residency 
in  1987  may  apply.  Send  resume  and 
salary  requirements  to  Box  No.  212,  NEW 
JERSEY  MEDICINE. 

PRACTICE  FOR  SALE — Retiring.  Estab- 
lished Family  Practice  in  Hackensack 
area  40  years.  Ideal  comer  office  and 
home.  Call  201-845-8451. 

PRACTICE  FOR  SALE— Active  Fam- 
ily/Intemal  Medicine  Practice  in  Essex 
County,  Irvington  area.  Close  to  Garden 
State  Parkway.  Suburban  Essex  County 
and  Union  County.  Call  after  6 PM, 
201-736-5422. 

FOR  SALE — Doctor’s  Home/Office.  Cen-  ! 
trally  located  in  Livingston,  Essex  Coun-  ; 
ty.  Raised  Ranch,  four  bedrooms,  two 
baths,  studio,  family  room,  covered  deck 
with  gas  BBQ,  fireplace,  Separate  Office 
with  five  rooms  and  darkroom.  Gas  hot 
air  heat,  central  air  and  all  the  extras. 
Appraised  at  $298,000.  Negotiable.  Call 
201-992-1030. 

HOME/PRACTICE  FOR  SALE— North 
em  NJ  (10  minutes  from  NYC).  Estab- 
lished, busy  medical  practice  available 
for  phased-in  buyout.  9 room,  comer  of- 
fice, equipped  with  x-ray,  EKG,  3 examin- 
ing rooms,  on  main  street.  Prime  lo- 
cation. Near  300-bed  community  hospi- 
tal. Three  bedrooms,  modem,  Ranch 
home,  central  air  with  separate  entrance 
on  small  private  street.  Call  for  details. 
201-436-2206  between  8-9  am,  8-9  pm. 

PROFESSIONAL  OFFICE  FOR  SALE— 

Union  County,  Separate  street  level  en- 
trance on  Professional  Row,  in  a private 
home.  Was  Dental  office.  Ideal  for  M.D., 
attorney  or  any  specialty.  Retiring  due  to 
disability.  Write  Box  No.  218,  NEW  JER- 
SEY MEDICINE. 
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FOR  SALE — Two-Family  House.  First 
floor  fully  equipped  medical  office  for 
rent  or  sale.  Second  floor,  5 room  apart- 
ment rented.  Good  income  potential.  Call 
201-681-2566. 

OFFICE  TO  SHARE— Dover  area,  conve- 
nient location,  excellent  for  psychiatrist, 
psychologist,  internist  or  others.  Fur- 
nished, available  immediately.  Please  call 
201-361-5458. 

OFFICE  SPACE — Lawrenceville,  NJ.  Out- 
standing location  on  busy  Route  One  be- 
tween Trenton  and  Princeton.  Central  to 
all  Mercer  County  hospitals.  Immaculate 
professional  building.  Off-street  parking. 
Reasonable  rent  1,700  square  feet  may 
subdivide.  Call  609-882-0548. 


MEDICAL  SUITES  FOR  LEASE— In  Liv 

ingston.  Walking  distance  to  Saint 
Barnabas  Hospital.  Newly  established 
luxurious  medical  offices  in  new  medical 
building.  Available  immediately.  Reason- 
able rent.  Please  call  Dr.  Kutlu,  201- 
994-9839. 

SKI  COLORADO — Crested  Butte-Eagles 
Nest  Condos.  3 bedrooms,  2/2  baths,  op- 
posite base  lodge.  Dec.  1st  week  Feb. 
21-28;  Apr.  4-11;  Aug.  8-15.  Rent  $650- 
$850;  Sale  $35,000  or  pro-rated.  Call 
201-477-2488  morning  or  evening. 

VACATION  RENTAL— Akumal:  Las 
Celosias,  a snorkeler’s  paradise.  One 
hour  Caneun.  3 bedrooms,  3 baths,  staff. 


Overlooks  lagoon,  Caribbean.  White  sand 
beach,  accredited  diving  school.  Mayan 
ruins  near.  May-Oct  $800;  Nov-April 
$1,000  weekly.  Also  in  San  Cristobal  Las 
Casas,  Mexico,  El  Jacarandal,  enchant- 
ing guest  house  in  Chiapas  Mountains 
overlooking  Spanish  colonial  town.  In- 
dian villages,  markets,  fiestas.  Three  ex- 
cellent meals,  good  horses,  open  bar.  $85 
each  daily.  Write  P.H.W./Walker,  3506 
Cragmont,  Dallas,  TX  75205.  214- 

559-2054. 


REQUEST / REPLIES  FOR  CLASSIFIED 
ADVERTISING— Send  to  NEW  JERSEY 
MEDICINE  Advertising  Office,  370 
Morris  Avenue,  Trenton,  NJ  08611; 
609-393-7196. 


BERGEN  COUNTY-FT.  LEE 
PROFESSIONAL  LOCATION 

This  smashing  4 bedroom,  all  brick  colonial  in  a high 
traffic  area  of  Fort  Lee  offers  everything  for  the  pro- 
fessional. Parking  for  8 cars  and  a 5 room  office  suite. 
Perfect  receptionist  area  in  waiting  room.  RESIDENCE 
OFFERS  large  rooms  throughout,  including  huge  mod- 
ern eat-in  kitchen  and  family  room.  Upstairs  features 
4 bedrooms  and  2 full  baths.  Call  for  private  showing. 
$599,900  LR-1079. 

SCHLOTT 

REALTORS 

201/585-7300  212/509-8488 

2151  LEMOINE  AVE.  FT.  LEE 

WASHINGTON  BRIDGE  PLAZA 


PERSONNEL 

See  Pages  78  & 79 

Real  Estate 

See  Pages  77  & 82 


REPRESENTATION  OF  PHYSICIANS 
BY  ATTORNEY/PHYSICIAN 

• Defense  of  physicians  in  Medical  Malpractice  matters  as  co- 
counsel where  the  demand  is  greater  than  the  coverage 

• Defense  of  physicians  before  the  Board  of  Medical  Exam- 
iners as  counsel  where  the  license  is  subject  to  suspension 
or  revocation 

• Defense  of  physicians  in  criminal  matters  as  co-counsel 
where  there  is  an  underlying  medical  issue 

• Former  judge  of  the  Newark  Municipal  Court 

• Admitted  to  practice  before  the  State  and  Federal  Courts 
of  New  Jersey  and  New  York 

R.  Martin  Oliveras,  Esq.,  J.D.-M.D. 

5 Commerce  Street,  4th  Floor 
Newark,  N.J.  07102  (201)  622-1881 


“SELLING  PRACTICES 
IS  OUR  BUSINESS” 

Want  to  maximize  the  return  on  your  investment? 
Before  you  buy  or  sell,  call  for  an  appraisal  to  assure 
the  best  financial  and  transfer  terms.  We  guide  you 
through  the  entire  sales  process  from  initial  meeting  to 
closing.  Serving  NJ,  NY,  CT  & MA. 

Countrywide  Business  Brokerage,  Inc. 

319  East  24th  St.  Suite  23-G 
New  York,  N.Y.  10010 

(212)  686-7902  (617)  232-1075  (203)  869-3666 


A Medical  Transcription  Service 


*y/ie  fimfe&Ucma/  afifiwctcA 
few*  (Ae  fimwaAe 


265  State  Highway  36 

West  Long  Branch,  N.J.  (201)  389-3344 


Use  Our  Direct 
Call-in  System 


Kirwan  Financial  Group , Inc. 

Financial  Planners,  Personal  and  Professional 

Kirwan  Financial  Advisory , Inc. 

Registered  Investment  Advisors 

Authorized  Representatives  of  the 
Medical  Society  of  New  Jersey 
For  Section  419  Benefits  Plan 

Investments,  Pensions,  Life  and  Health,  Shelters 

609-778-4388  215-750-7616 
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Adjacent  to  the  new  Bricktown  Hospital 


Prestigious  Environment  Designed 
for  Medical  Professionals 


Devoted  exclusively  to  the  medical 
profession  and  the  efficient  delivery 
of  patient  services,  Brick  Medical 
Mall  is  a three-story,  125,000  square 
foot  building. 

Situated  in  the  newly-established 
Bricktown  Hospital  Support  Zone. 
Adjacent  to  the  Brick  Hospital  in 
Ocean  County,  and  minutes  from  the 
Garden  State  Parkway 

LEASING/OWNERSHIP  OPTIONS 
Medical  suites  and  retail/service  space 


are  now  available  at  Brick  Medical 
Mall  in  the  following  three  ways: 

1.  Lease 

2.  Lease  with  option  to  buy 

3.  Ownership 

For  further  information  and 
inspection  of  the  complex,  please 
contact  Mitchell  J.  MacGregor  of 
Garner  Simson  Associates, 
exclusive  leasing  agent. 

201-736-1234 


Garner  Simson  Associates,  Exclusive  Agent,  405  Northfield  Ave.,  West  Orange,  NJ  07052  • 201  • 736-123 
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Each  capsule  contains  5 mg  chlordiazepoxide  HC1  and 
2.5  mg  clidinium  bromide. 

Please  consult  complete  prescribing  information,  a summary 
of  which  follows: 


Indications:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences — National  Research  Coun- 
cil and/or  other  information,  FDA  has  classified  the  indi- 
cations as  follows: 

“Possibly”  effective:  as  adjunctive  therapy  in  the  treat- 
ment of  peptic  ulcer  and  in  the  treatment  of  the  irritable 
bowel  syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign 
bladder  neck  obstruction;  hypersensitivity  to  chlordiazepox- 
ide HC1  and/or  clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants,  and  against  hazard- 
ous occupations  requiring  complete  mental  alertness  {e.g., 
operating  machinery,  driving).  Physical  and  psychological 
dependence  rarely  reported  on  recommended  doses,  but  use 
caution  in  administering  Librium®  (chlordiazepoxide  HC1/ 
Roche)  to  known  addiction-prone  individuals  or  those  who 
might  increase  dosage;  withdrawal  symptoms  (including  con- 
vulsions) reported  following  discontinuation  of  the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations  as  sug- 
gested in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy.  Advise  patients  to  dis- 
cuss therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 


Precautions:  In  elderly  and  debilitated,  limit  dosage  to  small- 
est effective  amount  to  preclude  ataxia,  oversedation,  confu- 
sion (no  more  than  2 capsules/day  initially;  increase  gradually 
as  needed  and  tolerated).  Though  generally  not  recom- 
mended, if  combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  pharmacology  of  agents, 
particularly  potentiating  drugs  such  as  MAO  inhibitors,  phe- 
nothiazines.  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Paradoxical  reactions 
reported  in  psychiatric  patients.  Employ  usual  precautions  in 
treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  not  established. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  reported  with  Librax.  When 
chlordiazepoxide  HC1  is  used  alone,  drowsiness,  ataxia,  con- 
fusion may  occur,  especially  in  elderly  and  debilitated;  avoid- 
able in  most  cases  by  proper  dosage  adjustment,  but  also 
occasionally  observed  at  lower  dosage  ranges.  Syncope 
reported  in  a few  instances.  Also  encountered:  isolated 
instances  of  skin  eruptions,  edema,  minor  menstrual  irregu- 
larities, nausea  and  constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido — all  infrequent,  generally  con- 
trolled with  dosage  reduction;  changes  in  EEC  patterns  may 
appear  during  and  after  treatment;  blood  dyscrasias  (includ- 
ing agranulocytosis),  jaundice,  hepatic  dysfunction  reported 
occasionally  with  chlordiazepoxide  HC1,  making  periodic 
blood  counts  and  liver  function  tests  advisable  during  pro- 
tracted therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i.e.,  dryness  of  mouth,  blurring  of 
vision,  urinary  hesitancy,  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with 
other  spasmolytics  and/or  low  residue  diets. 

Roche  Products  Inc. 

Manati,  Puerto  Rico  00701 


FLARE-UP 


SPASM  AND  PAIN  CAN  SIGNAL 
FUNCTIONAL  GI  DISORDERS* 

Patients  experiencing  symptoms  of  irritable 
bowel  syndrome*  or  duodenal  ulcer*  can 
often  have  emotional  stress  operating  in  the 
background.  When  you  prescribe  Librax  for 
these  patients,  they  receive  treatment  for  both 
the  emotional  and  the  somatic  elements  to  help 
relieve  the  anxiety/pain  cycle. 

Librax  provides  the  well-known  antianx- 
iety action  of  Librium®  (chlordiazepoxide  HC1/ 
Roche),  a benzodiazepine  with  an  established 
record  of  safety  after  use  in  thousands  of' 
patients  worldwide.  Also  included  are  the 
proven  antispasmodic  and  antisecretory 
actions  of  Quarzan®  (clidinium  bromide/ 
Roche),  the  component  which  helps  to  reduce 
colonic  spasm  and  hypersecretion  and  helps 
also  to  alleviate  the  pain  they  cause. 


SPECIFY  ADJUNCTIVE 


LIBRAX:  FOR  THE  DUAL  PROBLEMS 
OF  FUNCTIONAL  GI  DISORDERS. 


Each  capsule  contains  5 mg  chlordiazepoxide  HC1  and 
2.5  mg  clidinium  bromide. 


ANTIANXIETY 

ANTISECRETORY 

ANTISPASMODIC 


Librax  has  been  evaluated  as  possibly  effective  as  adjunctive  therapy 
in  the  treatment  of  duodenal  ulcer  and  the  irritable  bowel  syndrome. 

Copyright  © 1983  by  Roche  Products  Inc.  AH  rights  reserved. 

Please  see  summary  of  prescribing  information  on  following  page. 
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Univ.  of  California,— 

SAN  FRANCISCO,  CA  9414J 


— 


E.  & W.  BLANKSTEEN 

E.  & W.  BLANKSTEEN  AGENCY,  INC. 

ADMINISTRATORS 

THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

ENDORSED  PLANS  OF: 

LONG-TERM  INCOME  PROTECTION  PLAN 
MAJOR  MEDICAL 
OVERHEAD  EXPENSE 
HOSPITAL-MONEY 
HIGH  LIMIT  ACCIDENT 
TERM  LIFE 
KEOGH 


★ ★ ★ 

ALSO  AVAILABLE  ARE 
NON-GROUP  PROGRAMS  OF: 

HOMEOWNER’S 
OFFICE  PACKAGE 
LIFE 
IRA 

PENSION 


75  Montgomery  Street 
Jersey  City,  N.J0  07302 

(201)  333=4340  1 (800)  BLANK  AG 


For  ten  years,  AlSCorp.  has  been  building  a 
reputation  based  on  results,  not  promises. 
Because  all  our  people  have  healthcare 
experience,  AlSCorp.  understands  the  needs 
of  the  medical  profession.  We  designed  our 
software  just  to  meet  those  needs. 

Because  our  staff  has  a complete  under- 
standing of  both  financial  management 
systems,  as  well  as  medical  office  procedures, 
your  medical  staff  receives  training  that  applies 
directly  to  your  practice— not  only  when  the 
system  is  first  introduced,  but  into  the  future 
through  continuing,  on  site  and  telephone 
customer  support. 

And  because  AlSCorp.  uses  “state-of-the- 
art,  DEC  ’ ’ hardware  that  is  fast,  easy-to-use, 
flexible,  expandable,  and  most,  important  cost 
justifiable.  You  can  be  sure  that  your  needs 
will  be  met,  no  matter  how  large  your  private 
or  hospital  based  group  grows. 

Maybe  that’s  why  AlSCorp.  is: 

• Recommended  vendor  of  the  American 
Academy  of  Orthopaedic  Surgeons 
• Endorsed  by  the  Medical  Society  of  the  State 
of  New  York 


• Actively  serving  major  hospital  based 
groups  in  both  private  and  teaching  facilities 
for  over  five  years. 

• Has  just  been  selected  to  provide  a compre- 
hensive physician  billing  system  by  the 
Faculty  Practice  Associates  of  the  Mt.  Sinai 
School  of  Medicine  in  New  York  City. 

In  fact,  for  three  years  in  a row,  Inc.  maga- 
zine has  called  AlSCorp.  one  of  the  fastest 
growing,  privately  owned,  companies  in 
America. 

AlSCorp.  We’ve  perfected  the  business 
side  of  medicine. 


Medical  Management  Systems 


225  Jackson  St. , Bridgewater,  N.J.  08807  (201)  526-8100 

For  more  information  call  toll  free 
1-800-AISCorp. 
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Sometimes  A Doctor  Needs  A Specialist  Too! 


PHYLLIS  KESSEL  ASSOCIATES,  New  Jersey’s  leading  public  relations/multi- 
media  marketing  firm  for  the  medical  community,  announces  the  establishment  of  a 
Medical  Marketing  Division  that  will  exclusively  handle  the  special  needs  of  physicians. 

PHYLLIS  KESSEL  ASSOCIATES  has  been  providing  effective,  high  profile  public 
relations  and  marketing  for  more  than  100  of  your  colleagues  for  nearly  a decade.  We 
offer  an  impressive  record  of  achievement  as  evidenced  by  our  ever-growing  client  list. 

To  find  out  more  about  our  new  Medical  Marketing  Division,  write  or  call. 

The  Medical  Marketing  Division  of  PHYLLIS  KESSEL  ASSOCIATES  ....  because 
sometimes  a doctor  needs  a specialist  too! 


medical  marketing  — a division  of 

phyllis  Ressei  associates 

780  WEST  PARK  AVENUE  • OAKHURST,  NJ  07755  • 201-531-7080 


STATE-OF-THE-ART 

□ FONAR®  Magnetic  Resonance  Imaging  (MRI) 

No  risk  of  missile  effect  as  with  superconductive  units. 

Unique  capability  of  being  used  with  life  support  systems. 

□ Doppler  Ultrasound  Imaging 

Cardiac  and  Carotid 

□ Computed  Sonography 

□ Low  Dose  Mammography 

□ Fluoroscopy 

□ Traditional  X-rays  (all  low  dose) 


IMAGING 


Utilizing  cardiac  gating, 
MRI  produces  superior  contrast 
resolution  over  CT. 


SERVING  PHYSICIANS  AND  PATIENTS 

Written  reports  and  films  delivered  within  24  hours 
On-site  Board  Certified  Radiologists  • Highly  trained  technicians 
Prompt  scheduling  • Personalized  care  and  attention 

Patient  education  literature,  including  the  viewing  of  VCR  tapes, 
available  prior  to  testing. 


69  Orient  Way 
Rutherford,  NJ  07070 


MEDICAL  IMAGING,  P.A. 

(201)  933-0310 

JOSEPH  INZINNA,  M.D.,  MEDICAL  DIRECTOR 
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To  show  you  how  many 
hypertensives  stayed  on 

INDERAT  LA 

(PROPRANOLOL  HCl) 

after  a major  nationwide  trial 


>0,073 patients  (90%)  who  started  on 
NDERAL  LA  stayed  on  INDERAL  LA1. 


uprising?  Not  really. 

Because  most  patients  on  INDERAL  LA  (propranolol  HC1)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients2  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 

)le  therapy  or  concomitant  therapy? 

fty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 

The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours. 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 

36%  were  controlled  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 

)r  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
ell  be  the  answer. 

Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  and  compliance 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma. 

*After  a 30-day  trial  with  INDERAL  LA,  physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA. 


ONCE-DAILY 


LONG  ACTING 
CAPSULES 


The  one  you  know  best 
keeps  looking  better 


Please  see  next  page  for  brief  summary  of  prescribing  information 


The  one  you  know  best  keeps  looking  bettc 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR  ) 
INDERAL*  LA  brand  ol  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg.  120  mg,  and  160  mg  capsules. 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor  block- 
ing agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  competes  with 
beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites  When  access  to 
beta-receptor  sites  is  blocked  by  INDEHAL.  the  chronotropic,  inotropic,  and  vasodilator  re- 
sponses to  beta  -adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80.  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for 
the  capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose 
of  INDERAL  tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  the  end  of  the  dosing  interval.  In  most  clinical  settings,  however,  such  as 
hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
effect.  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rate,  systolic  pressure  and  rate  pressure  product.  INDERAL  LA  can  provide 
effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established  Among 
the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1 ) decreased 
cardiac  output,  (2)  inhibition  of  renin  release  by  (he  kidneys,  and  (3)  diminution  of  tonic 
sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain.  Although  total  peripheral 
resistance  may  increase  initially,  it  read|usts  to  or  below  the  pretreatment  level  with  chronic  use 
Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has  been 
shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the  treatment 
of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at  any 
given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate,  systolic 
blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction.  Propranolol  may  in- 
crease oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic  pressure 
and  systolic  ejection  period  The  net  physiologic  effect  of  beta-adrenergic  blockade  is  usually 
advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and  increased  work 
capacity 

In  dosages  greater  than  required  for  beta  blockade,  INDERAL  also  exerts  a quinidme-like  or 
anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential.  The  significance  of 
the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain 

Beta  receptor  blockade  can  be  useful  in 
conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  det- 
rimental to  the  patient.  But  there  are  also  situa- 
tions in  which  sympathetic  stimulation  is  vital 
For  example,  in  patients  with  severely  dam- 
aged hearts,  adequate  ventricular  function  is 
maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  of 
AV  block,  greater  than  first  degree,  beta  block- 
ade may  prevent  the  necessary  facilitating  ef- 
fect of  sympathetic  activity  on  conduction.  Beta 
blockade  results  in  bronchial  constriction  by 
interfering  with  adrenergic  bronchodilator  ac- 
tivity which  should  be  preserved  in  patients 
subject  to  bronchospasm 

Propranolol  is  not  significantly  dialyzable. 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension;  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache. 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope.  INDERAL  LA  also  improves  exercise  performance.  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus 
bradycardia  and  greater  than  first  degree  block;  3)  bronchial  asthma;  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL. 


to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability 
hear!  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthe: 
surgical  procedures. 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta- 
tor  agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g , dobu 
or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe  hypote 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blc 
DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appe, 
of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
hypoglycemia  in  labile  insulin-dependent  diabetes.  In  these  patients,  it  may  be  more  diff 
ad|ust  the  dosage  of  insulin 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyrc 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  sym 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  functior 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  brady 
requiring  a demand  pacemaker  In  one  case,  this  resulted  after  an  initial  dose  of 
propranolol. 


PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  im 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatrr 
hypertensive  emergencies 
Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients : 
be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lei 
return  of  increased  intraocular  pressure. 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  di 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS;  Patients  receiving  catecholamine-depleting  drugs  such  as. 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catechol, 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  e 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthi 
hypotension 

Carcinogenesis,  Mutagenesis,  Impairment  ot  Fertility  Long-term  studies  in  animals 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  stui 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of 
cant  drug-induced  toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any 
dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  th 
attributable  to  the  drug 

Pregnancy:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  in 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  sho 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus' 
Nursing  Mothers.  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised 
INDERAL  is  administered  to  a nursing  woman 
Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 


ONCE-DASLY 

Inderal  LA 

IFftPRANCUX  HCI) 


80  mg  120  mg  160  mg 


LONG  ACTING  CAPSULES 


WARNINGS.  CARDIAC  FAILURE'  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics. 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice.  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris.  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications. 


ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have 
required  the  withdrawal  of  therapy. 

Cardiovascular  bradycardia;  congestive  heart  failure,  intensification  of  AV  block;  hyi 
sion;  paresthesia  of  hands;  thrombocytopenic  purpura,  arterial  insufficiency,  usually 

Raynaud  type. 

Central  Nervous  System  lightheadec 
mental  depression  manifested  by  insc 
lassitude,  weakness,  fatigue;  reversible  r 
depression  progressing  to  catatonia 
disturbances;  hallucinations;  an  acute  r 
ible  syndrome  characterized  by  disorier 
for  time  and  place,  short-term  memory 
emotional  lability,  slightly  clouded  sensi 
and  decreased  performance  on  neurops 
metrics. 

Gastrointestinal:  nausea,  vomiting,  ej 
trie  distress,  abdominal  cramping,  dia 
constipation,  mesenteric  arterial  throm; 
ischemic  colitis. 

Allergic : pharyngitis  and  agranulocy 
erythematous  rash,  fever  combined  with  aching  and  sore  throat,  laryngospasm  and  respi. 
distress 

Respiratory:  bronchospasm. 

Hematologic:  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  pu 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  be* 
ported. 

Miscellaneous:  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impot 
and  Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  invt 
the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  ha1 
been  associated  with  propranolol. 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloric 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  IND, 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  theraf 
effect  is  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitu 
INDERAL,  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitratioi 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  inter 

HYPERTENSION  — Dosage  must  be  individualized  The  usual  initial  dosage  is  8 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  mi 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achf 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily.  In  some  instances  a dosage  ( 
mg  may  be  required.  The  time  needed  for  full  hypertensive  response  to  a given  dost, 
variable  and  may  range  from  a few  days  to  several  weeks. 

ANGINA  PECTORIS  — Dosage  must  be  individualized.  Starting  with  80  mg  INDER/ 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  opt 
response  is  obtained.  Although  individual  patients  may  respond  at  any  dosage  levs 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  valui 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established. 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  week: 
WARNINGS) 

MIGRAINE  — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDER, 
once  daily.  The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  m; 
increased  gradually  to  achieve  optimum  migraine  prophylaxis.  If  a satisfactory  response, 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  LA  thi! 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a per 
several  weeks 

HYPERTROPHIC  SUBAORTIC  STENOSIS  — 80-160  mg  INDERAL  LA  once  daily, 

PEDIATRIC  DOSAGE  — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  al| 
limited  to  permit  adequate  directions  for  use 

‘The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories  ; 


Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  — PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS.  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors. 
MAJOR  SURGERY;  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior 
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THE  HEALTH  PROVIDER  LAWYER 

The  increasing  range  of  regulation  has  spawned  yet 
another  new  breed  of  lawyer — the  health  provider  law- 
yer. Unlike  the  traditional  attorney  specializing  in 
health-related  matters,  the  health  provider  lawyer’s 
base  of  operation  is  not  the  hospital  or  the  medical 
malpractice  carrier;  rather,  he  focuses  his  expertise 
squarely  on  the  activities  of  the  health  care  provider — 
predominantly,  the  physician.  In  recent  years,  the  de- 
mand for  this  field  of  expertise  has  widened.  Indeed, 
the  attorney  who  does  not  devote  himself  exclusively 
to  this  area  may  find  himself  ill  equipped  to  adequately 
represent  the  interests  of  health  provider  profes- 
sionals. 

As  the  “business  of  medicine”  takes  an  ever  greater 
role  in  the  practice  of  medicine,  the  need  for  legal 
representation  increases.  Unlike  the  usual  business 
transaction,  however,  decisions  concerning  the  busi- 
ness of  medicine  involve  a myriad  of  laws  and  regu- 
lations governing  the  practice  of  medicine.  For  exam- 
ple, business  practices  such  as  percentage  rate  leases 
and  employee  incentive  plans  can  violate  many  Medical 
Practice  Acts.  Joint  ownership  of  medical  equipment 
creates  a hornet’s  nest  of  potential  difficulties  from 
concerns  of  kickbacks  to  improper  motivation  for  or- 
dering diagnostic  tests. 

Many  incentives  offered  by  laboratories,  supply 
houses,  and  referral  facilities,  including  stock  own- 
ership, seminars,  consulting  fees,  rental  of  storage 
space,  and  the  like  are  areas  of  substantial  concern. 

A number  of  states  now  are  considering  regulations 
requiring  financial  disclosure  to  patients  when  a pro- 
fessional profits  directly  or  indirectly  from  laboratory 
tests,  diagnostic  services,  equipment  or  pharmaceu- 
ticals provided  in  whole  or  in  part  by  others.  Other 
states  may  prohibit  some  of  these  practices  entirely. 
Malpractice  cases  can  turn  on  questions  of  financial 
relationships  between  the  person  ordering  services  or 
equipment  and  the  person  or  entity  providing  them. 

Perhaps  the  best  example  of  this  results  from  the 
recent  disclosures  concerning  sales  tactics  utilized  by 
certain  pacemaker  manufacturers,  including  travel  in- 
centive and  equipment  and  consulting  fees  for  those 
ordering  their  devices.  Charges  of  collusion  between 
the  physicians  ordering  the  pacemakers  and  manufac- 
turers supplying  them  already  have  found  their  way 
into  malpractice  claims. 


Patient  relations,  and  particularly  collection  poli- 
cies, are  more  likely  to  affect  the  likelihood  of  lawsuits 
than  the  care  and  skill  of  the  practitioner.  Few  practi- 
tioners, however,  review  the  tactics  of  their  collection 
agencies  or  employees.  Many  corporate  collection  prac- 
tices utilized  by  ordinary  business  enterprises  can 
have  disastrous  results  when  utilized  by  health  pro- 
fessionals. Citibank  and  American  Express  do  not  risk 
increased  litigation  claims  by  hard-nosed  business 
policies.  Physicians  are  much  more  likely  to  do  so. 

Due  to  these  special  concerns,  no  lease,  employment 
agreement,  collection,  joint  venture,  or  other  business 
venture  should  be  conducted  without  the  advice  of  a 
health  provider  attorney.  Specific  issues  to  look  at  in- 
clude the  following: 

Percentage  Leases:  Many  landlords,  especially  those 
renting  space  in  shopping  centers,  routinely  base  rent, 
at  least  in  part,  on  a percentage  of  gross  fees.  This  may 
be  viewed  by  a state  medical  board  as  an  illegal  fee- 
splitting arrangement  which  could  subject  a practi- 
tioner to  disciplinary  action  including  loss  of  license. 
The  same  issue  exists  for  leasing  hospital  space. 

Ownership  of  Diagnostic  or  Treatment  Facilities  or 
Supply  Companies:  When  a physician  joins  with  other 
physicians  or  with  nonphysicians  to  provide  labora- 
tory testing,  diagnostic  services,  therapeutic  modal- 
ities, or  medical  equipment  or  supplies,  the  physician 
must  carefully  consider  whether  such  arrangements 
create  either  fee-splitting  or  kickback  problems.  Care- 
ful and  concise  drafting  of  documents  to  relate  specifi- 
cally the  value  of  personal  services  or  investment  to  the 
profits  anticipated  can  substantially  reduce  the  risk  of 
any  adverse  finding  by  a disciplinary  board. 

Risk  Management  Physicians  routinely  hear  of  risk 
management  procedures  utilized  within  hospitals,  but 
rarely  put  these  practices  into  place  in  their  own  prac- 
tice. An  office  manual,  carefully  delineating  the  roles 
and  responsibilities  of  staff,  defining  wage  and  hour 
policies  such  as  vacations  and  overtime,  prohibiting 
the  practice  of  medicine  by  nonphysicians  and  the 
practice  of  nursing  by  unlicensed  staff  can  avoid  dis- 
ciplinary action.  Similarly,  carefully  defined  emergency 
procedures  and  requirements  that  the  physician  be 
contacted  personally  when  certain  conditions  exist  can 
save  enormous  heartache.  This  is  a service  the  health 
provider  attorney  uniquely  is  able  to  provide  since  he 
will  be  most  sensitive  to  the  issues  involving  scope  of 
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practice,  emergency  procedure,  and  the  like. 

Billing:  Claims  of  overutilization  and  excessive  fees 
are  mounting.  Most  often  these  result  from  failure  to 
explain  the  necessity  of  the  procedure  or  the  cost  in 
advance.  Patient  information  sheets  explaining  rou- 
tine procedures,  the  need  for  them  and  their  cost 
substantially  can  reduce  misunderstandings  and  com- 
plaints and  increase  collections.  Physicians  per- 
forming services  at  the  request  of  referring  doctors 
often  incorrectly  assume  that  the  patient  is  aware  of 
the  procedures,  their  purpose,  and  their  cost.  Provid- 
ing this  information,  in  writing,  beforehand,  along 
with  requiring  signed  informed  consent,  can  diminish 
the  likelihood  of  suit  or  disciplinary  action.  An  at- 
torney familiar  with  these  issues  best  can  assist  in 
drafting  these  documents. 

Third-Party  Reimbursement  Physicians  should 
avoid  Medicaid  participation  unless  they  are  fully 
knowledgeable  of  the  myriad  of  regulations  involved  in 
this  program.  Overeager  prosecutors  are  seeking  in- 
dictments against  well-meaning  health  practitioners 
for  technical  violations  of  the  law.  Conviction  of  Medi- 
caid fraud  likely  will  result  in  loss  of  licensure.  No 
practitioner  should  be  involved  in  this  program 
without  carefully  reviewing  all  record  keeping,  treat- 
ment, and  billing  practices  with  an  attorney  knowl- 
edgeable in  this  area  While  not  as  problematic,  other 
third-party  payors,  including  Medicare,  Blue  Cross/ 
Blue  Shield,  and  private  insurance  companies  are  im- 
posing even  more  detailed  and  stringent  requirements. 
Seemingly  innocent  practices,  such  as  waiving  the  por- 
tion of  the  bill  that  insurance  does  not  pay,  could  result 
in  charges  of  fraud  and  misrepresentation.  For  exam- 
ple, where  an  insurance  company  pays  80  percent  of 
a usual  and  customary  charge  of  $200,  and  the  phy- 
sician does  not  attempt  to  collect  the  other  20  percent 
or  $40,  a company  could  take  the  position  that  the 
actual  fee  was  not  $200  but  only  the  amount  antici- 
pated to  be  collected,  i.e.  $160.  If  that  were  so,  it  would 
only  be  responsible  for  80  percent  of  the  $160  or  $128. 
Thus,  it  may  claim  it  has  been  defrauded  of  $32. 

Record  Keeping  and  Distribution  of  Information : 
Most  malpractice  attorneys  agree  that  proper  record 
keeping  is  the  single  most  critical  element  in  reducing 
the  risk  of  suit.  Despite  this,  many  physicians  do  not 
maintain  proper  records.  Nor  do  they  maintain  office 
systems  to  adequately  follow  up  on  patients,  assure 
timely  reporting  of  laboratory  studies  or  notify  patients 
of  significant  laboratoiy  results.  Health  provider  at- 
torneys can  aid  the  physician  in  designing  appropriate 
record  keeping  techniques  and  implementing  fail  safe 
reporting  systems. 

Response  to  Attorneys  and  Investigators:  Perhaps 
the  most  serious  opportunity  for  self-inflicted  injury 
occurs  when  a physician  responds  to  subpoenas,  docu- 
ment demands,  or  investigative  inquiries  without  com- 
petent legal  representation.  One  could  correlate  the 
results  with  a physician  trying  to  perform  an  ap- 
pendectomy on  himself.  Even  if  the  operation  could  be 
succesful,  the  pain  associated  with  it  would  be  ex- 
crutiating.  Great  sensitivity  to  the  law  and  the  nuances 
of  responses  must  be  exhibited  in  such  circumstances. 
Careful  preparation  and  identification  of  problem 
areas  in  advance  of  a response  must  occur.  The  mere 
fact  that  an  investigator  demands  information  or 


documents  does  not  necessarily  require  you  to  turn  if 
over — and  certainly  not  immediately.  Before  providing 
any  information  beyond  name  and  address,  a knowl-; 
edgeable  health  provider  lawyer  should  be  consulted 
More  information  adverse  to  the  interest  of  the  phy- 
sician is  volunteered  unnecessarily  and  unwittingly 
than  through  any  other  source.  Before  providing  any 
law  enforcement  officer  or  investigator  with  any  infor-l 
mation,  a consultation  with  a health  provider  lawyei 
should  occur.  Similarly,  if  a physician  is  required  tcj 
give  a deposition  or  appear  in  court,  he  should  not  dc 
so  without  first  obtaining  advice  as  to  his  obligations 
responsibilities,  and  rights. 

In  summaiy,  the  practice  of  medicine  now  has  be 
come  inexorably  linked  with  legal  considerations.  Ever 
the  finest  and  most  astute  practitioner  cannot  have  £ 
full  comprehension  of  the  laws  and  rules  under  which 
he  must  practice.  Keeping  abreast  of  these  require- 
ments is  the  full-time  job  of  the  health  provider  at 
tomey. 

A health  provider  attorney  is  as  necessary  to  today’s 
practice  of  medicine  as  an  accountant.  A doctor  shoulc 
be  no  more  willing  to  address  the  intricacies  of  medical 
law  than  he  is  to  do  his  own  accounting.  The  health 
provider  attorney  must  unfortunately  become  a rou- 
tine mandatory  consult.  Steven  I.  Kern 

MEDICAID  AND  COMMISSIONER  DREW  ALTMAN 

The  following  is  the  speech  presented  by  Human 
Services  Commissioner  Drew  Altman  concerning 
Medicaid: 

I want  to  try  and  restrict  myself  to  one  issue  that 
I believe  is  of  immediate  concern— our  low  rate  of  reim-1 
bursement  for  physicians  and  other  practitioners  who 
serve  people  on  Medicaid — and  its  implications  for  ac- 
cess to  health  services  and  the  cost-effectiveness  of  our' 
Medicaid  program. 

Let  me  start  by  saying  that,  since  its  passage  in 
1965,  the  Medicaid  program  has  made  the  critical  dih 
ference  in  affording  access  to  health  care  services  for 
the  disadvantaged  in  our  country  and  in  our  state.  In 
my  view,  Medicaid  needs  to  be  protected  and  it  needs 
to  be  improved.  I would  not  support  any  measures  that 
would  cut  back  on  Medicaid  services  or  see  Medicaid; 
patients’  access  to  needed  care  further  eroded. 

Perhaps  the  biggest  accomplishment  of  the  Medi- 
caid program  is  this:  In  sharp  contrast  to  the  pre- 
Medicaid  era,  the  poor  now  see  a doctor  and  go  to  a 
hospital  at  least  as  often  as  the  non-poor  in  New  Jersey 
and  across  our  country. 

Moreover,  despite  the  fact  that  the  people  served  by! 
Medicaid  are  sicker  than  the  general  population,  Medi- 
caid has  served  them  at  the  same  or  at  less  cost  than 
comparable  insurance  provided  to  the  general  popu- 
lation. 

Medicaid,  of  course,  also  serves  our  most  vulnerable 
populations.  Despite  public  preconceptions  about  who 
is  on  Medicaid,  the  Medicaid  program  actually  serves 
three  groups:  1)  low  income  mothers  and  children; 
2)  the  blind  and  the  disabled;  and  3)  poor  elderly 
citizens  of  our  state.  Thus,  Medicaid  really  is  three 
programs  in  one,  and  each  of  these  programs  serves 
a very  needy  and  vulnerable  group. 

However,  despite  this  record  of  success,  Medicaid  is 
not  without  problems.  For  one,  Medicaid  never  has 
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become  a comprehensive  health  insurance  program 
for  all  low-income  people.  In  fact,  today  Medicaid  covers 
less  than  50  percent  of  the  poor  and  near-poor. 

Medicaid’s  effectiveness  is  perhaps  its  most  impor- 
tant area — providing  primary  care  and  other  basic 
medical  services  to  covered  groups.  This  area  is  slip- 
ping, and  is  in  danger  of  slipping  further.  In  large 
measure,  this  is  because  our  low  rates  of  reimburse- 
ment for  physicians  and  other  practitioners  are  driv- 
ing them  away  from  serving  Medicaid  patients.  As  a 
result,  access  to  basic  services  is  eroding  and  Medicaid 
patients  are  delaying  needed  care.  Further,  when  they 
seek  care,  they  are  increasingly  relying  on  much  more 
expensive  and  sometimes  less  effective  hospital  outpa- 
tient departments  and  emergency  rooms;  sites  which 
are  not  now  well  equipped  to  serve  in  the  role  of  per- 
sonal physicians. 

Medicaid  reimbursement  in  New  Jersey  has  been 
almost  stagnant  outside  of  the  institutional  area  for 
many,  many  years. 

Today,  we  are  paying  physicians  $7  for  a routine 
office  visit,  as  compared  with  the  approximately  $22 
from  Medicare  and  the  $35  physicians  receive  from 
their  private  patients.  We  are  paying  dentists  $7.50  for 
an  uncomplicated  tooth  filling  and  $9  for  an  un- 
complicated tooth  extraction,  while  they  are  paid  about 
$40  from  their  private  patients.  Further,  we  are  paying 
obstetricians  only  $236  for  a full  package  of  obstetrical 
services,  which  includes  prenatal  care,  delivery,  and 
postpartum  care.  This  compares  with  between  $1600 
and  $2000  for  private  patients.  We  even  are  limiting 
Medicaid  patients  to  $5  eyeglass  frames  that  are  un- 
popular and  often  substandard. 

These  rates  exist  because  fees  to  professional  practi- 
tioners are  not  indexed  to  any  consumer  price  factor 
or  cost  of  living  formula,  but  rather  are  negotiated 
based  upon  the  specific  funding  levels  made  available 
through  the  annual  appropriations  process.  With  over- 
all budget  constraints  and  the  press  of  other  state 
priorities,  these  rates  have  remained  almost  static 
since  the  inception  of  the  Medicaid  program  in  New 
Jersey  in  1970.  As  a result,  each  year  we  fall  further 
and  further  behind  fees  paid  by  other  public  programs 
and  in  the  marketplace.  This  is  in  contrast  to  pay- 
ments to  institutional  providers,  such  as  hospitals  and 
nursing  homes,  where  fees  are  routinely  increased 
based  upon  costs  and  inflation  factors. 

What  does  all  this  mean?  Let  me  be  blunt.  I am  not 
convinced  that  physicians  in  our  state  will  be  unable 
to  make  an  adequate  living.  To  be  sure,  physicians  are 
being  buffeted  by  multiple  changes  in  our  health  care 
system.  Nevertheless,  I am  confident  that  when  things 
shake  out  physicians  will  continue  to  do  well  economi- 
cally and  will  continue  to  be  viewed  as  one  of  the  most 
respected  groups  in  our  society. 

My  primary  concern,  with  regard  to  this  issue  of 
Medicaid  rates,  is  for  preserving  access  to  needed 
health  services  for  the  poor,  the  elderly,  and  disabled 
served  by  Medicaid,  and  for  assuring  that  Medicaid 
gets  the  best  buy  for  its  dollar 

Today,  there  are  sections  of  our  state  where  a Medi- 
caid-eligible pregnant  woman  cannot  obtain  prenatal 
care  because  there  are  no  physicians  or  obstetricians 
in  her  area  willing  to  see  her  at  the  current  low  rate 
of  reimbursement.  This  means  that  she  cannot  receive 


necessary  health  care,  prescription  drugs,  nutrition 
counselling,  and  so  on,  thereby  endangering  not  only 
her  own  physical  health  but  that  of  her  unborn  baby. 
Too  often  these  women  end  up  presenting  themselves 
in  the  emergency  room  of  a hospital  on  the  day  they 
go  into  labor,  having  received  little  or  no  prenatal  care. 

The  impact  of  low  reimbursement  rates  is  perhaps 
most  graphically  seen  in  the  area  of  obstetrical  ser- 
vices, but  this  is  a problem  across  the  board  in  our 
Medicaid  program.  In  the  last  six  years,  the  already  low 
number  of  physicians  participating  in  Medicaid  de- 
clined further,  from  6,888  in  1981  to  6,744  in  1986. 
The  total  number  of  physician  visits  also  has  declined 
by  20  percent  over  that  same  time  period.  Thus,  while 
total  health  care  expenditures  have  gone  up,  spending 
for  physicians’  services  in  our  Medicaid  program  has 
actually  gone  down — from  $62.6  million  in  1981  to  $52 
million  in  1986.  This  compares,  for  example,  to  a 20 
to  25  percent  increase  in  recent  years  in  payments  for 
physician  services  under  the  Medicare  program. 

This  all  occurs,  ironically,  at  a time  when  we  have 
more  and  more  practicing  physicians  in  our  state 
which,  one  would  think,  would  result  in  greater  phy- 
sician participation  in  the  Medicaid  program,  not  less. 
In  fact,  our  rates  of  reimbursement  are  so  low  that  even 
the  increasing  competitive  demands  in  the  market- 
place on  physicians  have  been  inadequate  to  stimulate 
more  of  them  to  care  for  Medicaid  patients. 

Just  as  important  as  the  impact  of  our  low  rates  of 
reimbursement  on  access  to  health  care,  is  its  impact 
on  cost. 

When  Medicaid  patients  cannot  get  care  from  a per- 
sonal physician,  they  often  delay  needed  care,  and  then 
ultimately  receive  it  in  a much  more  expensive  hospital 
setting.  Our  statistics  from  the  Medicaid  program  bear 
this  out.  In  recent  years,  for  example,  the  number  of 
participating  physicians  has  gone  down,  while  outpa- 
tient and  emergency  room  visits  have  gone  up— from 
847,000  in  1982  to  938,000  in  1986.  On  the  average, 
care  in  such  settings  costs  six  times  as  much  as  care 
provided  in  a private  physician’s  office.  It  is  interesting 
to  note  that  if  the  increase  in  patient  visits  to  hospital 
outpatient  departments  and  emergency  rooms  in  the 
last  four  years  had  not  occurred,  and  if  those  patients 
had  received  care  from  private  physicians  instead,  the 
Medicaid  program  would  have  saved  approximately  $6 
million  in  last  year. 

Over  the  last  month,  I have  been  traveling  across  the 
state  and  meeting  with  welfare  recipients  to  discuss 
our  welfare  reform  initiative.  All  of  these  young 
mothers  on  welfare,  of  course,  are  eligible  for  Medicaid 
as  well.  Of  the  first  group  of  eight  welfare  recipients 
I met,  two  reported  that  their  physicians  recently  had 
refused  to  care  for  them  as  a result  of  low  Medicaid 
rates.  In  the  second  group  of  six,  three  made  the  same 
claim.  This  is,  of  course,  sad,  but  not  altogether  sur- 
prising. In  fact,  in  many  cases  the  cost  of  supplies 
needed  to  treat  Medicaid  patients  are  actually  higher 
than  the  Medicaid  payment  for  the  total  service. 

Although  I plan  to  promote  diligently  more  cost  ef- 
fective health  care  delivery  systems,  such  as  HMOs  and 
our  Medicaid  Personal  Physician  Plan,  and  look  for 
opportunities  to  bring  prepayment  and  case-manage- 
ment to  other  settings  such  as  hospital  outpatient 
departments,  it  is  clear  that  we  will  not  have  enough 
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providers  of  prepaid  services  in  New  Jersey  to  service 
the  entire  Medicaid  population.  Thus,  it  is  essential 
that  we  maintain  a viable  provider  fee  structure  for  our 
Medicaid  service  system  to  provide  the  necessary  care 
to  keep  our  adults  and  children  healthy. 

Therefore,  I urge  you  as  a committee  to  help  remedy 
the  situtation  by  recognizing  that  if  current  trends 
persist,  the  state  Medicaid  program’s  objectives  will  be 
seriously  undermined,  and  working  with  us  to  make 
Medicaid  participation  more  attractive  to  health  care 
providers. 

Let  me  just  close  by  saying,  then,  that  from  the  point 
of  view  of  one  who  is  committed  to  preserving  and 
improving  access  to  health  services  for  the  disadvan- 
taged, and  is  committed  to  a more  cost-effective  health 
care  system,  it  is  imperative  that  we  take  a closer  look 
at  our  Medicaid  fee  structure  and  make  the  changes 
that  are  warranted. 

MSNJ:  PUBLIC  RELATIONS  AWARD 

Paolin  & Sweeney,  MSNJ’s  public  relations  agency, 
took  third  place  in  the  prestigious  Philadelphia  TRAC 
Creative  Awards  with  MSNJ’s  “Lethal  Weapons” 
advertisement  that  appeared  in  Time  magazine  and 
state  newspapers. 

THE  STATION 

Tucked  away  in  our  subconscious  minds  is  an 
idyllic  vision.  We  see  ourselves  on  a long,  long  trip  that 
almost  spans  the  continent.  We’re  traveling  by  passen- 
ger train,  and  out  the  windows  we  drink  in  the  passing 
scene  of  cars  on  nearby  highways,  of  children  waving 
at  a crossing,  of  cattle  grazing  on  a distant  hillside,  of 
smoke  pouring  from  a power  plant,  of  row  upon  row 
of  com  and  wheat,  of  flatlands  and  valleys,  of  moun- 
tains and  rolling  hillsides,  of  city  skylines  and  vil- 
lagehalls,  of  biting  winter  and  blazing  summer  and 
cavorting  spring  and  docile  fall. 

But  uppermost  in  our  minds  is  the  final  destination. 
On  a certain  day  at  a certain  hour  we  will  pull  into  the 
station.  There  will  be  bands  playing  and  flags  waving. 
And  once  we  get  there  so  many  wonderful  dreams  will 
come  true.  So  many  wishes  will  be  fulfilled  and  so 
many  pieces  of  our  lives  finally  will  be  neatly  fitted 


together  like  a completed  jigsaw  puzzle.  How  restlessly 
we  pace  the  aisles,  damning  the  minutes  for  loitering 
. . . waiting,  waiting,  waiting  for  the  station. 

However,  sooner  or  later  we  must  realize  there  is  no 
one  station,  no  one  place  to  arrive  at  once  and  for  all. 
The  true  joy  of  life  is  the  trip.  The  station  is  only  a 
dream.  It  constantly  outdistances  us. 

Robert  J.  Hastings 

STOP,  LOOK,  AND  LISTEN 

Should  you  be  involved  in  a partnership  or  joint 
group  practice  where  your  name  is  listed  on  a common 
prescription  form,  make  certain  all  such  forms  are 
destroyed  if  you  leave.  It  may  be  necessary  for  you  to 
pay  the  cost  of  replacement,  but  it  could  protect  you 
from  charges  of  unlawful  use  of  the  prescription  form. 

A recent  case  involving  a dissolved  partnership  has 
the  remaining  partner  involved  in  unlawful  writing  for 
narcotics.  The  departing  partner  has  been  caught  up 
in  the  investigation  since  his  name  still  appeared  on 
the  printed  forms. 

ADVANCES  IN  CANCER 

The  next  article  in  our  series,  “Advances  in  Cancer,” 
appears  on  page  125.  The  discussion  by  Drs.  Keegan 
and  Ozer,  “Alpha  Interferon  Therapy  in  Hematologic 
Malignancies,”  specifically  deals  with  the  background 
of  alpha  interferon  and  its  role  in  the  treatment  of 
hairy  cell  leukemia  This  article  was  based  in  part  on 
an  address  made  by  Dr.  Ozer  at  a meeting  of  the  On- 
cology Society  of  New  Jersey  held  in  May  1985. 

Two  New  Jersey  pharmaceutical  firms,  Hoffmann-La 
Roche,  in  Nutley,  and  Schering,  in  Union,  have  de- 
veloped technologies  to  produce  interferon  in  suffi- 
cient quantities  to  permit  meaningful  clinical  trials 
and  now  are  producing  alpha  interferon  commercially 
for  the  treatment  of  hairy  cell  leukemia  It  can  be  an-i 
ticipated  that  further  developments  in  the  future  will 
make  these  substances  more  applicable  for  a wider 
population  of  cancer  patients. 

Alan  J.  Lippman,  M.D. 

FINI 

The  greatest  ability  is  dependability. 
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Were 

LargeEnough 
To  Handle 
Big  Ideas 

Small  Enough 
To  Listen 


Maplewood  Bank  & Trust  Company  is  a member  bank  of  The  Summit 
Bancor  por  at  ion,  a $2.2  billion  financial  services  organization  which 
offers  the  latest  in  innovative  corporate  products  and  services. 

Our  team  of  corporate  bankers  provides  a high  degree  of  flexi- 
bility, creativity,  and  personal  guidance  in  all  financial  segments. 


We  provide  financing  for  specialized  equipment,  such  as: 


■ MAGNETIC  RESONANCE 
SCANNERS 

■ COMPUTERIZED 
TOMOGRAPHY 

■ DIGITAL  RADIOLOGY 

Other  Services: 

■ PENSION/PROFIT  SHARING 
SERVICES 

■ PERSONAL  FINANCIAL 
PLANNING 


■ HOLTER  MONITORING 
SYSTEMS 

■ STRESS  TESTING 
EQUIPMENT 

■ ECHO  CARDIOGRAPHY 


■ BUSINESS  EXPANSION  AND 
RELOCATION 

■ INSURANCE  PREMIUM 
FINANCING 


For  more  information,  please  contact  Michael  A.  Raimonde, 
Assistant  Vice  President  (201)  761-7847. 


Maplewood  Bank 
and  Trust  Company 


Member  of  The  Summit  Bancorporation 
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BLOODLINE 


NEW  JERSEY  S 

FIRST  INDEPENDENT  LICENSED 
AUTOLOGOUS  BLOOD  CENTER 
THAT  ROUTINELY  COLLECTS 
BLOOD  FOR  FUTURE  USE. 

■ SHORT-TERM  LIQUID  AUTOLOGOUS 
Available  up  to  42  days  prior  to  surgery. 

■ LONG-TERM  FROZEN  AUTOLOGOUS 
Storage  up  to  three  years  . . . soon  to  be 
extended  to  ten  years  plus. 

■ DESIGNATED  (DIRECTED)  PROGRAM 

■ CONVENIENT  BLOOD  DRAWING  UNDER 
MEDICAL  SUPERVISION  . . . in  physician 
office,  patient  home,  or  Bloodline. 

AUTOLOGOUS  BLOOD 

YOUR  OWN  BLOOD  IS  THE  SAFEST  BLOOD* 

(201)  593  0440 

•JAMA,  256;  17:2378-80. 


ARE  YOU  PROPERLY  CLASSIFIED? 
PROFESSIONAL  MALPRACTICE  LIABILITY 


OCCURRENCE  PLUS— 1/3,000,000  LIMITS 


New  Doctors  50%  of  Prem. 

Urology-Surg. 

16,621 

GP— No  Surgery 

4,927 

Neurosurgery 

36,400 

Orthopedic  Surg. 

30,418 

Obst-Gynec. 

24,534 

Internal  Medicine 

6,325 

Abdominal  Surg. 

11,475 

General  Surgery 
Colon  & Rectal 

22,005 

GP— Minor  Surg. 

6,325 

Surgery 

11,475 

Cardiology 

4,927 

OVER  100  OTHER 
CLASSIFICATIONS 


■ROYNTON 

<$£  BOYNTON,  INC. 

42  MONMOUTH  ST. 

P.O.  BOX  887 
RED  BANK,  N.J.  07701 

MEDICAL  HOTLINE  1-800-822-0262 


Dx:  recurrent  herpes  labialis 


/ 


1 


tr.AST  HIGH 


L 


oA 


HI  -v  mm 


HeRpecin- 


“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

' . x.  ' ' ''  x% 

- 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 


“HERPECIN-L*.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-I proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 

, 

OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
5 Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
101* 


In  New  Jersey  HER 


all  Brooks , CVS, 


Pathmark,  RiteAid  and  Thrift  and  other  select  pharm 
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PROFESSIONAL  LIABILITY 

Commentary* 


DOCTOR,  ARE  YOU  LISTENING? 

It’s  4:30  p.m.,  Friday,  and  you  have  one  more  new 
patient  to  see.  You’re  anxious  to  get  home  and  begin 
your  weekend  off  call.  Your  last  patient  is  ushered  in. 
You  ask,  “And  what  brings  you  into  the  office  today, 
Mr.  Thomas?”  He  already  is  unpacking  a shopping  bag 
and  arranging  an  assortment  of  prescription  bottles 
on  your  desk.  The  patient  begins  his  story:  “Well,  I 
haven’t  been  feeling  up  to  par  lately.  Not  sick,  mind 
you,  but  not  quite  right  either.  I’ve  been  having  these 
headaches — not  real  bad  headaches,  more  annoying 

than  painful ’’  You’re  listening,  but  for  how  long 

before  you  jump  in  and  take  control  of  the  conversa- 
tion? “Now  about  these  headaches,  Mr.  Thomas ” 

Communications  is  defined  as  a process  by  which 
information  is  exchanged  between  two  (or  more)  indi- 
viduals. In  the  physician-patient  relationship,  it  is  a 
dialogue — a physician  and  his/her  patient  talking  to 
and  listening  to  each  other.  The  first  and  possibly  most 
important  step  in  the  physician-patient  encounter  is 
the  patient’s  transfer  of  information  to  the  physician— 
the  reason  for  the  patient’s  visit  the  vital  information 
which  will  be  the  basis  for  the  physician’s  working 
diagnosis,  and  future  course  of  action. 

A study  at  Wayne  State  University  School  of  Medi- 
cine conducted  by  Howard  B.  Beckman,  M.D.,  and  his 
colleagues,  taped  74  office  visits  to  study  the  physi- 
cian’s behavior  and  role  in  soliciting  the  patient’s  con- 
cerns at  the  outset  of  the  clinical  encounter  (Ann  In- 
tern Med  101:692-696,  1984).  Dr.  Beckman  found  that 
only  23  percent  of  the  patients  completed  their  open- 
ing statement  before  physician  interruption.  For  the 


74  visits,  interruption  occurred,  on  average,  18  sec- 
onds after  the  patient  began  to  speak.  The  physician 
interruption  occurred  most  often  after  the  expression 
of  a single  stated  concern  by  the  patient.  And,  once 
interrupted,  only  1 of  52  patients  went  on  to  complete 
his  or  her  statement.  Most  of  the  interruptions  in  the 
74  visits  occurred  between  5 to  50  seconds  after  the 
physician’s  initial  request  for  information.  In  contrast, 
most  completed  patient  statements  took  less  than  60 
seconds  and  none  took  longer  than  150  seconds. 

The  results  suggest  that  physicians  frequently,  and 
perhaps  unwittingly,  inhibit  or  interrupt  their  pa- 
tients’ initial  expression  of  concerns.  Physician  par- 
ticipation in  the  opening  moment  of  the  clinical  en- 
counter is  far  from  neutral  and  has  a substantial  effect 
on  the  type  and  quality  of  information  obtained  from 
the  patient.  The  consequence  of  this  controlled  style 
is  the  premature  interruption  of  patients,  resulting  in 
a potential  loss  of  relevant  information — information 
that  is  critical  to  the  physician’s  information-gather- 
ing process  and  diagnostic  hypothesis. 

Physician-patient  communication  is  extremely  im- 
portant; studies  have  shown  it  to  be  important  enough 
to  make  a patient  change  doctors  if  that  communica- 
tion is  perceived  to  be  less  than  optimal.  Patient  per- 
ceptions of  a physician  unwilling  or  unable  to  com- 
municate— to  listen — will  impact  adversely  on  the  pa- 
tient’s overall  perception  of  the  quality  of  care  received 
from  that  physician. 

From  a medical-legal  viewpoint,  a diagnosis  or  plan 
of  treatment  based  on  data  collected  after  listening  to 
a patient’s  complaint(s)  for  18  seconds  is  fraught  with 
risk.  “Failure  to  diagnose  . . and  “misdiagnosis  of . . .” 
are  among  the  most  commonly  seen  allegations 
against  insured  physicians.  Better  physician-patient 
communications  could  change  that.  Polish  up  your 
two-way  communication  skills — especially  the  role  of 
the  physician  as  listener.  Take  your  time  to  really  listen 
to  your  patients.  Give  them  a chance  to  talk.  What  they 
have  to  say  and  how  they  say  it  is  important.  (Penn- 
sylvania Medical  Society:  Liability  Insurance  Com- 
pany Newsletter  8:6,  1986). 

THREE  DANGEROUS  FLAWS  IN  RECORDKEEPING 
COULD  SPELL  LEGAL  TROUBLE 

A number  of  medical  record  documentation  defi- 
ciencies which  can  jeopardize  the  defense  of  a medical 
malpractice  claim  may  become  apparent  only  in  retro- 
spect. Consider  these  examples: 

• Incomplete,  vague  descriptions.  In  this  case  exam- 
ple, part  of  an  internist’s  examination  note  read, 
“Small  breast  cyst.  Observe.”  Another  note  several 
months  later  read,  "Lump  gone.”  A year  later  when  the 
patient  sued  the  physician  for  cancer  of  the  left  breast 
and  claimed  the  lump  he  had  said  was  gone  was  a 
malignancy  he  overlooked,  the  physician  argued  that 
his  notes  referred  to  a cystic  lump  in  the  right  breast, 
although  the  note  did  not  say  “right”  or  “left”  and  did 
not  describe  the  lump’s  location  or  size.  The  doctor 
maintained  that  the  left  breast  always  was  examined 
and  that  the  absence  of  a mention  of  the  left  breast 

*From  the  Department  of  Professional  Liability  Control, 
MSNJ.  This  column  was  prepared  by  James  E.  George,  M.D., 
J.D.,  and  A Ronald  Rouse  who  are  Director  of  the  Department 
and  Director  of  Special  Projects,  respectively. 
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examination  meant  the  examination  was  negative.  The 
patient  denied  that  both  breasts  always  were  exam- 
ined. After  reviewing  the  unclear  chart  notes,  a peer 
review  committee  recommended  settlement. 

A charting  aid  which  enables  the  physician  to  re- 
cord more  information  while  writing  less  is  a simple 
diagram  or  line  drawing.  Pre-printed  or  rubber- 
stamped  anatomical  diagrams  can  be  used  to  mark  the 
location  of  lacerations,  bums,  breast  lumps,  erythema- 
tous areas,  and  foreign  body  puncture  sites.  These 
diagrams  supplement  narrative  descriptions  of  size, 
depth,  or  severity  and  reduce  the  number  of  words 
needed  to  describe  areas  of  injury.  In  litigation,  pic- 
ture-word descriptions  can  refute  exaggerated  claims 
about  the  extent,  severity,  or  location  of  an  injury  or 
lesion. 

• Legibility.  Illegible  entries  in  medical  records  may 
not  be  a problem  if  only  one  doctor  uses  the  chart  but 
they  can  be  a significant  hazard  for  other  physicians, 
nurses,  or  aides  who  must  rely  on  the  record  to  treat 
the  patient.  Misinterpretations  of  illegible  orders  in 
hospital  charts  have  caused  many  serious  and  prevent- 
able patient  injuries  which  led  to  malpractice  lawsuits. 
Poor  handwriting  has  subjected  some  physicians  to 
time-consuming  depositions  or  court  appearance  just 
to  decipher  their  chart  entries.  Those  who  write  il- 
legibly should  print.  Special  care  should  be  taken  in 
writing  digits  for  vital  signs  or  medications  and  deci- 
mal points.  Hundreds  of  medication-related  injuries 
have  been  traced  to  illegible  orders  or  documentation 
of  drug  amounts  dispensed.  In  a group  practice  in 
which  other  physicians  must  read  their  colleagues’ 
office  visit  progress  notes,  a dictation  system  may  be 
most  advantageous  and  economically  feasible.  Typed 
progress  notes  tend  to  be  more  complete  than  hand- 
written entries. 

• Incomplete  questionnaires.  Many  physicians  ask 
patients  to  complete  medical  information  question- 
naires which  include  space  for  past  histories,  allergies, 
medications,  and  other  pertinent  data  Physicians 
should  review  the  patient’s  responses,  taking  particu- 
lar note  of  significant  positive  reports.  These  should 
be  addressed  either  in  a progress  note  or  on  the  form 
itself.  On  questioning  the  patient,  the  doctor  may  dis- 
cover errors  in  the  patient’s  answers.  Blank  spaces  and 
question  marks  on  the  forms  should  be  investigated. 
They  may  reflect  the  patient’s  inability  to  answer  or 
confusion  about  the  question  itself.  A space  next  to  a 
question  left  blank  by  the  patient  never  should  be 
regarded  as  a negative  answer.  In  one  costly  malprac- 
tice case,  a patient  said  she  did  not  write  in  her  medi- 
cation allergies  on  a questionnaire  because  she  did  not 
know  how  to  spell  them!  Physicians  should  initial 
questionnaires  as  evidence  that  they  have  reviewed 
and  considered  the  data  (Medical  Liability  Monitor, 
Vol.  II,  November  4,  1986) 

PREMIUM  RETURN  APPROVED  FOR  MHENJ  1978 
POLICYHOLDERS 

At  the  Board  of  Governors  meeting  of  the  Medical 
Inter-Insurance  Exchange  of  New  Jersey  held  Novem- 
ber 12,  1986,  the  members  voted  for  a refund  of  10 
percent  of  the  paid  1978  premium  to  be  paid  to  all 


1978  policyholders,  even  if  they  no  longer  are  actively 
insured. 

This  is  the  second  such  dividend  directed  by  the 
Board  of  Governors.  The  first  took  place  in  1982,  re- 
turning 20  percent  of  the  1977  premium. 

The  refunds  will  be  issued  based  upon  the  amount 
of  paid  1978  premium,  exclusive  of  carrying  charges. 

The  Exchange  is  a not-for-profit  reciprocal  in- 
surance company.  All  premiums  not  required  to  pay: 
losses  are  to  be  returned  to  the  policyholders.  The! 
nature  of  the  type  of  insurance  written  by  the  Ex- 
change makes  the  calculation  of  final  losses  a protrac- 
tive  process.  It  takes  many  years  for  most  of  the  claims 
to  be  filed,  and  even  longer  to  accurately  assess  what: 
the  overall  premiums  needed  may  be.  Claims  still  are 
reported  against  the  Exchange’s  first  year  (1977).  Thei 
fact  that  claims  still  are  filed  means  we  still  must  keep 
the  books  open  and  prudent  amounts  in  reserve. 

At  least  annually,  the  Exchange  reviews  the  status 
of  each  policy  year  and  assesses  the  conditions  suit-jj 
able  for  a refund. 

1987  RATES  GO  UP 

The  Governors  directed  the  Exchange  to  set  1987 
premium  rates  9 percent  higher  for  most  policy- 
holders. The  principal  reason  for  the  increase,  accord- 
ing to  the  Exchange’s  actuary,  is  the  higher  costs  as- 
sociated with  paying  claims.  The  average  cost  of  settle- 
ment increased  over  1985’s  level,  and  legal  expenses 
to  defend  cases  also  rose.  However,  the  number  of  new 
claims  filed  seems  to  have  stabilized. 

Obstetricians/gynecologists  reclassified.  Obstetri- 
cian/gynecologist claims  and  expenses  have  escalated 
disproportionately  to  the  other  surgical  specialties,  es- 
pecially in  the  obstetrical  field  which  possesses  the 
most  expensive  claims.  February  1,  1987,  they  will  be 
reassigned  to  a new  higher  class  established  for  their 
specialty  alone.  The  net  effect  will  be  an  increase  of 
approximately  22  percent  Ob/gyn  now  is  in  Class  K 
Only  two  other  specialties — orthopedic  surgery  and) 
neurosurgery — will  be  paying  an  equal  or  higher  rate? 
after  February  1987. 

Others  performing  obstetrical  work.  The  Governors; 
recommended  to  scrutinize  closely  any  losses  arising!* 
from  obstetrical  services  performed  by  family  practi-i 
tioners  and  general  practitioners.  These  doctors  are| 
allowed  to  do  nonoperative  obstetrics  on  their  general| 
practice  patients  at  a rate  much  below  that  of  an 
ob/gyn.  If  the  claim  experience  for  this  group  becomes! 
abnormal  during  1987,  serious  consideration  will  be; 
given  to  reclassifying  this  group  upon  renewal  in  1988. 

Rate  rollback  possible.  The  Board  reiterated  their 
concern  for  the  passage  of  significant  legislative  re- 
form. They  concluded  that  such  measures  are  the  only 
way  to  achieve  an  immediate  halt  to  the  relentless  need 
for  premium  increases  which  threaten  the  health  care 
. delivery  system.  Passage  of  the  bills  sponsored  or  sup- 
ported by  the  Exchange  would  go  a long  way  toward 
defusing  the  mounting  crisis. 

If  a strong  package  of  tort  reform  is  enacted,  thei 
Board  has  authorized  an  immediate  reflection  of 
potential  savings  in  the  rates.  This  would  mean  the 
rate  increase  indicated  for  1987  could  be  foregone. 
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MRDIZEM:  FEW  SIDE  EFFECTS 

liltiozem  HCI/Marion 

Antiangina  I action  includes  dilatation  of 
coronary  arteries,  a decrease  in  vascular  rests- 
tance/afterload,  and  a reduction  in  heart  rate 


Proven  efficacy  when  used  alone  in  angina ' 

Compatible  with  other  antianginals 2 3 

A safe  choice  for  angina  patients  vrith  coexisting 
hypertension,  asthma,  COPD,  or  PVD4  5 

See  Warnings  and  Precautions. 

Please  see  brief  summary  of  prescribing  informafion  on  the  next  page. 


raoniTCM  few  side  effects 

diltiazem  HCI/Marion  IN  MNTWKINM  THERAPY 


60  mg  fid  or  qid 

Brief  Summary 

Professional  Use  Information 

CARDIZEM® 

(diltiazem  HCI)  30  mg  and  60  mg  Tablets 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick 
sinus  syndrome  except  in  the  presence  of  a functioning 
ventricular  pacemaker,  (2)  patients  with  second-  or 
third-degree  AV  block  except  in  the  presence  of  a func- 
tioning venticular  pacemaker,  and  (3)  patients  with 
hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node 
retactory  periods  without  significantly  prolonging 
sinus  node  recovery  time,  except  in  patients  with 
sick  sinus  syndrome.  This  effect  may  rarely  result 
in  abnormally  slow  head  rates  (padicularly  in 
patients  with  sick  sinus  syndrome)  or  second-  or 
third-degree  AV  block  (six  of  1,243  patients  for 
0.48%).  Concomitant  use  of  diltiazem  with 
beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with 
Prinzmetal's  angina  developed  periods  of  asystole 
(2  to  5 seconds)  after  a sinqle  dose  of  60  mg  of 
diltiazem 

2.  Congestive  Heart  Failure.  Although  diltiazem  has 
a negative  inotropic  effect  in  isolated  animal  tissue 
preparations,  hemodynamic  studies  in  humans 
with  normal  ventricular  function  have  not  shown  a 
reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt). 

Experience  with  the  use  of  CARDIZEM 
alone  or  in  combination  with  beta-blockers  in 
patients  with  impaired  ventricular  function  is  very 
limited.  Caution  should  be  exercised  when  using 
the  drug  in  such  patients. 

3 Hypotension.  Decreases  in  blood  pressure  asso- 
ciated with  CARDIZEM  therapy  may  occasionally 
result  in  symptomatic  hypotension. 

4 Acute  Hepatic  Injury.  In  rare  instances,  significant 
elevations  in  enzymes  such  as  alkaline  phospha- 
tase, CPK,  LDH,  SGOT,  SGPT,  and  other  symptoms 
consistent  with  acute  hepatic  injury  have  been 
noted  These  reactions  have  been  reversible  upon 
discontinuation  of  drug  therapy  The  relationship  to 
CARDIZEM  is  uncertain  in  most  cases,  but  prob- 
able in  some.  (See  PRECAUTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is 
extensively  metabolized  by  the  liver  and  excreted  by  the 
kidneys  and  in  bile.  ,As  with  any  new  drug  given  over 
prolonged  periods,  laboratory  parameters  should  be 
monitored  at  regular  intervals  The  drug  should  be  used 
with  caution  in  patients  with  impaired  renal  or  hepatic 


function.  In  subacute  and  chronic  dog  and  rat  studies 
designed  to  produce  toxicity,  high  doses  of  diltiazem 
were  associated  with  hepatic  damage.  In  special 
subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes 
in  the  liver  which  were  reversible  when  the  drug  was 
discontinued.  In  dogs,  doses  of  20  mg/kg  were  also 
associated  with  hepatic  changes,  however,  these 
changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that 
there  may  be  additive  effects  in  prolonging  AV  conduction 
when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM.  (See  WARNINGS.) 

Controlled  and  uncontrolled  domestic  studies  suggest 
that  concomitant  use  of  CARDIZEM  and  beta-blockers  or 
digitalis  is  usually  well  tolerated  Available  data  are  not 
sufficient,  however,  to  predict  the  effects  of  concomitant 
treatment,  particularly  in  patients  with  left  ventricular 
dysfunction  or  cardiac  conduction  abnormalities.  In 
healthy  volunteers,  diltiazem  has  been  shown  to  increase 
serum  digoxin  levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility.  A 24-month  study  in  rats  and  a 2 1 -month  study 
in  mice  showed  no  evidence  of  carcinogenicity.  There 
was  also  no  mutagenic  response  in  in  vitro  bacterial 
tests.  No  intrinsic  effect  on  fedility  was  observed  in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have 
been  conducted  in  mice,  rats,  and  rabbits.  Administration 
of  doses  ranging  from  five  to  ten  times  greater  (on  a 
mg/kg  basis)  than  the  daily  recommended  therapeutic 
dose  has  resulted  in  embryo  and  fetal  lethality.  These 
doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies, 
there  was  some  reduction  in  early  individual  pup  weights 
and  survival  rates.  There  was  an  increased  incidence  of 
stillbirths  at  doses  of  20  times  the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant 
women,  therefore,  use  CARDIZEM  in  pregnant  women 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus 

Nursing  Mothers.  Diltiazem  is  excreted  in  human 
milk.  One  report  suggests  that  concentrations  in  breast 
milk  may  approximate  serum  levels.  If  use  of  CARDIZEM 
is  deemed  essential,  an  alternative  method  of  infant 
feeding  should  be  instituted. 

Pediatric  Use.  Safety  and  effectiveness  in  children 
have  not  been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies 
earned  out  to  date,  but  it  should  be  recognized  that 
patients  with  impaired  ventricular  function  and  cardiac 
conduction  abnormalities  have  usually  been  excluded 

In  domestic  placebo-controlled  trials,  the  incidence  of 
adverse  reactions  reported  during  CARDIZEM  therapy  was 
not  greater  than  that  reported  during  placebo  therapy 

The  following  represent  occurrences  observed  in 
clinical  studies  which  can  be  at  least  reasonably  asso- 


ciated with  the  pharmacology  of  calcium  influx  inhibition.  ; 
In  many  cases,  the  relationship  to  CARDIZEM  has  not 
been  established  The  most  common  occurrences  as  well  ! 
as  their  frequency  of  presentation  ore . edema  (2.4%), 
headache  (2.1%),  nausea  (19%),  dizziness  (1.5%), 
rash  (1.3%),  asthenia  (1 .2%).  In  addition,  the  following 
events  were  repoded  infrequently  (less  than  !%): 

Angina,  arrhythmia,  AV  block  (first 
degree),  AV  block  (second  or  third 
degree  — see  conduction  warning), 
bradycardia,  congestive  head 
failure,  flushing,  hypotension,  palpi- 
tations, syncope. 

Amnesia,  gait  abnormality,  halluci- 
nations insomnia,  nervousness, 
paresthesia,  personality  change, 
somnolence,  tinnitus,  tremor 
Anorexia,  constipation,  diarrhea, 
dysgeusia,  dyspepsia,  mild 
elevations  of  alkaline  phosphatase, 
SGOT  SGPT,  and  LDH  (see  hepatic  \ 
warnings),  vomiting,  weight 
increase. 

Petechiae,  pruritus,  photosensitivity,  : 
udicaria. 

Amblyopia,  dyspnea,  epistaxis,  eye 
irritation,  hyperglycemia,  nasal 
congestion,  nocturia,  osteoadicular 
pain,  polyuria,  sexual  difficulties. 

The  following  postmarketing  events  have  been 
repoded  infrequently  in  patients  receiving  CARDIZEM: 
alopecia,  gingival  hyperplasia,  erythema  multiforme,  and 
leukopenia.  However,  a definitive  cause  and  effect 
between  these  events  and  CARDIZEM  therapy  is  yet  to  be 
established.  Issued  7/86 

See  complete  Professional  Use  Information  before 
prescribing 
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Increasing  numbers  of  medical  offices  use  com- 
puters for  many  reasons:  to  be  up  to  date;  to  man- 
age increasingly  complex  information;  to  follow 
changing  regulations;  and  to  take  advantage  of  the 
decreasing  cost  of  computers.  Most  computerized 
medical  offices  do  billing  only  or  tasks  directly  related 
to  billing.  This  ignores  the  potential  and  promise  of  the 
computer.  Advancing  technology  and  lower  costs  have 
made  fully  integrated  multi-tasking  computer  systems, 
which  are  capable  of  comprehensive  information  man- 
agement, economically  feasible.  With  the  current  state 
of  the  art,  simple  billing  systems  are  virtually  obsolete 
the  moment  they  are  purchased. 

INTEGRATED  SYSTEMS 

An  integrated  comprehensive  computer  program  is 
likely  to  provide  the  physician  with  many  competitive 
advantages  in  today’s  difficult  medical  environment. 
These  advantages  include  the  ability  to  understand 
more  fully  and  to  obtain  information  about  the  prac- 
tice; to  provide  coding  and  other  information  for  in- 
surance forms  and  for  the  government;  and  to  retrieve 
and  manipulate  the  information  already  available  in 
the  practice,  to  direct  the  growth  of  that  practice,  and 
to  market  the  practice,  if  necessary. 

THE  SYSTEM 

The  system  should  be  capable  of  supporting  multiple 
terminals,  multiple  printers,  and  other  devices.  More 
than  one  terminal  is  desirable,  so  several  people  can 
enter  or  retrieve  information  simultaneously  and  it  is 
probable  that  a busy  practice  will  want  more  than  one 


printer.  A letter-quality  printer  is  desirable  for  reports 
that  will  be  leaving  the  office;  a high-speed  dot  matrix 
printer  is  useful  for  billing.  A very  busy  office  may  want 
to  use  a third  printer,  solely  to  produce  insurance 
forms,  while  the  patient  still  is  in  the  office. 

The  system  should  support  a modem,  a device  that 
allows  the  computer  system  to  communicate  with 
other  computer  systems.  This  will  permit  the  office  to 
access  public  data  bases.  The  modem  also  will  allow 
the  vendor  to  access  the  program  for  modification,  or 
to  handle  problems.  Indeed,  most  difficulties  that  are 
encountered  with  a program  can  be  corrected  by  the 
vendor’s  programmer  over  this  telephone  line. 

STARTING  UP 

The  first  step  in  computerization  of  the  medical  of- 
fice is  for  the  physician  to  begin  investigation  of  vari- 
ous programs.  It  is  the  program — the  software— that 
is  key  to  the  use  of  the  computer.  The  hardware— the 
computer — is  of  secondary  importance.  Most  often, 
after  identifying  the  most  suitable  program,  the  office 
will  purchase  that  computer  to  run  the  program.  It  is 
important  to  obtain  information  about  computer  pro- 

*Dr.  Paul  Hirsch  is  Chief  of  Orthopaedic  Surgery,  Somerset 
Medical  Center  and  Clinical  Associate  Professor,  Orthopaedic 
Surgery,  UMDNJ-New  Jersey  Medical  School.  Dr.  Stuart 
Hirsch  is  Attending,  Orthopaedic  Surgery,  Somerset  Medical 
Center.  Ms.  Reedman  is  Office  Administrator  and  Computer 
Manager  for  Hirsch  and  Hirsch  Orthopaedic  Practice.  Dr. 
Weiss  is  Professor  and  Chairman,  Department  of  Orthopaedic 
Surgery,  UMDNJ  New  Jersey  Medical  School.  Correspondence 
may  be  addressed  to  Dr.  Hirsch,  Green  Knoll  Professional 
Park,  720  U.S.  Highway  202-206,  Bridgewater,  NJ  08807. 
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grams  from  as  many  sources  as  possible;  most  impor- 
tant is  to  speak  with  colleagues  who  are  utilizing  pro- 
grams, as  well  as  members  of  their  staff.  Observe  the 
program  in  action;  it  will  do  only  what  you  see  it  do, 
unless  the  program  is  modified. 

The  owner  of  a computer  system  is  dependent  upon 
the  computer  vendor  for  support,  service,  modi- 
fications, and  enhancements.  The  company’s  interest 
in  providing  these,  and  ability  to  provide  these,  can 
best  be  determined  by  questioning  their  customers; 
this  is  a crucial  step  in  determining  the  proper  pro- 
gram. A vendor  should  be  willing  to  make  modifica- 
tions in  the  program,  so  that  the  program  can  adapt 
to  the  office,  rather  than  making  the  office  adapt  fully 
to  the  program.  Enhancements,  based  upon  advances 
in  computer  technology  and  improvements  in  pro- 
gramming, should  be  available  at  least  annually;  two 
or  three  times  a year  would  be  better.  The  vendor  also 
must  be  willing  to  alter  the  programs,  in  accordance 
with  changes  in  state,  federal,  and  insurance  regu- 
lations affecting  medical  practice. 

Once  the  decision  to  purchase  a computer  has  been 
made,  and  the  vendor  selected,  careful  attention  must 
be  paid  to  the  contract.  This  contract  always  should 
be  reviewed  by  an  attorney. 

Cost,  of  course,  is  a consideration.  Nevertheless,  the 
program  that  sounds  quite  expensive  to  the  physician, 
may  not  be.  The  total  cost  should  be  considered  a five- 
year  investment.  For  most  medical  offices,  it  makes 
business  sense  to  borrow  money  for  the  system,  with 
a five-year  repayment;  or  to  arrange  a five-year  lease- 
purchase.  On  this  basis,  the  monthly  cost  for  the  sys- 
tem and  the  service  contract,  for  even  “expensive” 
medical  office  systems,  should  be  well  within  the 
budget  of  most  medical  practices.  Indeed,  it  is  probable 
that  enhanced  billing  techniques  and  improved  cash 
flow  will  pay  for  the  system  quite  quickly. 

When  starting  up,  a computer  manager  should  be 
designated.  This  should  be  a person  within  the  office 
who  cares  about  the  process  of  computerization  and 
is  committed  to  it,  understands  the  information  gener- 
ated by  the  computer  and  the  retrieval  of  this  infor- 
mation, and  is  responsible  for  presenting  that  infor- 
mation to  the  physician.  In  most  instances,  a physi- 
cian will  not  have  the  time  to  spend  on  this,  nor  would 
it  be  economically  appropriate  for  a physician  to  spend 
the  required  amount  of  time  on  this  process. 

Support  from  the  vendor  also  is  essential  in  starting 
up.  The  vendor  must  provide  education  and  training 
for  key  employees.  The  vendor  should  provide  one  or 
more  people  on-site,  immediately  following  the  installa- 
tion, for  a minimum  of  one  week;  two  weeks  or  more 
would  be  preferable.  In  part,  these  representatives  will 
complete  the  education  of  the  physician’s  staff.  Equally 
important,  their  presence  will  give  the  staff  the  con- 
fidence that  they  need  to  use  the  system  and  to  make 
it  work  It  is  important  to  initiate  the  process  slowly 
and  gradually.  There  will  be  many  phases  to  the  inte- 
grated medical  office  computer  program.  It  is  not 
necessary  to  begin  all  aspects  at  once.  It  is  best  to  begin 
with  some  segments  and  gradually  introduce  the  re- 
maining segments  of  the  program,  into  the  office 


procedures,  over  a period  of  months. 

We  have  divided  the  many  functions  of  an  integrated 
system  into  three  basic  applications:  business  appli- 
cations, medical  applications,  and  appointment  sched- : 
uling.  It  is  important  to  note  that  these  interrelate  j 
closely.  Indeed,  the  fact  that  they  do  interrelate  in 
actual  practice  makes  it  essential  that  they  interrelate  1 
within  the  computer  program  also. 

BUSINESS  APPLICATIONS 

For  most  offices,  the  business  applications,  particu- 
larly patient  billing,  must  and  will  pay  for  the  system.  \ 
The  first  business  application,  however,  and  the  first 
step  when  a patient  enters  the  office,  is  registration. 
This  is  the  process  by  which  the  patient’s  name  and 
other  important  information  is  entered  into  the  com- 
puter. With  some  systems,  all  of  this  data  is  entered 
as  the  patient  is  registered  at  the  desk.  In  other  sys-  'ij 
terns,  the  data  are  entered  at  the  end  of  the  day.  Infor- 
mation must  include  such  basic  data  as  birthdate, 
address,  telephone  number,  and  insurance  infer-' 
mation.  The  computer  should  assign  an  account  | 
number.  In  many  practices,  it  may  be  important  that j 
the  system  have  the  capability  to  assign  more  than  one 
account  number  for  the  patient,  for  different  problems. 
This  may  become  necessary  when  different  events  or 
illnesses  are  covered  by  different  insurance  companies. 
A good  system  will  have  no  difficulty  in  tracking  and 
maintaining  separate  accounts  for  the  same  patient. 

This  basic  information  should  allow  the  computer 
to  produce  a “super  bill”  for  the  patient.  Most  offices  j 
now  are  using  this  super  bill  format  to  communicate 
services  performed  to  the  receptionist,  and  then  for 
recording  in  billing.  The  patient  should  leave  the  office 
with  a completed  super-bill  insurance  form.  The  com-! 
puter  system  also  should  have  the  ability  to  completes 
other  insurance  forms,  such  as  those  required  under 
New  Jersey  no-fault  laws. 

The  complete  computer  system  also  will  include  the 
CPT-4  and  ICD-9  coding  systems.  All  diagnoses  and 
procedures  should  be  coded  automatically.  At  the  pres- 1 
ent  time,  providing  such  code  numbers  on  insurance 
forms,  provides  a more  rapid  response  time  from  the 
insurance  companies;  and,  it  seems  likely  that  full 
diagnostic  and  procedural  coding  will  be  required  by 
all  third-party  carriers  in  the  near  future.  Furthermore, 
coding  makes  it  simple  to  track  diagnoses  and 
procedures  for  business  or  clinical  purposes. 

Even  the  most  basic  medical  office  computer  sys- 
tems have  a good  billing  system.  For  some  of  these 
programs,  billing  indeed  will  be  the  primary  or  only 
function  performed.  An  integrated  system  may  or  may 
not  perform  this  in  a better  fashion  for  a given  prac- 
tice; but,  it  should  integrate  the  information  and  allow 
ease  of  retrieval  of  practice  information.  Certainly,  the 
billing  process  should  be  more  efficient  with  a com- 
puter, save  time,  and  produce  better  cash  flow.  A good 
system  will  initiate  the  billing  process  when  “told"  to; 
do  so  by  the  computer  manager.  Many  programs  now 
will  produce  the  bills,  already  within  prestamped  and 
sealed  envelopes,  and  ready  for  mailing.  In  association 
with  this,  management  reports  on  the  accounts  re- 
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ceivable,  are  essential.  This  should  provide  breakdown 
into  accounts  of  30,  60,  90,  and  120  days;  and  a careful 
analysis  of  the  monies  owed  by  insurance  companies. 

Management  reports  provide  an  analysis  of  referral 
sources  and  a breakdown  of  patients  by  zip  code,  age, 
or  diagnosis.  The  reports  similarly  should  provide  aver- 
age charges  for  each  coded  item,  and  the  total  monthly 
and  year-to-date  charges  for  these  items. 

The  billing  system  should  allow  for  tracking  of  in- 
hospital  patients.  The  name  of  eveiy  patient  seen  in 
the  hospital  should  be  entered  into  the  system  each 
day.  Charges  should  be  entered  automatically,  but  not 
billed  until  the  patient  leaves  the  hospital.  This  same 
process  should  produce  a daily  list  of  all  hospital  inpa- 
tients, whether  on  service  or  consultations,  so  that  the 
physician  has  a current  list  of  these  each  day. 

All  basic  office  systems  should  allow  the  production 
of  mailing  lists  and  labels.  This  usually  will  be  a prod- 
uct of  the  registration  system.  Although  many  offices 
may  not  use  a mailing  list  at  the  current  time,  in- 
creased competition  and  the  need  for  marketing  of 
medical  practices  may  require  this  in  the  future.  It 
would  be  useful  for  such  functions  as  the  mailing  of 
a patient  newsletter. 

Other  business  applications  which  might  be  helpful 
to  some  offices  include  a system  for  management  of 
accounts  payable,  inventory  control,  and  a spread 
sheet  program  for  further  practice  evaluation  and  pro- 
jection analyses.  Although  the  practice  may  not  require 
all  of  these  items  at  once,  the  capability  must  be  there, 
if  obsolescence  is  to  be  avoided. 


MEDICAL  APPLSCATBONS 

Word  processing  is  essential  for  any  office  that 
produces  long  notes  or  reports.  Integration  of  word 
processing  into  the  computer  system  will  have  many 
advantages.  A good  word  processing  system  should  be 
easy  to  use,  and  should  include  a spelling  checker,  with 
the  ability  to  add  an  unlimited  number  of  words  to  the 
spelling  checker.  Some  programs  today  will  automati- 
cally enter  any  word  that  is  not  already  included  after 
first  “asking"  the  transcriber  to  check  the  spelling.  If 
this  is  part  of  the  program,  then  the  medical 
terminology  peculiar  to  any  specific  practice  is  likely 
to  be  fully  entered  within  a few  weeks,  without  any 
effort  on  the  part  of  the  transcriber.  A high-quality 
word  processing  system  will  reduce  the  time  required 
to  produce  medical  records,  will  improve  the  appear- 
ance of  the  records  and  of  the  reports,  and  will  improve 
the  morale  of  the  transcriber. 

In  addition  to  the  word  processing  capability,  an 
integrated  medical  record  program  will  store  records 
and  allow  retrieval  by  diagnosis,  procedure,  or  medi- 
cation. It  will  assist  with  quality  assurance  and  with 
patient  management.  The  integrated  medical  records 
program  should  allow  for  a data  base  search,  and  for 
providing  computerized  summaries  of  the  clinical 
practice. 

A medical  application  provided  by  some  of  the  better 
programs  will  allow  direct  access  to  drug  information 
from  the  United  States  Pharmacopoeia.  This  infor- 


mation is  quite  readable;  and  it  maybe  appropriate  to 
provide  printouts  of  this  information  for  patients. 

In  addition,  a drug  interactions  index  is  extremely 
helpful.  When  faced  with  prescribing  a new  medication 
for  a patient  already  taking  other  medications,  the 
physician  can  enter  each  of  these  into  the  computer 
and  receive  immediate  information  regarding  any 
potential  known  interactions. 

The  system  should  allow  the  physician  access  to  the 
public  data  bases  that  provide  easy  retrieval  of  ex- 
traordinary amounts  of  information. 

A comprehensive  program  should  allow  the  tracking 
of  laboratory  data,  so  that  this  information  is  not  ig- 
nored inadvertently.  This  is  particularly  important  in 
our  litigious  society.  When  laboratory  tests  are  ordered 
and  recorded  as  part  of  the  medical  record,  or  indepen- 
dently, they  should  be  placed  on  a list  which  is 
produced  regularly,  until  the  information  is  received. 

APPOINTMENT  SCHEDULING 

Appointment  schedulers  have  been  most  difficult  for 
computer  programs  to  provide.  Many  offices  have 
found  these  to  be  difficult  and  tedious,  requiring  more 
time  for  entry  than  their  previous  appointment  sys- 
tem, and  therefore,  have  preferred  to  avoid  com- 
puterized appointment  systems.  Nevertheless,  good  ap- 
pointment systems  are  available  and  provide  impor- 
tant advantages  for  the  practice. 

The  appointment  system  must  be  adaptable  to  an 
individual  practice.  The  program  should  allow  each 
practice  to  select  the  appropriate  time  intervals  for 
each  appointment  and  the  numbers  of  patients  to  be 
seen  within  each  time  interval.  The  system  should  be 
capable  of  searching  for  an  opening,  in  any  one  of 
several  possible  fashions:  first  available  appointment; 
first  available  appointment  for  a specific  physician 
within  the  practice;  first  available  appointment  on  a 
Monday;  first  available  appointment  after  3:00  P.M.; 
and  so  on.  It  should  provide  this  information  with  a 
minimum  of  effort  on  the  part  of*the  receptionist  and 
should  do  so  rapidly.  If  not,  it  simply  will  not  work 
within  a busy  practice. 

The  appointment  scheduling  system  should  produce 
at  least  three  daily  patient  lists  for  each  office.  The  first, 
an  alphabetized  list,  will  make  the  pulling  of  records 
for  the  following  day  much  easier.  The  second,  the  daily 
schedule,  should  be  reproduced  and  kept  at  several 
locations  in  the  office,  to  monitor  patient  flow.  The 
third,  a listing  of  the  subsequent  day’s  patients  with 
telephone  numbers,  will  help  with  reminder  phone 
calls. 

The  appointment  system  also  can  be  utilized  to  auto- 
matically produce  reminder  postcards  for  mailing  sev- 
eral days  prior  to  a scheduled  appointment.  The  sys- 
tem should  produce  recall  notices  for  patients  who 
have  missed  appointments;  it  should  provide  a list  of 
those  patients  for  the  physician  and  office  manager. 

The  appointment  system  also  can  be  utilized  to 
produce  patient  recalls  for  routine  re-evaluations.  Fi- 
nally, some  offices  have  found  it  useful  to  monitor  the 
daily  appointment  list,  as  an  additional  accounting 
check  on  the  day’s  billing. 
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Spontaneous  Aortocaval  Fistula  as  a 
Complication  of  Aortic  Aneurysm 


Jeffrey  Kaufman,  m.d.,  Lyle  Breeding,  m.d.,  Norman  Rosenberg,  m.d.,  new  Brunswick* 


An  aortocaval  fistula  was  found  at  the  time  of  repair  of  a 
ruptured  abdominal  aortic  aneurysm.  Aortocaval  fistula  should 
be  considered  in  any  patient  with  high  output  congestive  heart 
failure , peripheral  venous  hypertension , and  abdominal  bruit. 
Emergency  surgery  is  a life-saving  procedure. 


In  the  modem  era,  most  arteri- 
ovenous fistulas  either  are  con- 
genital, complications  of  in- 
vasive procedures,  post-traumatic,  or  intentional,  as  in 
high-flow  vascular  access  for  dialysis.  Spontaneous  ac- 
quired fistulas  are  rare,  and  the  most  disastrous  vari- 
ety is  due  to  rupture  of  an  aortic  aneuiysm  into  a great 
vein.  We  report  the  management  of  this  entity,  aorto- 
caval fistula 

CASE  REPORT 

A 62-year-old  man  with  longstanding  hypertension 
developed  lower  back  pain  and  fatigue.  In  the  emer- 
gency room,  four  hours  after  the  onset  of  symptoms, 
he  was  lucid,  diaphoretic,  hypotensive  (BP  90  systolic), 
and  tachycardia  An  expansile,  tender,  pulsatile,  ab- 
dominal mass  was  readily  palpable.  Peripheral  pulses 
were  normal,  as  was  the  cardiac  examination.  A plain 
abdominal  x-ray  demonstrated  calcification  in  the  wall 
of  a 12  cm  abdominal  aortic  aneurysm.  Fluid  resusci- 
tation was  commenced  and,  within  minutes  of  his  ad- 
mission, he  was  taken  to  the  operating  room,  where 
celiotomy  revealed  obvious  retroperitoneal  hemor- 
rhage from  aortic  rupture  extending  over  the  aortic 
bifurcation.  Vascular  clamping  was  performed  at  the 
level  of  the  renal  vein,  which  was  divided  for  exposure, 
and  at  the  common  iliac  arteries;  systemic  anticoag- 
ulation was  avoided.  With  entry  into  the  aneurysm, 
dark  venous  bleeding  was  noted  through  a 3 cm  oval 
orifice  along  the  right  lower  lateral  wall  of  the 


aneuiysm.  The  diagnosis  of  aortocaval  fistula  was 
made;  vascular  control  was  maintained  by  both  digital 
insertion  into  the  fistula  and  pressure  on  the  vena 
cava  with  sponge  sticks.  Care  was  taken  not  to  em- 
bolize  debris  into  the  fistula.  The  fistula  was  oversewn 
from  within  the  aneuiysm  with  running  polypropylene 
suture;  specific  exposure  of  the  vena  cava  was  not 
necessary  (Figure).  The  aneurysm  was  repaired  by  the 
inclusion  (no  resection)  technique  using  a woven 
Dacron®  bifurcation  prosthesis  with  end-to-end 
anastomosis  into  the  iliac  arteries.  As  it  was  not  pos- 
sible to  place  a catheter  in  the  pulmonary  artery  during 
the  procedure,  vigorous  fluid  replacement  was  given. 
Declamping  hypotension  did  not  occur  and  urine  out- 
put was  maintained  during  the  reconstruction.  A 
pulmonary  artery  catheter  was  placed  immediately 
after  the  procedure  in  order  to  guide  fluid  replacement. 
The  hospital  course  was  uncomplicated  and  the  pa- 
tient was  discharged  on  hospital  day  8. 

DISCUSSION 

Aortocaval  fistula  is  a rare  manifestation  of  rupture 
of  an  aortic  aneurysm,  which  usually  is  a catastrophic 
event.  Only  50  percent  of  patients  who  are  alive  at 


*From  the  Department  of  Surgery,  UMDNJ-Robert  Wood 
Johnson  Medical  School.  Correspondence  may  be  addressed 
to  Dr.  Kaufman,  UMDNJ-Robert  Wood  Johnson  Medical 
School,  Department  of  Surgery,  CN  19.  New  Brunswick,  NJ 
08903. 
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Figure  A — Position  of  the  aortocaval  fistula  B — Operative 
technique:  Control  of  the  fistula  by  pressure  with  a sponge 
stick  while  oversewing  the  orifice  with  continuous  suture 
from  within  the  aneuiysm. 

admission  with  a ruptured  aneurysm  survive  this 
complication.  In  comparison,  elective  repair  of  aortic 
aneuiysms  carries  a mortality  of  0 to  4.6  percent.2 
Approximately  100  cases  of  spontaneous  aortocaval 
fistula  from  aneurysm  have  been  described,  beginning 
with  the  1831  report  of  Syme.3,4  This  case  is  the  third 
known  by  the  authors  to  have  occurred  in  New  Bruns- 
wick in  the  last  30  years,  an  incidence  approximating 
that  reported  by  Debakey,  0.2  percent  of  surgically  re- 
paired aneurysms.5 

The  earliest  surgical  therapy  of  large  arteriovenous 
fistulas  evolved  from  the  "Hunterian”  quadruple  liga- 
tion, where  both  vein  and  artery  were  ligated  above  and 
below  the  fistula.  Applied  to  aortocaval  fistula,  it  was 
evident  that  restoration  of  continuity  to  the  great  ves- 
sels was  necessary  in  order  to  prevent  peripheral  ar- 
terial insufficiency  or  chronic  venous  hypertension.  In 
the  last  decade,  it  has  been  recognized  that  the  most 
expeditious  repair  is  performed  by  oversewing  the  fis- 
tula orifice  from  within  the  controlled  opened 
aneurysm.6  Vascular  control  of  the  venous  system  is 
obtained  by  tamponade  with  sponge  sticks  or  with 
intravascular  balloon  catheters. 

Because  of  the  acuteness  of  aortocaval  fistula  forma- 
tion, our  patient  never  manifested  the  cardiopulmo- 
nary complications  of  this  disease.  Characteristically 
for  aortocaval  fistula,  the  overshadowed  initial  symp- 


toms of  aneuiysm  rupture  are  followed  by  development 
of  high  output  congestive  heart  failure,  abdominal 
bruit  or  thrill,  and  lower  extremity  venous  hyper- 
tension.6 In  an  obese  patient  and  in  other  patients 
whose  abdomen  is  difficult  to  evaluate,  failure  to  ap- 
preciate the  significance  of  this  clinical  triad  may  lead 
to  a prolonged,  frustrating,  and  unsuccessful  course  of 
medical  management,  with  early  death  from  refractory 
congestive  heart  failure.  Aortography  is  the  method  of 
choice  for  confirming  and  locating  the  site  of  estab-i 
lished  fistulas.  Surgical  management  includes  man-! 
datoiy  preoperative  placement  of  a pulmonary  artery 
catheter  for  monitoring  fluid  therapy;  cardiac  support 
may  necessitate  both  parenteral  digoxin  and  in- 
travenous inotropic  drugs.  The  typical  surgical  tech- 
nique is  that  noted  in  the  case  report.  An  auto- 
transfusion device  is  helpful  for  salvaging  the  blood 
loss  at  the  time  of  initial  control  of  the  fistula  If  liga-j 
tion  proves  necessary  for  a complex  fistula  particularly 
one  in  the  less  accessible  iliac  vessels,  conventional 
extra-anatomic  reconstruction  techniques  may  be 
helpful  for  restoration  of  distal  circulation. 

CONCLUSION 

Aortocaval  fistula  is  a dramatic  example  of  a spon- 
taneous arteriovenous  communication.  Its  initial  pre- 
sentation may  be  masked  by  symptoms  of  a ruptured 
aortic  aneuiysm,  but  the  diagnosis  should  be  con-i 
sidered  in  any  patient  with  high  output  congestive 
heart  failure,  peripheral  venous  hypertension,  and  am 
abdominal  bruit. 
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NEW  JERSEY  MEDICINE' 


Medical  Management 
Consultant  on  Call 


After  16  years  as  an  office  manager  for  a 
busy  medical  practice,  Mary  Ann  Hamburger  of 
Maplewood  (763-7394)  discovered  “a  tremen- 
dous need  for  a complete  service  for  the  busi- 
ness side  of  a medical  office  set-up.”  For  the 
past  17  years  Mary  Ann  has  channeled  her 
widespread  contacts  with  “hospital  adminis- 
trators, medical  societies,  insurance  brokers, 
physicians,  attorneys,  accountants  and  medical 
and  furniture  suppliers”  and  her  knowledge  of 
all  aspects  of  the  business  side  of  medical  of- 
fices to  become  a successful  Medical  Manage- 
ment Consultant. 

Mary  Ann’s  years  of  experience  working  on 
the  managerial  level  in  a medical  office  has 
resulted  in  her  ability  to  recognize  where  the 
problems  are  in  a medical  office  and  to  prop- 
erly evaluate  her  clients  so  these  problems  will 
not  arise.  “Part  of  finding  a location  includes 
choosing  a hospital  where  a doctor’s  area  of 
specialization  is  needed,”  she  points  out.  After 
location  is  determined,  Mary  Ann  will  find  the 
right  office  space,  hire  effective  and  efficient 
staff,  and  also  include  staff  training.  In  addition, 
Mary  Ann  focuses  on  two  very  critical  areas  in 
setting  up  a medical  office— she  will  assist  in 
obtaining  medical  equipment,  furnishings  and 
supplies  as  well  as  establishing  fee  schedules 
and  the  necessary  CPT  codes. 

She  assures  that  while  the  medical  office  is 
in  the  process  of  being  set-up  she  will  offer 

Reprint  From  THE  JEWISH  NEWS  WHO'S  WHO,  November  6,  1986. 


“personalized  attention  seven  days  a week.” 

Mary  Ann  will  provide  the  same  individual 
attention  when  a physician  seeks  her  consul- 
tation to  change  a location  and/or  hire  or  join 
an  associate  or  medical  group.  After  finding  a 
new  location,  the  multi-faceted  set-up  pro- 
cedure can  begin.  And  it  should  be  noted  that 
Mary  Ann  can  reorganize  an  existing  practice 
as  well  according  to  the  doctor’s  needs. 

She  also  serves  as  an  adviser  for  area  hospi- 
tals and  will  run  ads,  screen  and  interview  phy- 
sicians to  fill  staff  positions  for  the  hospital.  She 
has  taught  management  seminars  in  hospitals 
and  has  worked  with  area  institutions’  medical 
education  departments.  She  has  also  given 
seminars  on  “The  Business  Side  of  a Medical 
Practice.”  Mary  Ann  is  currently  studying  the 
use  of  computers  in  medical  field  and  will 
provide  up-to-date  information  on  billing  and 
check-in  procedures. 

The  Medical  Management  Consultant  service 
eliminates  a busy  doctor’s  added  responsibility 
of  establishing  and  overseeing  a state-of-the- 
art  office.  “I  make  sure  that  when  the  doctor 
opens  his  or  her  door  for  the  very  first  patient 
all  he  or  she  has  to  do  is  concentrate  on  the 
medical  side  of  the  practice,”  Mary  Ann  ex- 
plained. 

Her  special  services  can  be  utilized  by  call- 
ing, 763-7394. 


MARY  ANN  HAMBURGER 
MARY  ANN  HAMBURGER  ASSOCIATES 

74  Hudson  Avenue 
Maplewood,  New  Jersey  07040 

201-763-7394 
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AIDS  is  a complex  disease,  assaulting  the  psyche  as  well  as  the 
body.  The  Spellman  Center  for  the  Treatment  of  Persons  With 
AIDS  treats  both.  A comprehensive  medical  facility,  Spellman  is 
devoted  to  the  care  of  those  suffering  from  Acquired  Immune 
Deficiency  Syndrome. 

Respect  for  individual  dignity  guides  the  Spellman  program. 
Staffed  by  trained  personnel  dedicated  to  working  with 
AIDS  patients,  the  Center  includes  family  and  friends  in  the 
management  of  the  patient’s  health  crisis.  Spellman  also 
operates  a 24-hour  information  hotline  at  1-800-433-A1DS. 

For  criteria  on  admission  and  referrals,  please  contact  the 
Medical  Director,  at  1-212-307-0735.  Spellman  is  a division  of 
St.  Clare’s  Hospital  and  Health  Center,  designated  the  first 
AIDS  treatment  center  by  New  York  State. 


The  Spellman  Center 

for  the  Treatment  of  Persons  With  All! 

St.  Clare’s  Hospital  and  Health  Center 


rja 

415  W 51st  St 

New  York,  NY  10019 

An  Affiliate  of  New  York  Medical  College 
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A Homograft  Valve  Bank 


Lorenzo  Gonzalez-Lavin,  m.d.,  Lynn  B.  McGrath,  m.d.,  Debra  Graf,  r.n.,  browns  mills* 


The  first  two  implants  ojhomovital  aortic  valves  in  the 
northeastern  United  States  have  been  performed  at  Deborah 
Heart  and  Lung  Center , which  has  established  a homograft  valve 
bank.  It  is  imperative  that  the  public  be  aware  of  the  valve  bank 
and  the  need  for  donor  hearts. 


Over  the  last  two  decades,  aortic 
homograft  valves  have  been  es- 
tablished as  the  best  valve  sub- 
stitute in  young  adults  and  children  with  complex  con- 
genital heart  disease,  particularly  those  with  discon- 
tinuity between  the  right  ventricle  and  pulmonary  ar- 
teries. Based  on  the  long-term  results  utilizing  fresh 
and  homovital  aortic  homograft  valves,  we  have  estab- 
lished a homograft  valve  bank  at  Deborah  Heart  and 
Lung  Center.1 9 Case  reports  describe  the  first  two  re- 
cipients to  have  benefited  from  this  program. 

CASE  REPORT  1 

A 40-year-old  male  with  a heart  murmur  since  birth 
was  admitted  to  Deborah  Heart  and  Lung  Center  in 
August  1985.  His  current  symptoms  began  two  years 
prior  to  admission  with  an  acute  anteroseptal  myocar- 
dial infarction.  Cardiac  catheterization  at  that  time 
revealed  septal  akinesis  and  a totally  occluded  left  an- 
terior descending  coronary  artery.  The  etiology  of  this 
obstruction  appeared  to  be  an  embolus  from  a calcific 
aortic  valve;  he  was  treated  with  a streptokinase  in- 
fusion. More  recently,  moderate  exertion  caused  dizzi- 
ness and  dyspnea  which  was  relieved  by  rest. 

The  patient  was  a tall,  thin  male  without  marfanoid 
features;  a grade  III/VI  midsystolic  ejection  murmur 
was  audible  at  the  apex  and  aortic  area.  Peripheral 
pulses  were  of  an  anacrotic  quality  and  were  sym- 
metrical. 

I 


The  chest  x-ray  showed  normal  heart  size  and 
calcification  of  the  aortic  valve  in  the  lateral  view  (Fig- 
ure 1).  Electrocardiogram  revealed  normal  sinus  rhy- 
thm and  criteria  of  a remote  anterior  wall  infarction. 
Cardiac  catheterization  demonstrated  aortic  stenosis 
with  an  80  mm  gradient  and  effective  valve  orifice  of 
0.61  cm2,  mild  aortic  regurgitation,  and  poststenotic 
dilatation  of  the  ascending  aorta  The  cardiac  index 
was  2.9  and  the  calculated  ejection  fraction  was  58 
percent.  Normal  values  are  cardiac  index  2-4  L/M/M2 
BSA  and  an  ejection  fraction  of  greater  than  50  per- 
cent. The  coronary  arteries  appeared  normal  with  no 
evidence  of  the  occlusion  demonstrated  previously. 

At  operation,  the  aortic  valve  was  found  to  be  bi- 
cuspid and  severely  calcified.  The  annulus  measured 
23  mm  and  accommodated  a 21  mm  homograft.  The 
technique  of  insertion  of  the  homograft  has  been  de- 
scribed previously.1011  The  aortic  closure  incorporated 
a Dacron™  patch  to  maintain  proper  anatomical  dis- 
tance between  the  noncoronary  commissures  to  pre- 
vent valve  incompetence.1213  The  postoperative  con- 
valescence was  uncomplicated.  A two-dimensional 
echocardiogram  performed  seven  days  postoperatively 
showed  a well-seated  aortic  valve  with  normal  cusp 

*Dr.  Gonzalez-Lavin  is  Chairman,  Department  of  Surgery,  Dr. 
McGrath  is  Attending  Surgeon,  and  Ms.  Graf  is  a Registered 
Nurse  at  Deborah  Heart  and  Lung  Center.  Correspondence 
may  be  addressed  to  Dr.  Gonzalez-Lavin,  Deborah  Heart  and 
Lung  Center,  200  Trenton  Road,  Browns  Mills,  NJ  08015. 
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Figure  1— Left  lateral  chest  x-ray  showing  calcification  of 
aortic  valve. 


Figure  2 — Two-dimensional  echocardiogram  showing  well- 
seated  aortic  valve  with  normal  cusp  motion  and  no  regurgi- 
tation. 


motion  and  no  regurgitation  (Figure  2). 

Three  months  after  the  implant,  the  patient  re- 
turned to  his  job  as  a surveyor  and  was  asymptomatic. 

CASE  REPORT  2 

A seven-year-old  boy  was  admitted  to  Deborah  Heart 
and  Lung  Center  in  October  1985  for  elective  surgical 
correction  of  transposition  of  the  great  vessels,  ven- 
tricular septal  defect  (VSD),  and  left  ventricular  outflow 
tract  obstruction  (LVOTO).  Weighing  5%  pounds  at 
birth,  he  was  cyanotic  following  a full-term  un- 


complicated pregnancy  and  normal  vaginal  delivery. 
Shortly  after  birth,  he  underwent  a balloon  atrial  sep-i 
tostomy.  At  ten  months  of  age,  a right  Blalock-Taussig 
shunt  was  performed.  Since  then,  his  growth  and  de- 
velopment have  been  grossly  normal,  but  cyanosis  in-! 
creased  and  exercise  tolerance  diminished. 

Physical  examination  revealed  severe  central  cyano- 
sis, grade  III/VT  systolic  ejection  murmur  over  the  left 
sternal  border,  and  a continuous  murmur  over  the 
right  precordium.  The  heart  rhythm  was  regular; 
pulses  were  equal  bilaterally,  and  the  remainder  of  the 
examination  was  unremarkable. 

The  chest  x-ray  showed  cardiomegaly.  The  electro- 
cardiogram showed  normal  sinus  rhythm  with  right 
axis  deviation  and  right  ventricular  hypertrophy.  Cam 
diac  catheterization  documented  systemic  pressures 
in  the  right  ventricle,  subpulmonaiy  left  ventricular 
outflow  tract  narrowing,  and  a large  perimembranous 
VSD  (Figure  3).  A two-dimensional  echocardiogram 
confirmed  the  diagnosis  of  transposition  of  the  great 
vessels  with  VSD  and  LVOTO. 

Through  a midline  sternotomy,  the  Blalock-Taus- 
sig shunt  was  closed  and  a Rastelli  repair  of  the  trans- 
position was  performed.  An  internal  tunnel  was  made 
using  a Tascon®  Dacron™  baffle  connecting  the  left 
ventricle  to  the  aorta  after  enlarging  the  VSD.  A 19  mm 
homograft  valve  with  5 cm  of  ascending  aorta  was  uti- 
lized to  reconstruct  continuity  between  the  right  ven- 
tricle and  pulmonary  arteries.  A 20  mm  spiral  rein- 
forced Gortex®  graft  was  added  proximal  to  the  homo- 
graft to  prevent  compression  of  the  valved  extracardiac 
conduit  by  the  sternum  (Figure  4). 

Postoperatively,  the  child  developed  a coagulopathy 
and  was  returned  to  the  operating  room  for  evacuation 
of  clots.  A viremia  due  to  Epstein-Barr  virus  developed 
in  the  postoperative  period.  The  patient  recovered  after 
appropriate  medical  therapy,  including  digoxin,  and 
was  discharged  27  days  after  surgery.  Six  weeks  after! 
surgery,  the  boy  returned  to  school  and  was  doing  well. 

DISCUSSION 

The  first  successful  implantation  of  a homograft 
aortic  valve  in  the  subcoronary  position  was  performed 
in  1962  by  Ross  et  al.14  However,  the  methods  of  ster- 
ilization and  storage  at  that  time  were  found  to  be 
deleterious  to  valve  durability,  leading  to  early  calcifica- 
tion and  valve  failure.1516  The  inherent  advantages  ofj 
this  valve  substitute  prompted  investigators  to  pursue 
a more  effective  way  to  prepare  and  store  these  valves 
for  clinical  use.  Through  the  efforts  of  the  National 
Heart  Hospital  team  in  London,  England,  present  stor- 
age methods  of  homograft  valves  do  not  significantly 
impair  their  viability,  while  preserving  structure.1719 

Despite  current  technology,  the  use  of  homografts 
has  been  confined  to  only  a few  centers  in  this  country, 
primarily  because  of  the  difficulty  in  procuring,  pro- 
cessing, and  maintaining  an  adequate  supply  of  valves. 
With  increased  public  awareness  of  the  success  of 
organ  and/or  tissue  transplantation,  we  have  been  ablei 
to  establish  such  a bank. 

We  are  using  two  types  of  aortic  and  pulmonary  valve 
homografts:  those  obtained  from  brain-dead  donors 
(homovital),  and  those  procured  within  48  hours  of 
death  (fresh).  The  aortic  and  pulmonaiy  valves  and  a 
segment  of  arteiy  are  dissected  as  conduits  from  the 
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heart  using  sterile  techniques  under  a laminar  flow 
hood.  After  measuring  the  size  of  the  annulus  and 
length  of  arterial  vessels,  the  necessary  cultures  are 
obtained.  The  dissected  homografts  are  stored  in  an 
antibiotic-nutrient  medium  (RPMI  1640,  fetal  calf 
serum,  DANYNM®)  at  4°C.20'2'  After  48  hours,  valves 
again  are  cultured  and  transferred  to  a freezing  solu- 
tion (RPMI  1640,  fetal  calf  serum,  dimethylsulfoxide), 
and  frozen  in  a controlled  rate  liquid  nitrogen  freezer. 
The  valves  then  are  stored  at  -196°C.22 

A homograft  can  be  trimmed  for  a freehand  insertion 
in  the  aortic  position  (as  in  our  first  patient),  used  as 
a conduit  in  correction  of  complex  congenital  heart 
defects  (as  in  our  second  patient),  or  mounted  on  a 
stent  for  use  in  an  atrioventricular  position. 

Reports  have  shown  that  for  the  last  17  years, 
although  a steady  attrition  of  valves  occurs,  actuarial 
curves  compare  favorably  with  other  types  of  valve 
substitutes.23  The  homograft  is  the  best  available  op- 
tion for  candidates  for  valve  replacement  needing  the 
durability  of  a mechanical  prosthesis  without  the  risk 
of  anticoagulation,  i.e.  young  adults. 

In  one  report,  80  percent  of  the  patients  undergoing 
isolated  aortic  valve  replacement  were  alive  and  re- 
tained the  original  homograft  after  six  years.  Freedom 
from  valve  failure  has  been  90  percent  at  five  years  and 
72  percent  at  ten  years.  The  mean  rate  of  valve  de- 
generation (leaflet  attenuation,  rupture,  or  calcifica- 
tion) has  been  1 percent  per  year  during  the  first  five 
years,  2 percent  between  years  five  and  eight,  and  5 
percent  per  year  after  year  nine  of  implantation.  Func- 
tional evaluation  at  ten  years  disclosed  good  results  in 
82  percent  of  patients.1 

Yacoub  and  associates  have  reported  a series  of  379 
patients  undergoing  mitral  valve  replacement  with 
aortic  homograft  valves,  again  with  results  comparing 
favorably  to  other  valve  substitutes.  Freedom  from  in- 
trinsic valve  failure  was  97  percent  at  five  years,  82 
percent  at  eight  years,  and  48  percent  at  ten  years. 
Freedom  from  thromboembolism  at  five  years  was  98 
percent  and  at  ten  years  it  was  97  percent  without  the 
routine  use  of  anticoagulants.  Actuarial  survival  at 
three  years  was  83  percent,  at  five  years  75  percent, 
and  at  nine  years,  55  percent.4 

Recent  reports  of  correction  of  congenital  malforma- 
tions utilizing  homografts  as  valve-bearing  conduits 
have  been  impressive  and  continue  to  be  at  this  time 
the  preferred  valve  substitute  in  the  operative  correc- 
tion of  these  anomalies.5  The  largest  experience.  Stark 
and  deLeval,  reported  200  cases.  There  was  only  one 
instance  in  which  a patient  required  reoperation  be- 
cause of  stenosis  of  a calcified  homograft  valve.  In  gen- 
eral, the  aortic  wall  becomes  calcified  within  the  first 
two  years  after  implantation,  sparing  the  valve  leaflets 
which  usually  continue  to  function  well  with  a very  low 
incidence  of  residual  gradients.5 

In  a similar  experience,  Kay  and  Ross  reported  on 
97  conduits  used  to  reconstruct  the  right  ventricular 
outflow  tract  in  patients  with  congenital  malforma- 
tions between  1966  and  1983.9  Eighty-seven  percent 
of  the  conduits  continued  to  work  well  at  ten  years.  The 
main  problem  in  three  conduits  with  significant  gra- 
dients was  the  formation  of  pseudointima  at  the  adja- 
cent Dacron™  tube  used  in  conjunction  with  the  homo- 
graft, rather  than  calcification  of  the  valve  leaflets. 


Figure  3 — Angiogram  in  LAO  view  with  catheter  in  the  right 
ventricle  (AO  = aorta  PA  = pulmonary  artery). 


Figure  4— Completed  repair  (AO  = aorta  H = homograft;  GO 
= Gortex®  graft;  RV  = right  ventricle). 


Homograft  valves  and  conduits  have  other  clinical 
applications,  such  as  in  aortic  root  replacement,2425 
and  in  aortic  valve  replacements  utilizing  autologous 
pulmonary  valve  to  reconstruct  the  right  ventricular 
outflow  tract.26  28  Future  research  in  homograft  valves 
includes  further  studies  in  the  viability  and  structural 
integrity  of  stored  tissue,  and  the  assessment  of  the 
extent  and  possible  reduction  of  antigenicity. 

SUMMARY 

Homograft  aortic  valves  are  a preferred  method  of 
valve  replacement  in  young  adults  and  children  due  to: 
1 ) perfect  hemodynamics;  2)  lack  of  hemolysis;  3)  ab- 
sence of  thromboembolism  without  the  use  of  antico- 
agulants (hence  no  anticoagulant-related  hemor- 
rhage); and  4)  the  virtually  nonexistent  threat  of  sud- 
den valve  failure.  Long-term  durability  is  comparable 
or  superior  to  present  mechanical  prostheses.  As  a 
valve-bearing  conduit,  a homograft  offers  the  best 
durability  when  used  for  correction  of  congenital 
cardiac  malformations  in  children.  In  terms  of  quality 
of  life,  the  homograft  offers  incomparable  advantages 
for  suitable  candidates. 

ADDENDUM 

Since  submission  of  this  manuscript,  three  addi- 
tional patients  have  received  homovital  valves;  two  pa- 
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tients  were  40-year-old  women  receiving  aortic  valve 
replacements,  and  for  the  first  time  in  this  country,  a 
pulmonary  valved  conduit  was  used  to  reconstruct  the 
right  ventricular  outflow  tract  in  a 9-year-old  boy. 

REFERENCES 

1.  Penta  A,  Qureshi  SA,  Radley-Smith  R Yacoub  MH:  Pa- 
tient status  ten  or  more  years  after  "fresh.”  homograft  replace- 
ment of  the  aortic  valve.  Circulation  70:1-182,  1984. 

2.  Gonzalez-Lavin  L,  Al-Janabi  N,  Ross  DN:  Long-term  re- 
sults after  aortic  valve  replacement  with  preserved  aortic 
homografts.  Ann  Thorac  Surg  13:594,  1972. 

3.  Gonzalez-Lavin  L,  Wallace  RB,  Loudes  P,  Titus  JL:  Aortic 
valve  replacement  with  preserved  aortic  valve  homografts.  J 
Thorac  Cardiovasc  Surg  67:48,  1974. 

4.  Qureshi  SA,  Hamin  MA,  Campalini  G,  et  al.:  Late  results 
of  mitral  valve  replacement  using  unstented  antibiotic  ster- 
ilized aortic  homografts.  Br  Heart  J 50:564,  1983. 

5.  di  Carlo  D,  deLeval  MR  Stark  J:  “Fresh”  antibiotic  ster- 
ilized aortic  homografts  in  extraeardiac  valved  conduits: 
Long-term  results.  Thorac  Cardiovasc  Surg  32:10,  1984. 

6.  di  Carlo  D,  Stark  J,  Revignas  A,  deLeval  MR  Conduits 
containing  antibiotic  preserved  homografts  in  the  treatment 
of  complex  congenital  heart  defects,  in  Cohh  LH,  Galluehi  V, 
(eds):  Cardiac  Bioprostheses:  Proceedings  oj  2nd  Interna- 
tional Symposium  on  Cardiac  Bioprostheses.  New  York,  NY, 
York  Medical  Books,  1982. 

7.  Radley-Smith  R Fagan  A,  Yacoub  M:  An  1 1-year  experi- 
ence of  fresh  aortic  homograft  replacement  in  children.  Am 
J Cardiol  49:1035,  1982. 

8.  Stark  J:  Concordant  transposition  and  left  ventricular 
outflow  tract  obstruction,  in  Stark  J,  deLeval  M (eds):  Surgery 
for  Congenital  Heart  Defects.  London,  England,  Grune  & 
Stratton,  1983,  p.  363. 

9.  Kay  PH,  Ross  DN:  Fifteen-year  experience  with  the  aortic 
homograft:  The  conduit  of  choice  for  right  ventricular  outflow 
tract  obstruction.  Ann  Thorac  Surg  40:360,  1985. 

10.  Barratt-Boyes  BG:  Homograft  aortic  valve  replacement 
in  aortic  incompetence  and  stenosis.  Thorax  19:131,  1964. 

11.  Gonzalez-Lavin  L,  Barratt-Boyes  BG:  Surgical  consid- 
erations in  the  treatment  of  ventricular  septal  defect  associ- 
ated with  aortic  valvular  incompetence.  J Thorac  Cardiovasc 
Surg  57:422,  1969. 

12.  Gonzalez-Lavin  L,  Ross  DN:  Biologic  aortic  valve  repair 
or  replacement,  in  Harken  DE  (ed):  Cardiovascular  Clinics. 
Philadelphia,  PA,  FA  Davis  Company,  1971. 


13.  Gonzalez-Lavin  L,  Ross  DN:  Homograft  aortic  valve  re- 
placement. J Thorac  Cardiovasc  Surg  60:1,  1970. 

14.  Ross  DN:  Homograft  replacement  of  the  aortic  valve. 
Lancet  2:487,  1962. 

15.  Barnes  RW,  Rittenhouse  EA,  et  al.:  A clinical  experience 
with  betapropiolactone  sterilized  homologous  aortic  valves 
followed  up  to  four  years.  J Thorac  Cardiovasc  Surg  59:785, 
1970. 

16.  Wallace  RB,  Londe  SP,  Titus  JL:  Aortic  valve  replace- 
ment with  preserved  aortic  valve  homografts.  J Thorac 
Cardiovasc  Surg  67:44,  1974. 

17.  Gonzalez-Lavin  L,  Al-Janabi  N,  Lockey  E,  Ross  DN: 
Fibroblast  viability  in  antibiotic-treated  valves.  NZ  Med  J'. 
77:36,  1973. 

18.  Al-Janabi  N,  Gonzalez-Lavin  L,  Neirotti  R Ross  DN:  Via- 
bility of  fresh  aortic  valve  homografts:  A quantitative 
assessment.  Thorax  27:83,  1972. 

1 9.  Al-Janabi  N.  Ross  DN:  Enhanced  viability  of  fresh  aortic 
homografts  stored  in  nutrient  medium.  Cardiovasc  Res 
7:817,  1973. 

20.  Lockey  E,  Al-Janabi  N,  Gonzalez-Lavin  L,  Ross  DN:  A 
method  of  sterilizing  and  preserving  fresh  allograft  heart 
valves.  Thorax  27:398,  1972. 

21.  Wain  WH,  Peareh  HM,  Riddell  RW,  Ross  DN:  A re-evalu-i 
ation  of  antibiotic  sterilization  of  heart  valve  allografts. 
Thorax  32:740,  1977. 

22.  Al-Janabi  N,  Ross  DN:  Long-term  preservation  of  fresh 
viable  aortic  valve  homografts  by  freezing.  Br  J Surg  61:229, 
1974. 

23.  Tepley  JF,  Grunkemeier  GL,  Sutherland  HD,  et  al.:  The 
ultimate  prognosis  after  valve  replacement:  An  assessment  at 
20  years.  Ann  Thorac  Surg  32:112,  1981. 

24.  Ross  DN,  Somerville  J:  Total  aortic  root  and  valve  re- 
placement with  homograft  for  complex  left  ventricular  out- 
flow lesions.  Presented  at  the  III  International  Symposium  on 
Cardiac  Bioprostheses,  London,  May  1985. 

25.  Donaldson  RM,  Ross  DN:  Homograft  aortic  root  replace- 
ment for  complicated  prosthetic  valve  endocarditis.  ^Circula- 
tion  70:1-178,  1984. 

26.  Gonzalez-Lavin  L,  Geens  M,  Somerville  J.  Ross  DN: 
Autologous  pulmonaiy  valve  replacement  of  the  diseased 
aortic  valve.  Circulation  XLIL781,  1970. 

27.  Gonzalez-Lavin  L,  Geens  M,  Ross  DN:  Aortic  valve  re- 
placement with  a pulmonary  valve  autograft:  Indications  and 
surgical  technique.  Surgery  68:450,  1970. 

28.  Robles  A,  Vaughn  M,  Lau  JR  et  al.:  Long-term  assess- 
ment of  aortic  valve  replacement  with  autologous  pulmonary 
valve.  Ann  Thorac  Surg  39:238,  1985. 


112 


NEW  JERSEY  MEDICINE 


ASSOCIATES  IN  SEX 
AND 

MARITAL  THERAPY 


Richard  M.  Samuels,  Ph.D. 
Diplomate,  ABPP,  Fellow,  A.P.A. 
Clinical  Instructor,  Dept.  OB/GYN 
New  Jersey  Medical  School 

• 

Daniel  N.  Watter,  Ed.D. 

Board  Certified  Sexologist,  ACS 
Clinical  Member,  AAMFT 

• 


Martha  Calderwood,  M.A. 

Deputy  Director  of  Education, 

Human  Sexuality  Program,  Dept.  OB/GYN 
New  Jersey  Medical  School 

• • • 

Professional  Membership: 

Impotence  Institute  of  America 
Organizational  Membership: 

AASECT 

• • • 

Specializing  in  Sex  & Marital  Therapy 

• • • 

ONE  KINDERKAMACK  RD. 

ORADELL,  N.J.  07649 
(201)  599-9889 


118  NO.  BEVERWYCK  RD.  ONE  SHADOWLAWN  DR. 

LK.  HIAWATHA,  N.J.  07034  SPRINGFIELD,  N.J.  07081 

(201)  335-3677  (201)  376-7888 


We 

Make 

House 

Calls 


Experience  MERCEDES-BENZ,  at  home,  at  your  office,  at 
your  convenience.  Give  your  undivided  attention  to  the 
performance,  the  comfort  and  the  prestige  of  a Mercedes- 
Benz  Motorcar,  in  your  own  familiar  environment. 

An  experienced  sales  consultant  will  bring  a Mercedes  to 
you,  in  a location  convenient  to  you.  We  will  introduce  you 
to  the  level  of  service  and  satisfaction  that  begins  with  own- 
ing or  leasing  a Mercedes-Benz  automobile  from 
Ray  Catena  Motor  Car  Corporation.  Phone  (201)  549-6600, 
we'll  come  to  you. 


Ray  Catena 

Motor  Car  Corporation 

910  U.S.  Highway,  Route  1, 

Edison,  New  Jersey  08817 
(201)  549-6600 


MERCEDES-BENZ  MOTOR  CARS  ARE  ENGINEERED  LIKE 
NO  OTHER  CAR  IN  THE  WORLD. 


HEALTHY  COVERAGE 

through  the 

MSNJ  GROUP! 


MSNJ  offers  doctors  the  comprehensive  protection  most  patients  enjoy, 
with  the  service  and  efficiencies  inherent  to  large,  well-run  group  plans. 
MSNJ  Group  insurance  is  flexible.  You  prescribe  the  plan  that  will 
provide  healthy  coverage  for  yourself,  your  family,  and  your  practice. 
Take  advantage  of  MSNJ  Group  Blue  Cross/Blue  Shield,  Major 
Medical  and  Dental  insurance...  it’s  good  preventive  medicine! 


Donald  F.  Smith  & Associates 
One  Airport  Place,  Route  206  North 
P.O.  Box  2197 
Princeton,  New  Jersey  08540 
( 609  )924  8700  ( 800 >227 -6484 


DONALD  E SMITH^V ASSOCIATES) 


VOL.  84— NUMBER  2— FEBRUARY  1987 


113 


(BRC22SJ)  the  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  CA  90057 


For  Full  Prescribing  Information,  Please  See  PDR. 


REFER  TO 

PDR 


J\ndroicf510: 25 


Methyltestosterone  U.S.F?  Tablets 


And 

Fluoxymesterone  U.S.R  Tablets,  10 


BPiBife, 


State  of  the  Art:  The  Enterococcus- 
Bacterial  Pathogen  of  the  1990s 


Leon  G.  Smith,  m.d.,  Newark* 


Enterococcal  colonization  has  increased  considerably  during  the 
past five  years , and  the  isolation  of  this  organism  cannot  be 
dismissed  as  we  have  done  in  the  past 


Antibacterial  chemotherapy  dras- 
tically has  altered  the  bacterial 
flora  on  earth  forever  and  ever. 
During  this  unprecedented  era,  man  has  enjoyed  a 
longer  and  healthier  life  thanks  to  better  control  of 
pneumonia  septicemia  urinaiy  tract  infection,  men- 
ingitis, cellulitis,  and  osteomyelitis.  Streptococcus 
pneumoniae.  Group  A streptococci,  and  S.  aureus 
bacteremia  are  under  reasonable  control  at  this  mo- 
ment. Now,  through  a selective  process  and  the  pres- 
sure of  antibiotic  fallout,  the  emergence  of  multi- 
resistant  Pseudomonas  aeruginosa  enterococcus, 
Klebsiella  Serratia  marcescens,  Acinetobacter,  J.K. 
diptheroids,  and  Brahmanella  catarralis  have  created 
new  challenging  problems  for  physicians  and  scien- 
tists of  the  1990s. 

Of  these  organisms,  the  enterococcus  Group  D strep- 
tococcus is  the  least  understood  and  most  puzzling, 
since  it  is  part  of  the  normal  gut  flora  The  enterococ- 
cus naturally  is  resistant  to  most  antibiotics  and  read- 
ily accepts  plasmid-mediated  resistance.  In  the  past, 
the  enterococcus  was  known  for  its  ability  to  cause 
serious  endocarditis  and  a less  serious  urinary  tract 
infection.  It  was  less  capable  of  causing  peritonitis, 
endometritis,  vaginitis,  osteomyelitis,  or  cellulitis. 

Since  cephalosporins  have  become  the  primary  pro- 
phylactic antibiotics  of  choice  for  most  surgery, 
enterococcus  colonization  has  increased  in  cesarean 
section  from  13  to  55  percent  in  the  cefoxitin-prophy- 


lactic-treated group.  Fortunately,  the  evidence  of 
superinfection  from  the  colonized  enterococcus  still 
remains  at  a low  rate.  When  added  to  other  organisms, 
enterococcus  enhances  abscess  formation  and  in- 
creases morbidity.  Of  the  Group  D streptococci.  Strep- 
tococcus Jaecalis  is  more  frequent  than  the  more  re- 
sistant Streptococcus  Jaecium  Some  viridans  group 
cross  react  with  Group  D antiserum.  Hence,  Group  D 
streptococcus  are  overreported. 

The  primary  source  of  the  enterococcus  remains  gas- 
trointestinal tract  lesions  followed  in  descending  order 
by  cardiovascular  infections,  surgical  drainage  sites, 
urological  manipulations,  and  neurosurgical  opera- 
tions. The  incidence  of  enterococcal  bacteremia  is 
enhanced  by  previous  antibiotic  use,  intravascular 
lines,  and  intestinal  operations.  The  outcome  for 
enterococcal  bacteremia  is  less  than  satisfactory  be- 
cause the  patients  are  generally  very  ill.  A cell  wall 
antibiotic,  namely  ampicillin  or  vancomycin,  is  needed 
plus  an  aminoglycoside  to  produce  synergy  to 
eradicate  the  enterococcus. 

SUMMARY 

Enterococcal  colonization  has  increased  consider- 
ably during  the  past  five  years,  and  the  isolation  of  this 

*Dr.  Smith  is  Director,  Department  of  Medicine,  Saint 
Michael’s  Medical  Center.  Correspondence  maybe  addressed 
to  Dr.  Smith,  Saint  Michael's  Medical  Center.  268  Dr.  Martin 
Luther  King  Jr.,  Blvd.,  Newark,  NJ  07102. 
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organism  merely  cannot  be  dismissed  as  we  have  done 
in  the  past.  Colonization  precedes  infection.  Since 
enterococeal  bacteremia  and  other  forms  of  such  infec- 
tion are  difficult  to  eradicate,  constant  hospital 
surveillance  is  in  order  with  special  adjustment  of 
prophylactic  antibiotic  use  and  special  care  of 
nosocomial  entrance  sites  to  prevent  serious  super- 
infection which  has  a high  morbidity  and  mortality. 
Hence,  we  have  a new  challenge  for  the  1990s.  It  is 
everyone’s  problem — a problem  produced  by  modem 
therapy. 
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38,  black  male,  heavy  smoker. 
Prescribed  a diuretic  by  an- 
other physician  last  year  for 
hypertension. 

YOUR  CONCERNS 
Presents  with  "smoker  s 
cough."  Workup  reveals  a BP 
of  150/107. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 
ISOPTIN-  (verapamil 
HCI/Knoll)  because... 

— Black  hypertensives  often 
have  low  plasma  renin  ac- 
tivity and  generally  do  not 
respond  favorably  to  beta 
blockers. 

— Beta  blockers  may 
increase  the  likelihood  of 
bronchospasm. 


65,  diabetic,  overweight.  Her 
BP  has  elevated  to  190/98. 

YOUR  CONCERNS 

She's  on  daily  insulin. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HER  BP 
ISOPTIN"  (verapamil 
HCI/Knoll)  because... 

— Unlike  most  beta  blockers 
and  diuretics,  ISOPTIN  has  no 
adverse  effects  on  serum 
glucose  levels. 

— Unlike  most  beta  blockers, 
ISOPTIN  does  not  mask  the 
symptoms  of  hypoglycemia. 


THOMAS  G. 


JOHN  K. 


70,  asthmatic.  In  the  past,  BP 
adequately  controlled  with 
25  mg  hydrochlorothiazide 
daily. 

YOUR  CONCERNS 
Today  patient  presents  with 
symptoms  of  gout.  Workup 
reveals  high  uric  acid  level, 
low  serum  potassium,  and  BP 
elevated  to  180/98. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 
ISOPTIN"  (verapamil 
HCI/Knoll)  because... 

— Unlike  diuretics,  ISOPTIN 
will  not  decrease  serum  po- 
tassium levels  or  elevate  uric 
acid  levels. 

— Unlike  beta  blockers, 
ISOPTIN  can  be  used  safely  in 
asthma  and  COPD  patients. 


42,  Annual  physical  uncov- 
ered diastolic  BP  of  102 . . . 
confirmed  on  three  successive 
office  visits.  Unresponsive  to 
nonpharmacologic 
intervention. 

YOUR  CONCERNS 
Salesman,  spends  many  hours 
of  his  working  day  in  car... 
total  cholesterol  level  300, 
HDL  35. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 
ISOPTIN5  (verapamil 
HCI/Knoll)  because... 

— Unlike  diuretics,  ISOPTIN 
does  not  cause  urinary 
urgency. 

— Unlike  either  beta  blockers 
or  diuretics,  ISOPTIN  will  not 
adversely  affect  his  already 
seriously  compromised  lipid 
profile. 

— Unlike  with  propranolol, 
fatigue  and  impotence  are 
rarely  reported. 


Anti  hypertensive  therapy  you 
and  your  patients  can  live  with 

*A  product  of  Knoll  research. 
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In  mild  to  moderate  hypertension  Brief  Summarv 
THE  FIRST  ONCE  DAILY 
CALCIUM  CHANNEL  BLOCKER 

ISOPTIN  SR 
(verapamil  HCI/Knoll) 

240  mg  scored,  sustained-release  tablets 

CONTRAINDICATIONS:  1)  Severe  left  ventricular  dysfunction  (see  WARNINGS),  2)  Hypotension 
l(less  than  90  mmHg  systolic  pressure)  or  cardiogenic  shock,  3)  Sick  sinus  syndrome  or  2nd  or 
3rd  degree  AV  block  (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 

WARNINGS:  Heart  Failure:  ISOPTIN  should  be  avoided  in  patients  with  severe  left  ventricular 
dysfunction  (see  DRUG  INTERACTIONS).  Patients  with  milder  ventricular  dysfunction  should,  if 
possible,  be  controlled  before  verapamil  treatment.  Hypotension  ISOPTIN  (verapamil  HCI)  may 
produce  occasional  symptomatic  hypotension  Elevated  Liver  Enzymes:  Elevations  of  trans- 
iaminases  with  and  without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have 
Ibeen  reported.  Periodic  monitoring  of  liver  function  in  patients  receiving  verapamil  is  therefore 
prudent.  Accessory  Bypass  Tract  (Wolff-Parkinson-White):  Patients  with  paroxysmal  and/or 
chronic  atrial  flutter  or  atrial  fibrillation  and  a coexisting  accessory  AV  pathway  have  developed 
'increased  antegrade  conduction  across  the  accessory  pathway  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  intravenous  verapamil.  While  this 
has  not  been  reported  with  oral  verapamil,  it  should  be  considered  a potential  risk.  Treatment  is 
usually  D C -cardioversion.  Atrioventricular  Block:  The  effect  of  verapamil  on  AV  conduction  and 
'the  SA  node  may  cause  asymptomatic  1st  degree  AV  block  and  transient  bradycardia.  Higher 
degrees  of  AV  block,  while  infrequent  (0.8%),  may  require  a reduction  in  dosage  or,  in  rare 
instances,  discontinuation  of  verapamil  HCI  Patients  with  Hypertrophic  Cardiomyopathy 
i(IHSS)  Although  verapamil  has  been  used  in  the  therapy  of  patients  with  IHSS,  severe 
cardiovascular  decompensation  and  death  have  been  noted  in  this  patient  population. 

PRECAUTIONS:  Impaired  Hepatic  or  Renal  Function:  Verapamil  is  highly  metabolized  by  the 
liver  with  about  70%  of  an  administered  dose  excreted  in  the  urine.  In  patients  with  impaired 
hepatic  or  renal  function  verapamil  should  be  administered  cautiously  and  the  patients 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  excessive  phar- 
macological effects  (see  OVERDOSAGE). 

Drug  Interactions:  Beta  Blockers:  Concomitant  use  of  ISOPTIN  and  oral  beta-adrenergic 
blocking  agents  may  be  beneficial  in  certain  patients  with  chronic  stable  angina  or  hypertension, 
but  available  information  is  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent 
treatment  in  patients  with  left  ventricular  dysfunction  or  cardiac  conduction  abnormalities 
Digitalis:  Clinical  use  of  verapamil  in  digitalized  patients  has  shown  the  combination  to  be  well 
tolerated  if  digoxin  doses  are  properly  adiusted  However,  chronic  verapamil  treatment  increases 
serum  digoxin  levels  by  50  to  75%  during  the  first  week  of  therapy  and  this  can  result  in  digitalis 
toxicity.  Upon  discontinuation  of  ISOPTIN  (verapamil  HCI),  the  patient  should  be  reassessed  to 
avoid  underdigitalization  Antihypertensive  Agents:  Verapamil  administered  concomitantly  with 
oral  antihypertensive  agents  (e  g . vasodilators,  angiotensin-converting  enzyme  inhibitors, 
diuretics,  beta  blockers,  prazosin)  will  usually  have  an  additive  effect  on  lowering  blood 
pressure.  Patients  receiving  these  combinations  should  be  appropriately  monitored  Dis- 
opyramide  Disopyramide  should  not  be  administered  within  48  hours  before  or  24  hours  after 
'verapamil  administration.  Quinidine  In  patients  with  hypertrophic  cardiomyopathy  (IHSS), 
concomitant  use  of  verapamil  and  quinidine  resulted  in  significant  hypotension.  There  has  been 
a report  of  increased  quinidine  levels  during  verapamil  therapy.  Nitrates:  The  pharmacologic 
profile  of  verapamil  and  nitrates  as  well  as  clinical  experience  suggest  beneficial  interactions. 
Cimetidine:  Two  clinical  trials  have  shown  a lack  of  significant  verapamil  interaction  with 
Icimetidine.  A third  study  showed  cimetidine  reduced  verapamil  clearance  and  increased 
elimination  to  1/2.  Anesthetic  Agents:  Verapamil  may  potentiate  the  activity  of  neuromuscular 
blocking  agents  and  inhalation  anesthetics.  Carbamazepine:  Verapamil  may  increase  car- 
bamazepine  concentrations  during  combined  therapy.  Rifampin:  Therapy  with  rifampin  may 
imarkedly  reduce  oral  verapamil  bioavailability.  Lithium:  Verapamil  may  lower  lithium  levels  in 
patient  on  chronic  oral  lithium  therapy.  Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility: 
There  was  no  evidence  of  a carcinogenic  potential  of  verapamil  administered  to  rats  for  two 
years.  Verapamil  was  not  mutagenic  in  the  Ames  test.  Studies  in  female  rats  did  not  show 
impaired  fertility.  Effects  on  male  fertility  have  not  been  determined.  Pregnancy  (Category  C): 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  ISOPTIN  crosses  the 
placental  barrier  and  can  be  detected  in  umbilical  vein  blood  at  delivery  This  drug  should  be 
used  during  pregnancy,  labor,  and  delivery,  only  if  clearly  needed.  Nursing  Mothers:  ISOPTIN  is 
excreted  in  human  milk,  therefore,  nursing  should  be  discontinued  while  verapamil  is 
administered  Pediatric  Use:  Safety  and  efficacy  of  ISOPTIN  in  children  below  the  age  of  18  years 
have  not  been  established. 

'ADVERSE  REACTIONS:  Constipation  8.4%,  dizziness  3 5%,  nausea  2.7%,  hypotension  2.5%, 
edema  2.1%,  headache  1.9%,  CHF/pulmonary  edema  1.8%,  fatigue  1.7%,  bradycardia  1.4%, 
3°  AV  block  0 8%,  flushing  0.1%,  elevated  liver  enzymes  (see  WARNINGS).  The  following 
reactions,  reported  in  less  than  1.0%  of  patients,  occurred  under  conditions  (open  trials, 
marketing  experience)  where  a causal  relationship  is  uncertain;  they  are  mentioned  to  alert  the 
physician  to  a possible  relationship:  angina  pectoris,  arthralgia  and  rash,  AV  block,  blurred 
vision,  cerebrovascular  accident,  chest  pain,  claudication,  confusion,  diarrhea,  dry  mouth, 
dyspnea,  ecchymosis  or  bruising,  equilibrium  disorders,  exanthema,  gastrointestinal  distress, 
gingival  hyperplasia,  gynecomastia,  hair  loss,  hyperkeratosis,  impotence,  increased  urination, 
insomnia,  macules,  muscle  cramps,  myocardial  infarction,  palpitations,  paresthesia,  psychotic 
symptoms,  purpura  (vasculitis),  shakiness,  somnolence,  spotty  menstruation,  sweating, 
syncope,  urticaria  Treatment  of  Acute  Cardiovascular  Adverse  Reactions  Whenever  severe 
hypotension  or  complete  AV  block  occur  following  oral  administration  of  verapamil,  the 
appropriate  emergency  measures  should  be  applied  immediately,  e g , intravenously  admin- 
istered isoproterenol  HCI,  levarterenol  bitartrate,  atropine  (all  in  the  usual  doses),  or  calcium 
gluconate  (10%  solution).  If  further  support  is  necessary,  inotropic  agents  (dopamine  or 
dobutamine)  may  be  administered.  Actual  treatment  and  dosage  should  depend  on  the  severity 
and  the  clinical  situation  and  the  judgment  and  experience  of  the  treating  physician. 

OVERDOSAGE:  Treatment  of  overdosage  should  be  supportive  Beta-adrenergic  stimulation  or 
parenteral  administration  of  calcium  solutions  may  increase  calcium  ion  flux  across  the  slow 
channel,  and  have  been  used  effectively  in  treatment  of  deliberate  overdosage  with  verapamil 
Clinically  significant  hypotensive  reactions  or  fixed  high  degree  AV  block  should  be  treated  with 
vasopressor  agents  or  cardiac  pacing,  respectively.  Asystole  should  be  handled  by  the  usual 
measures  including  cardiopulmonary  resuscitation. 
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State  of  the  Art:  The  Tumor  Registry, 
the  Computer,  and  Lung  Cancer 

George  J.  Hill  m.d.,  Shirley  Cook,  b.a.,  Avram  Ruditzky,  Newark* 


Computerization  of  a hospital  tumor  registry  simplified  the 
analysis  of  patterns  of  case  and  outcome . In  129  cases  of  lung 
cancer , the  overall  use  of  triple  modality  therapy  increased , and 
there  was  improvement  in  the  survival  of  patients  with  distant 
and  disseminated  disease . 


As  director  of  a hospital  tumor 
registry,  I am  always  interested 
in  finding  ways  to  learn  from 
the  registry’s  data  and  to  let  the  registry’s  data  teach 
us  things  that  we  can  pass  on  to  others.  It  occurred 
to  me  that  we  might  take  a look  at  our  tumor  registry 
and  ask  some  straightforward  questions,  focusing  on 
our  most  common  type  of  cancer — carcinoma  of  the 
lung.  Specifically,  we  can  ask  how  we  are  treating  the 
patients,  and  what  is  the  outcome?  Hopefully,  we 
might  see  three  hypotheses  confirmed:  (1)  an  increase 
in  accessions  as  our  cancer  center  is  developing;  (2) 
an  increase  in  multimodality  therapy,  particularly  for 
distant/disseminated  lung  cancers;  and  (3)  an  in- 
crease in  at  least  short-term  survival  in  these  cases. 

MATERIALS  AND  METHODS 

The  University  Hospital  Tumor  Registiy  is  fully  com- 
puterized: all  the  data  are  recorded  on  abstracts  and 
are  entered  in  the  computer.  The  data  can  be  displayed 
in  44  different  ways  by  our  registry’s  computer  pro- 
gram. For  this  analysis,  we  looked  at  treatment  with 
surgery  (S),  radiation  therapy  (R),  and/or  chemo- 
therapy (C)  in  the  129  analytic  cases  treated  in  the 
most  recent  three-year  period  for  which  full  data  is 
available  (1981  to  1983).  “Analytic”  cases  are  those  in 
which  the  major  primary  treatment  was  given  at  Uni- 
versity Hospital.  Between  1981  and  1983,  we  did  see 
an  increase  in  the  number  of  cases  admitted.  In  the 


first  two  years,  accessions  were  stable,  38  cases  and 
35  cases,  respectively,  and  there  was  an  increase  in  the 
third  year  to  56  cases.  In  1982,  the  medical  oncology 
department  recruited  a full-time  chief  and  in  1983  the 
Radiology  Oncology  Center  opened  at  University  Hospi- 
tal. 

With  respect  to  the  stage,  the  distant/disseminated 
group  represents  about  50  percent  of  the  total  number. 
Surgery  is  the  most  common  form  of  treatment  used 
in  our  cancer  patients,  and  surgery  alone  was  used  in 
percentages  ranging  from  23  to  44  percent  in  our  lung 
cancer  patients. 

This  report  will  display  the  methods  of  therapy  in 
a new  graphic  format,  using  the  model  shown  in 
Figure  1;  this  figure  represents  a hypothetical  popu- 
lation of  100  patients.  The  100  patients  were  plotted 
on  a piece  of  paper,  in  a circular  area  of  exactly  100 
square  cm.  For  example,  if  there  were  less  than  100 
patients,  the  total  circle  would  be  smaller  and  if  there 
were  more  than  100  patients,  the  total  circle  would  be 
larger.  One  simply  uses  plane  geometry  and  calculates 


*From  UMDNJ-New  Jersey  Medical  School  where  Dr.  Hill  is 
Professor  of  Surgery  and  Chief,  Division  of  Surgical  Oncology. 
This  paper  was  supported  in  part  by  the  National  Cancer 
Institute  Clinical  Cancer  Education  Grant  NCI  R25  CA 19536 
and  a Research  Award  from  the  Veterans  Administration. 
Correspondence  may  be  addressed  to  Dr.  Hill,  UMDNJ-New 
Jersey  Medical  School,  Room  MSB,  G595,  100  Bergen  Street, 
Newark,  NJ  07103. 
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Figure  1 — A model  diagram  used  to  illustrate  therapy. 


Figure  2 — Treatment  for  129  analytic  cases  of  lung  cancer 
treated  from  1981  to  1983. 


the  radius  of  the  circle  based  on  the  formula  for  the 
area  of  a circle  (7rr2).  The  data  can  be  displayed  most 
effectively  in  color,  because  there  actually  are  eight 
different  types  of  therapy.  The  three  primary  modali- 
ties can  be  displayed  in  the  three  primaty  colors,  and 
combinations  of  modalities  are  shown  in  secondary 
colors.  If  no  therapy  is  given,  the  area  is  white,  and  if 
all  three  methods  are  given,  the  area  is  black. 

RESULTS 

Of  the  total  of  129  cases,  114  were  treated  with  sur- 
gery (Figure  2).  About  one-third  were  treated  with  sur- 


gery alone,  about  one-third  were  treated  with  surgery 
plus  radiation  therapy,  and  a few  less  were  treated  with 
surgery  plus  chemotherapy.  One  patient  was  treated 
with  chemotherapy  alone,  1 patient  was  treated  with 
radiation  and  chemotherapy,  10  patients  were  treated 
with  radiation  therapy  alone,  and  20  patients  were 
treated  with  a combination  of  the  three  methods. 
Three  patients  had  no  treatment.  The  area  of  each 
section  is  proportional  to  the  total  number  of  cases  in 
the  section.  In  1981,  there  were  only  38  new  cases 
admitted  (Figure  3),  so  the  circle  was  smaller  and  only 
2 cases  received  all  three  methods  of  therapy.  About 


Figure  3 — There  were  38  analytic  cases  of  lung  cancer  treated 
in  1981. 


Figure  4 — There  were  35  analytic  cases  of  lung  cancer  treated 
in  1982. 
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one-third  of  the  cases  were  treated  with  surgery  alone, 
and  about  one-third  of  the  cases  were  treated  with 
surgery  and  radiation.  None  was  treated  with  chemo- 
therapy alone  in  1981.  In  1982,  the  circle  is  a little 
smaller,  since  only  35  patients  were  accessioned  (Fig- 
ure 4).  One  patient  received  chemotherapy  alone  and 
about  half  the  patients  were  treated  with  surgery 
alone.  Combinations  of  therapy  were  used  more  fre- 
quently in  1982.  In  the  third  year,  1983,  the  area  of 
the  circle  was  larger  because  of  the  increased  number 
of  accessions  (Figure  5).  About  one-fourth  of  the  pa- 
tients were  treated  with  surgery  alone,  while  surgery, 
radiation,  and  chemotherapy  became  more  common  as 
the  radiation  therapy  center  opened  at  the  hospital. 


Figure  5 — There  were  56  analytic  cases  of  lung  cancer  treated 
in  1983. 


1983. 


Figure  7 — Lung  cancer  with  regional  spread  in  35  cases  from 
1981  to  1983. 
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Figure  8 — Distant/disseminated  lung  cancer  in  65  cases 
from  1981  to  1983. 

Localized  lung  cancer  was  treated  mainly  by  surgery 
in  our  institution,  as  would  be  expected  (Figure  6).  A 
few  patients  were  treated  with  surgery  plus  radiation, 
and  a few  patients  were  treated  with  surgery  and 
chemotherapy.  For  lung  cancer  with  regional  spread, 
about  one-third  were  treated  with  surgery  alone— a ! 
smaller  proportion  than  in  the  localized  cases — and  a 
larger  proportion  were  treated  with  all  three  modes  of 
therapy  (Figure  7).  In  the  group  with  distant/dis- 
seminated  disease,  about  one-fourth  were  treated  with 
surgery  alone,  a smaller  proportion  than  in  those  with 
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Figure  9 — Actuarial  lung  cancer  survival  in  129  analytic 
cases. 


less  advanced  stages  (Figure  8).  Three  modes  of  ther- 
apy were  used  in  even  more  of  these  cases. 

The  proportion  of  patients  who  received  three  mo- 
dalities of  therapy  increased  from  only  6 percent  in 
1981  to  21  percent  in  1983,  the  overall  average  being 
16  percent.  In  the  cases  with  distant/disseminated 
lung  cancer,  unimodality  therapy  decreased  during 
this  three-year  period  from  46  percent  in  1981  to  20 
percent  in  1983.  Lung  cancer  survival  is  poor  in  our 
hospital,  as  it  is  in  many  others,  with  a median  survival 
time  of  9.6  months:  the  one-year  survival  is  38  percent, 
two-year  survival  is  13  percent,  and  the  three-year 
survival  is  4 percent  (Figure  9).  However,  the  one-year 
survival  rate  is  improving.  Cases  admitted  in  1981  had 
a one-year  survival  of  28  percent,  while  in  1982  and 
1983  the  one-year  survival  improved  steadily,  to  41 
percent  and  45  percent,  respectively.  It  is  unknown  if 
a plateau  in  survival  will  be  reached  in  the  near  future, 
but  there  has  been  a distinct  increase  in  one-year 
survival  in  each  of  the  past  three  years.  Looking 


specifically  at  the  65  cases  with  distant/disseminated 
disease,  the  median  survival  time  was  three  months 
for  the  21  patients  treated  with  only  one  mode  of  ther- 
apy, whereas  it  is  eight  months  for  the  41  patients  who 
were  treated  with  multimodal  therapy,  i.e.  two  or  three 
modes  of  therapy.  There  were  3 patients  alive  in  each 
group  at  the  time  of  analysis  of  the  data. 

DISCUSSION 

Information  which  was  acquired  prospectively  by  the 
hospital  tumor  registry  and  stored  in  a computer- 
based  system  was  simple  to  review  and  of  interest  to 
the  hospital  staff.  Patterns  of  care  can  be  studied  by 
the  use  of  this  data.  Similar  types  of  data  now  are  being 
obtained  in  all  hospitals  in  New  Jersey,  as  the  result 
of  state  law  and  regulations  that  mandate  accession- 
ing and  annual  followup  of  all  cancer  patients 
diagnosed  in  New  Jersey  hospitals.  Similar  studies 
thus  could  be  conducted  with  relative  ease  by  any  hos- 
pital cancer  committee. 

The  cause-and-effect  relationships  suggested  by  our 
three  hypotheses  cannot  be  confirmed  by  this  analysis 
alone.  Additional  multivariate  analysis  would  be 
needed  to  determine  if  other  factors  relate  more  strong- 
ly to  survival  than  the  number  of  therapeutic  modali- 
ties used.  For  example,  cell  type,  degree  of  differen- 
tiation, host  status  (performance),  amount  of  weight 
loss,  duration  of  symptoms,  age,  sex,  and  associated 
pulmonary  disease  all  are  believed  to  play  a role  in 
survival  of  patients  with  lung  cancer.  Not  all  of  these 
variables  are  abstracted,  and  not  all  of  the  abstracted 
items  are  sorted  by  our  registry’s  computer  program. 
Further  analysis  of  the  data  to  examine  these  variables, 
and  others,  is  indicated  clearly  in  the  years  ahead. 
Changes  in  therapeutic  modalities,  e.g.  with  more 
powerful  radiation  therapy,  intraoperative  radiation, 
and  new  chemotherapeutic  combinations,  also  may 
lead  to  changes  in  the  outcome  from  therapy.  A larger 
data  base  and  additional  years  of  followup  will  be 
needed  to  draw  firm,  statistically  based  conclusions. 
The  data  presented  here  should  be  regarded  only  as 
preliminary  and  suggestive. 

CONCLUSION 

We  conclude  that  accessions  of  lung  cancer  patients 
have  increased  recently:  we  now  are  seeing  more  pa- 
tients with  advanced  lesions;  combination  treatment 
is  being  used  more  often  in  our  hospital:  survival  is 
poor  but  appears  to  be  improving:  and  distant/dis- 
seminated disease  survival  is  longer  in  cases  treated 
with  multimodality  therapy  than  unimodal  therapy. 
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Advances  in  Cancer:  Alpha  Interferon 
Therapy  in  Hematologic  Malignancies 


Patricia  Keegan,  m.d.,  and  Howard  Ozer,  m.d.,  ph.d.,  chapel  hill,  north  Carolina* 


Interferons , glycoproteins  secreted  by  leukocytes  in  response  to 
viral  stimuli , demonstrate  antiviral  and  antitumor  activity . 
Subtypes  of  alpha  interferon  produce  responses  in  several 
malignancies , particularly  lymphoproliferative . Dramatic 
responses  in  hairy  cell  leukemia  appear  to  result  from  direct 
effects  rather  than  via  immunologic  reconstitution . 


The  interferons  are  a group  of 
glycoproteins  secreted  by  leuko- 
cytes as  well  as  other  cells  in 
response  to  viral  infection  and  other  stimuli.  They  are 
differentiated  into  alpha,  beta,  and  gamma  or  type  I 
and  II  interferons  on  the  basis  of  antigenic  specificity, 
physical  and  chemical  characteristics,  primary  cell  of 
origin,  and  specific  cell  receptor  sites.  All  interferons 
have  two  broad  areas  of  activity  in  common;  antiviral 
and  antiproliferative  activity. 

Interest  in  the  interferons  as  antitumor  agents,  pos- 
tulated on  the  basis  of  direct  antiproliferative  proper- 
ties and/or  via  augmentation  of  host  immune  re- 
sponses, began  in  the  1960s.  The  development  of  re- 
combinant DNA  engineering  techniques  in  the  1970s 
greatly  accelerated  this  research  with  the  mass  pro- 
duction of  relatively  inexpensive  high  purity  interferon 
preparations.  Clinical  research  has  been  conducted 
predominantly  with  recombinant  subtypes  of  inter- 
feron alpha.  Early  phase  I testing  with  beta  and  gamma 
interferon  show  qualitative  similarities  in  toxieities 
but  efficacy  has  not  been  clearly  defined.  Significant 
responses  have  been  reported  in  malignant  melanoma, 
renal  cell  carcinoma,  and  Kaposi’s  sarcoma  However, 
the  greatest  activity  has  been  in  lymphoprolifera- 
tive malignancies,  particularly  hairy  cell  leukemia. 

In  hairy  cell  leukemia  a rare  B-lymphoid  malig- 
nancy, low-dose  interferon  given  on  a daily  or  thrice 
weekly  schedule,  IM  or  SC,  has  produced  dramatic 


responses  of  75  to  100  percent  with  minimal  toxicity 
as  opposed  to  splenectomy  or  chemotherapy.  The 
mechanism  of  action  of  interferon  remains  undeter- 
mined. The  clinical  response  parallels  or  precedes 
augmentation  of  host  immune  defenses,  such  as 
enhanced  natural  killer  cell  activity  and  resolution  of 
monocytopenia.  This  suggests  a more  direct  effect  of 
interferon  on  the  malignant  B-cell  population. 

THE  PRODUCTION  OF  INTERFERONS 

Interferons  are  produced  by  several  cell  types  in 
response  to  a variety  of  inducers  or  stimuli.  The  classi- 
cal stimulus  is  the  infection  of  a cell  with  a nonlytic 
virus.1  The  interferons  can  be  classified  into  three 
types  based  on  antigenic  specificity:  alpha  (leukocyte), 
beta  (fibroblast),  and  gamma  (immune).  While  particu- 
lar cell  types  appear  to  secrete  a predominant  type  of 
interferon  (alpha,  beta,  gamma),  when  cells  are  stimu- 
lated in  vitro  or  in  vivo,  a number  of  different 
lymphokines  and  a combination  of  additional  inter- 
ferons are  secreted  in  smaller  quantities.  Leukocytes 
and  B lymphoblastoid  cell  lines  secrete  alpha  inter- 
ferons preferentially,  while  fibroblasts  secrete  pre- 
dominantly beta,  and  T lymphocytes  secrete  predom- 
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inantly  gamma.  The  interferons  also  can  be  catego- 
rized into  type  I and  type  II  interferons.  This  distinc- 
tion originally  was  made  in  the  mouse  interferon  sys- 
tem with  type  I interferons  being  those  secreted  in 
response  to  viral  inducers  and  type  II  in  response  to 
“immune”  inducers.2  Type  I and  II  interferons  also 
differ  in  physical  and  chemical  characteristics  and  are 
recognized  by  different  receptors  on  the  cell  surface. 
The  type  I interferons,  which  include  the  alpha  and 
beta  types,  appear  to  have  more  potent  antiviral  activi- 
ty while  the  type  II  (gamma)  interferons  have  more 
potent  antiproliferative  activity.3 

Clinical  investigation  of  the  interferons  has  focused 
on  two  broad  areas  of  activity,  antiviral  effects  and 
antitumor  or  antiproliferative  effects.  The  antiviral 
properties  of  the  interferons  were  described  first  and 
it  is  on  this  basis  that  the  potency  of  different  inter- 
feron preparations  generally  is  quantitated.1 4 There 
are  a number  of  assay  systems  that  assess  viral  infec- 
tion of  cells  through  cytopathic  effects  or  cell  lysis. 
Variations  of  the  plaque  assay  are  the  most  widely 
used.5  In  these  systems,  the  potency  of  an  interferon 
preparation  is  determined  by  the  dilution  required  to 
reduce  viral  infection  (denoted  by  cell  lysis)  to  50  per- 
cent of  control  values.  Activity  is  expressed  as  units  per 
milligram  of  protein.  The  antitumor  activity  of  an  in- 
terferon preparation  does  not  correlate  directly  with  its 
antiviral  activity;  however,  no  other  satisfactory  meth- 
od of  quantifying  the  interferons’  antiproliferative  ac- 
tivity yet  has  been  described. 

MECHANISM  OF  ACTION  OF  INTERFERONS 

The  mechanisms  of  action  of  interferon  responsible 
for  antitumor  activity  remain  undefined.  Myriad  alter- 
ations of  cellular  function  have  been  demonstrated  in 
vitro  including  alteration  of  protein  synthesis  both 
qualitatively  and  quantitatively  through  the  induction 
of  cellular  enzymes,  changes  in  immunoglobulin  syn- 
thesis, and  in  the  type  and  distribution  of  cell  surface 
markers  and  direct  inhibition  of  cell  growth  in  cul- 
ture.6"9 The  interferons  also  have  been  shown  to  have 
a variety  of  immunomodulatory  effects,  such  as 
augmentation  of  natural  killer  cell  activity,  enhance- 
ment of  macrophage  phagocytosis,  enhancement  of 
proliferation  and  cytotoxicity  in  mixed  lymphocyte  cul- 
tures and  either  restoration  or  further  derangement  of 
T cell  subset  imbalances.10 12  Both  direct  effects  on 
cellular  function  resulting  in  impaired  proliferation 
and  indirect  effects  via  stimulation  of  host  immune 
defenses  have  been  proposed  as  the  mechanism  of 
action  of  the  interferons  in  malignancy. 

Theories  regarding  the  mechanism  of  the  inter- 
ferons’ antiproliferative  activity  are  undergoing  re- 
evaluation  on  the  basis  of  clinical  studies.  Although  an 
indirect  mechanism  via  stimulation  or  restoration  of 
the  host  immune  system  was  postulated  as  the  pri- 
mary mode  of  antitumor  action  by  early  workers,  the 
results  of  initial  clinical  studies  may  be  interpreted  as 
strong  evidence  for  a direct  action  of  interferon  on 
malignant  cells.  These  findings  demonstrate  that  res- 
toration of  immune  function,  such  as  reversal  of  in- 
verted T4:T8  ratios  in  patients  with  Kaposi’s  sarcoma 
is  not  a necessary  correlate  for  disease  response.13 14 
Also  local/ regional  or  topical  administration  of  inter- 
feron in  the  treatment  of  cervical  carcinoma  in  situ 


and  malignant  melanoma  may  be  more  effective  than 
systemic  therapy,  although  this  also  might  reflect  im- 
proved responses  in  patients  with  earlier  stages  of  dis- 
ease, better  access  to  the  tumor,  or  simply  mechanical 
disruption  of  cells.15  Despite  limited  knowledge  con- 
cerning how  the  interferons  work,  it  remains  clear  that 
they  are  effective  agents  against  certain  malignancies. 

Early  studies  of  the  antitumor  activity  of  the  inter- 
ferons were  hampered  by  the  small  quantities  of  inter- 
ferons that  could  be  produced.  In  the  1980s,  this  was 
radically  altered  by  the  introduction  of  recombinant 
DNA  engineering  techniques.  By  these  techniques,  a 
human  gene  coding  for  a single  subtype  of  interferon 
is  inserted  into  the  bacterial  species  E.coli,  which  in 
turn  secretes  the  interferon  product.  This  permitted 
the  production  of  large  quantities  of  a highly  purified, 
single  subtype  of  an  interferon  for  use  in  clinical  trials. 
Of  these  “recombinant”  preparations,  subtypes  of  in- 
terferon alpha  have  been  most  extensively  studied, 
although  the  results  of  investigations  involving  beta 
and  gamma  interferons  now  are  becoming  available. 
The  primary  areas  in  which  the  interferons  appear  to 
have  a significant  impact  are  1):  the  hematologic  ma- 
lignancies (multiple  myeloma,  low-grade  non-Hodg- 
kin’s  lymphoma,  chronic  myelogenous  leukemia  in  the 
chronic  phase,  and  hairy  cell  leukemia),  2)  malig- 
nancies that  may  be  associated  with  viral  infection, 
such  as  cancer  of  the  cervix  (Herpes  simplex  II), 
laryngeal  papilloma,  and  AIDS-associated  Kaposi’s 
sarcoma  and  3)  malignancies  which  in  the  past  have 
appeared  particularly  sensitive  to  manipulations  and 
stimulation  of  the  immune  system,  such  as  renal  cell 
carcinoma  and  malignant  melanoma1327 

CLINICAL  EVALUATION  OF  INTERFERONS 

Our  laboratory  has  been  a participant  in  several 
multicenter  phase  I/II  trials  utilizing  recombinant 
alpha  interferon  (Schering  Intron  A)  and  natural  and 
recombinant  beta  (Roswell  Park  Memorial  Institute, 
Cetus)  and  is  evaluating  recombinant  gamma  inter-  i 
feron  (Schering)  in  a phase  I setting.  The  toxicities 
have  been  qualitatively  similar  among  the  alpha,  beta, 
and  gamma  preparations  and  are  experienced  to  a like 
degree  in  both  natural  and  recombinant  preparations. 
Toxicities  appear  to  be  dose  dependent  and,  to  some 
extent,  schedule  dependent  and  also  may  vary  with 
route  of  administration.  These  toxicities  can  be  divid- 
ed into  acute  and  chronic.  The  former  include  the  “flu- 
like”  syndrome  of  fever,  rigors,  myalgias,  and  head- 
aches. Chronic  side  effects  include  anorexia  and 
malaise,  diarrhea  paraesthesias,  and  proteinuria 
Local  skin  reactions  and  changes  in  mental  status  can 
be  both  acute  and  chronic.  The  acute  side  effects  can 
be  noted  within  hours  of  administration;  tolerance  to 
the  flu  syndrome  develops  with  dosage  schedules  call- 
ing for  administration  of  interferon  three  times  per 
week  or  more  frequently. 

In  the  phase  I trials  with  recombinant  alpha  inter- 
feron, partial  responses  were  seen  in  non-Hodgkin’s 
lymphoma  and  multiple  myeloma  and  minor  respon- 
ses in  chronic  lymphocytic  leukemia  (CLL)  and  non-  ! 
Hodgkin’s  lymphoma28  Based  on  these  results,  phase 
II  trials  were  initiated  in  four  areas:  high  and  low  grade 
lymphoma  multiple  myeloma  and  CLL.  Objective  re- 
sponses were  seen  in  the  low  grade  lymphomas,  with 
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one  patient  having  a complete  response,  and  there 
were  minor  responses  seen  in  patients  with  multiple 
myeloma  and  CLL,  as  well  as  one  of  eight  patients  with 
high  grade  lymphoma.19  These  data  compare  favorably 
with  reported  response  rates  for  the  low-grade 
lymphomas  and  multiple  myeloma2029  We  also  have 
participated  in  a multicenter  two-arm  study  of  in- 
travenous versus  subcutaneous  alpha  interferon  in 
renal  cell  carcinoma  Although  the  overall  response 
rate  was  low,  dramatic  responses  were  seen  in  the 
subcutaneous  arm  in  patients  with  soft  tissue 
metastases.30 

INTERFERON  IN  HAIRY  CELL  LEUKEMIA 

One  malignancy  in  which  the  therapeutic  use  of  the 
interferons  has  produced  an  exceptionally  high 
response  rate  is  hairy  cell  leukemia  This  relatively  rare 
malignancy,  described  by  Bouroncle  in  1957,  is  charac- 
terized clinically  by  often  massive  splenomegaly,  mini- 
mal lymphadenopathy,  and  pancytopenias.31  The  ma- 
lignant or  “hairy”  cell  is  so  named  because  of  its  typical 
histologic  appearance  in  which  cytoplasmic  projec- 
tions appear  like  many  small  hairs.  These  cells  can  be 
found  in  the  peripheral  blood,  bone  marrow,  liver, 
spleen,  lymph  nodes,  and,  occasionally,  in  other  organs. 
Developmentally,  the  hairy  cell  arises  from  the  B 
lymphoid  series  and  phenotypically  is  more  mature 
than  the  cells  of  chronic  lymphocytic  leukemia  but  less 
mature  than  a plasma  cell.32  Like  multiple  myeloma 
and  CLL,  paraproteinemia  occurs  in  a significant 
number  of  patients,  however  B cell  dysfunction  mani- 
fested by  hypogammaglobulinemia  is  uncommon.  In 
addition  to  this  B cell  dysfunction,  derangements  in 
several  other  arms  of  the  immune  system  contribute 
to  a more  complex  immunodeficiency.  An  associated 
T cell  dysfunction  with  reversal  of  the  helper  to  sup- 
pressor ratio  due  to  an  increase  in  helper  cells,  de- 
pression of  natural  killer  activity  and  severe  mono- 
cytopenia also  are  frequent  findings.33"35 

Haiiy  cell  leukemia  tends  to  run  a chronic  course, 
with  infection  or  hemorrhage  being  the  usual  mode  of 
death.  The  treatment  of  choice,  splenectomy,  can 
produce  clinical  remissions  in  nearly  all  patients  if 
they  are  appropriately  selected.36  Chemotherapy  has 
produced  mixed  results.  Combination  chemotherapy, 
while  occasionally  effective,  often  results  in  serious 
morbidity  due  to  prolonged  cytopenias.3738  Single 
agent  alkylating  therapy  has  been  suggested  to  be  less 
toxic  and  at  least  partially  effective.39  At  the  same  time 
that  protocols  using  single  agent  chemotherapy  with 
a new  investigational  agent,  deoxycoformycin,  were 
being  initiated,  clinical  trials  with  natural  and  recom- 
binant alpha  interferon  also  were  starting.  Both  alpha 
interferon  and  deoxycoformycin  now  are  known  to  be 
highly  efficacious  in  hairy  cell  leukemia 

Early  data  suggesting  the  exquisite  responsiveness 
of  hairy  cell  leukemia  to  treatment  with  interferon  first 
appeared  in  trials  at  M.D.  Anderson  Hospital.23  Seven 
patients  received  relatively  low,  daily  doses  of  natural 
leukocyte  interferon  via  the  intramuscular  route.  Of 
these  seven,  four  patients  subsequently  achieved  a 
complete  response  as  defined  by  normal  peripheral 
blood  counts  and  disappearance  of  hairy  cells  from  the 
blood  and  bone  marrow.  The  three  other  patients  all 
had  partial  responses.  In  a follow-up  to  this  study,  a 


confirmed  and  sustained  response  rate  of  93  percent 
was  noted  in  30  patients.40  These  included  5 patients 
with  complete  responses,  17  with  partial  and  6 with 
minor  responses.  These  results  were  particularly  excit- 
ing in  view  of  the  fact  that  22  of  the  30  had  undergone 
splenectomy  and  14  of  the  30  had  received  previous 
chemotherapy. 

Encouraged  by  these  results,  a multicenter  phase  II 
trial  of  recombinant  alpha  interferon  in  patients  re- 
lapsing from  or  failing  to  respond  to  splenectomy  was 
begun  in  1983.  Doses  of  two  million  units  per  square 
meter  were  given  subcutaneously  three  times  per  week 
for  at  least  six  months  after  achieving  maximum  re- 
sponse. The  patients  have  noted  minimal  side  effects 
that  can  be  controlled  with  acetaminophen  and  ap- 
propriate dose  reductions.  Most  patients  self-adminis- 
ter  the  interferon  without  difficulty  so  that  this  is  truly 
an  outpatient  therapy  with  clinic  visits  at  six -week  to 
three-month  intervals. 

There  is  no  standardized,  universally  accepted  meth- 
od of  staging  hairy  cell  leukemia  or  defining  response 
to  therapy.  Therefore,  categories  of  complete  responses, 
partial  responses  subdivided  into  pathologic  and 
hematologic,  and  minor  responses  were  developed  to 
serve  as  a basis  of  comparison  between  participating 
institutions.  These  definitions  differ  somewhat  from 
those  used  in  Quesada’s  earlier  reports  from  M.D. 
Anderson.23  A complete  response  was  defined  as 
having  less  than  5 percent  hairy  cells  in  the  bone 
marrow  biopsy  (rather  than  an  aspirate  as  used  in  the 
M.D.  Anderson  study),  and  peripheral  blood  counts 
including  a blood  hemoglobin  greater  than  12  gm/dl, 
granulocytes  greater  than  1,500  eells/uL,  platelets 
greater  than  100,000  eells/uL,  and  absence  of  circulat- 
ing haiiy  cells.  A pathologic  partial  response  was  de- 
fined by  a decrease  in  the  number  of  hairy  cells  in  the 
bone  marrow  biopsy  by  at  least  50  percent  of  the 
baseline  value  but  still  greater  than  5 percent  with 
normal  peripheral  blood  counts,  while  a hematologic 
partial  response  consisted  of  a decrease  in  hairy  cells 
in  the  bone  marrow  of  0 to  49  percent  and  a normal 
peripheral  blood  count.  A minor  response  was  defined 
as  improvement  in  one  or  two  (but  not  all  three)  of  the 
hematologic  parameters  to  the  degree(s)  listed  above. 
This  latter  classification  was  included  in  the  response 
criteria  since  improvement  in  even  one  parameter 
could  translate  into  a significant  improvement  in 
quality  of  life,  through  decreases  in  transfusion  re- 
quirements, or  in  the  incidence  of  infection. 

To  date,  we  have  entered  20  patients  onto  this  multi- 
center protocol,  of  which  14  are  evaluable  for  response. 
There  were  no  complete  responses;  however,  there  were 
8 patients  with  pathologic  or  hematologic  partial 
responses,  3 patients  experienced  minor  responses,  2 
of  14  had  stable  disease,  and  1 patient  failed  to  re- 
spond. Patients  were  considered  evaluable  after  a mini- 
mum of  six  weeks  of  therapy  although  time  to  maxi- 
mum response  was  often  as  late  as  six  months  into 
the  treatment  period.  Of  38  patients  treated  on  this 
protocol  at  participating  institutions  for  at  least  three 
months,  22  (58  percent)  achieved  a partial  response 
and  10  patients  a minor  response  for  an  overall 
response  rate  of  84  percent.41  An  immediate  and  sus- 
tained decrease  in  the  number  of  serious  infections 
has  been  noted  and  after  the  first  month  of  therapy, 
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when  cytopenias  are  frequently  exacerbated,  trans- 
fusion requirements  have  decreased  dramatically. 

IMMUNE  RESTORATION  BY  INTERFERON 

In  order  to  evaluate  the  relationship  of  augmenta- 
tion of  the  host  immune  response  to  the  clinical 
response,  several  parameters  of  immune  function  were 
assessed  at  baseline  (pretreatment)  and  at  three 
monthly  intervals  while  on  interferon.  All  baseline 
levels  were  done  twice  pretreatment  and  peripheral 
blood  for  all  studies  performed  during  interferon  ther- 
apy was  obtained  approximately  24  hours  after  inter- 
feron administration.  These  immune  parameters  con- 
sisted of  measurement  of  natural  killer  cells  func- 
tionally and  phenotypieally  and  determination  of  total 
T cells  and  T cell  subsets  by  phenotypic  analysis.  The 
degree  and  time  to  correction  of  monocytopenia  also 
were  assessed.  Natural  killer  cells  are  a subset  of 
lymphocytes  that  are  null  (non-B  and  non-T)  but  ap- 
pear to  be  recognized  phenotypieally  by  surface  anti- 
gens identified  by  the  monoclonal  antibodies  Leu  7 
and  Leu  1 1.  These  cells  appear  histologically  as  large 
granular  lymphocytes.  Natural  killer  (NK)  cells  have 
been  shown  to  be  cytotoxic  for  malignant  and  trans- 
formed cells;  this  cytotoxicity  occurs  without  prior 
sensitization  to  the  particular  target  cell.  Functionally, 
NK  activity  can  be  assessed  by  a number  of  assay  sys- 
tems.42 The  system  used  for  this  series  employed  the 
patient’s  peripheral  blood  mononuclear  cells  as  the 
source  of  NK  (or  effector)  cells  and  K562,  a malignant 
erythroleukemic  cell  line,  labeled  with  chromium51  as 
the  target  cells.  The  target  and  effector  cells  were  in- 
cubated together  at  varying  ratios  of  target  to  effector 
cell  concentrations.  Lysis  of  the  target  cells  by  the  NK 
cells  was  measured  by  the  amount  of  chromium51  re- 
leased. In  this  way,  the  augmentation  of  NK  activity  at 
different  time  points  during  therapy  was  compared. 
Phenotypic  determination  of  NK  cells  and  T cell 
subsets  was  performed  by  labelling  the  cell  surface  of 
peripheral  blood  mononuclear  cells  with  the  fluo- 
rescein-conjugated monoclonal  antibodies  Leu  2a,  Leu 
3a,  Leu  4,  Leu  7,  and  Leu  1 1.  The  percentage  of  cells 
labelled  with  a particular  monoclonal  antibody  was 
determined  by  flow  cytometric  analysis. 

The  baseline  data  for  NK  cell  function  and  number 
revealed  a near  absence  of  functional  NK  cell  activity 
as  well  as  a moderate  reduction  in  the  percentage  of 
circulating  phenotypic  NK  cells.  Following  initiation  of 
treatment  with  alpha  interferon,  a gradual  improve- 
ment in  NK  function  was  noted  in  most  patients  re- 
quiring several  months  (average  six  months)  before  NK 
activity  returned  to  within  normal  limits,  although  the 
return  of  NK  functional  activity  was  rapid  and  dra- 
matic in  a few  patients.  Similarly,  the  phenotypic  re- 
turn of  NK  cells  to  normal  levels  in  the  peripheral  blood 
was  protracted.  These  data  suggest  that  treatment 
with  alpha  interferon  resulted  in  a quantitative  and 
qualitative  improvement  in  the  natural  killer  cell  popu- 
lation. 

These  results  were  supported  by  the  in  vitro  studies 
of  natural  killer  activity  in  the  laboratory.  The  NK  ac- 
tivity of  peripheral  blood  mononuclear  cells  from  pa- 
tients with  hairy  cell  leukemia  has  been  demonstrated 
to  be  severely  depressed  at  all  effector  to  target  ratios, 
both  pre-  and  postsplenectomy.  In  seven  experiments 


performed,  utilizing  peripheral  blood  mononuclear 
cells  from  3 patients,  the  natural  killer  cell  activity  was 
measured  before  surgery  and  at  least  six  months  after 
surgery.  There  was  no  significant  improvement  dem- 
onstrated in  the  same  individuals  over  time  despite 
responses  clinically  to  splenectomy.  However,  when 
mononuclear  cells  from  14  patients  with  active  disease 
were  incubated  with  alpha,  beta,  or  gamma  interferon 
or  with  no  interferon  (controls)  for  48  hours,  the  NK 
activity  increased  by  two-  to  threefold  over  control 
values  for  specific  natural  killer  cell  activity.  This  ! 
augmentation  still  fell  below  the  lower  limits  of  the 
normal  range  as  opposed  to  the  full  restoration  of  NK 
activity  seen  in  the  patient  population  treated  with 
alpha  interferon.  Thus,  the  augmentation  of  NK  activi- 
ty in  this  group  cannot  be  explained  only  in  terms  of 
acute  effects  of  interferon. 

In  contrast  to  the  severity  of  natural  killer  cell  dys- 
function, quantitative  assessment  of  T lymphocytes  by 
surface  phenotype  was  not  significantly  altered. 
Although  some  authors  report  helper  and  suppressor 
subsets  and  total  T cell  populations  to  be  significantly 
altered  in  patients  with  active  disease  and/or  patients 
postsplenectomy,  only  minor  numerical  derangements 
in  T cell  numbers  were  detected  in  this  study  despite 
the  fact  that  all  but  one  had  prior  splenectomy  and  all 
patients  had  progressive  disease.3443  Overall,  the  per- 
centage of  T lymphocytes  was  within  the  normal  range, 
though  the  initial  T cell  numbers  were  slightly  de- 
creased in  a few  patients  prior  to  therapy.  These  re- 
turned to  within  the  normal  range  early  in  the  treat- 
ment period.  The  T cell  subsets  and  helpensuppressor 
ratios  showed  no  consistent  trend.  The  initial  range 
of  T cell  subset  (Leu  3a:Leu  2a)  ratios  varied  from  well 
within  the  normal  range  to  clearly  reserved  ratios,  how- 
ever both  mean  and  median  values  were  normal.  While 
individual  patients  experienced  fluctuations  in  help- 
ensuppressor ratios  during  the  treatment  course, 
these  apparently  random  fluctuations  bore  no  rela- 
tionship to  disease  activity  or  response  to  therapy. 

Monocytopenia  like  natural  killer  cell  activity,  was 
profound  prior  to  therapy  and  resolution  also  was 
protracted.  There  was  an  initial  increase  with  the  ap- 
pearance of  detectable  monocytes  in  the  circulation 
after  four  to  six  weeks  of  alpha  interferon  therapy, 
whereas  with  pretreatment  only  1 of  the  16  patients 
had  any  monocytes  present  on  peripheral  smear  or  in 
buffy  coat  preparations.  Following  the  first  month  of 
therapy,  monocyte  counts  increased  very  slowly  and 
even  six  months  into  treatment,  severe  (less  than  250  | 
cell/uL)  monocytopenia  persisted  in  some  patients. 

The  recovery  of  various  immunologic  parameters 
studied  in  this  small  series  of  patients  with  hairy  cell 
leukemia  appears  to  be  a delayed  phenomenon.  These 
data  suggest  that  interferon  induced  correction  of  im- 
munocompetence  is  not  a prerequisite  for  clinical 
response  since  the  time  sequence  for  recovery  coin- 
cides with  clinical  improvement  rather  than  antedates 
it.  The  data  therefore  suggest  a direct  antiproliferative, 
antiviral,  or  differentiation-induction  effect  of  alpha 
interferon  on  the  malignant  population  in  hairy  cell 
leukemia 
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Trustees’  Minutes 
December  21,  1986 

A regular  meeting  of  the  Board  of 
Trustees  was  held  on  Sunday,  De- 
cember 21,  1986,  at  the  Executive 
Offices  in  Lawrenceville.  Detailed 
minutes  are  on  file  with  the  sec- 
retary of  your  county  society.  A sum- 
mary of  significant  actions  follows: 

Report  of  Executive  Director  . . . 

(1)  MSNJ  Paid  Membership  . . . 

Noted  that  as  of  November  1986 
total  paid  membership  was  7,580 
and  overall  membership  was  9,716. 

(2)  MSNJ  Financial  Statements 
. . . Approved  the  financial  state- 
ments for  the  period  ending  October 
31,  1986. 

(3)  Legislative  Update  . . . 

(a)  Tort  Reform  . . . Noted  that  no 
meaningful  tort  reform  has  come 
out  of  the  Senate. 

(b)  Medicare  Assignment  . . . 
Noted  that  Mr.  Maressa  and  Dr. 
Kristeller  presented  testimony  at  a 
public  hearing  on  the  Medicaid  and 
Medicare  programs. 

(c)  Pharmaceutical  Assistance  to 
the  Aged  and  Disabled  . . . Noted 
that  this  bill  would  require  physi- 
cians to  accept  Medicare  determina- 
tion of  fees  when  a patient  is  on 
PAAD. 


(d)  KMO  Indemnity  . . . Noted  that 
this  bill  was  drafted  by  MSNJ  and 
provides  HMO  beneficiaries  with  a 
free  choice  of  provider  and  provides 
for  the  Medicaid  fee  rate  to  be  reim- 
bursed in  capitation  and  closed- 
panel  plans. 

(e)  Insurance  Certification  Re- 
quirement . . . Noted  that  amend- 
ments to  the  insurance  certification 
regulations  are  being  sought  by  the 
Department  of  Insurance. 

(f)  No-Fault  Fee  Schedule  . . . 
Noted  that  MSNJ  is  opposed  to  this 
legislation.  Also,  agreed  that  the 
most  important  aspect  of  such  legis- 
lation should  be  that  the  free  sched- 
ule be  an  indemnification  schedule 
rather  than  a set  fee  schedule. 

(g)  Physical  Therapy  Bill . . . Noted 
that  with  amendments  this  bill  is 
acceptable  to  physicians  but  unac- 
ceptable to  physical  therapists:  its 
future  is  uncertain. 

(4)  Pronouncement  of  Death  and 
Completion  of  Death  Certificate . . . 
Voted  to  support  the  State  Board  of 
Medical  Examiners’  proposed  regu- 
lation, with  modifications  where 
necessary. 

(5)  Impaired  Physicians  Program 

. . . Voted  to  donate  a gift  of  $ 1 ,000 
to  the  Impaired  Physicians  Program 
to  be  used  at  the  discretion  of  Doctor 
Canavan. 

UMDNJ  Report  . . . Received  from 
Pres.  Stanley  S.  Bergen  a written  re- 
port commenting  on  criticism  of 
radio  announcements  urging  pa- 
tients to  use  the  University’s  hospi- 
tal: UMDNJ’s  commitment  to  the 
poor;  and  a review  of  a clinical  skills 
examination  demonstrating  the  su- 
periority of  United  States  medical 
school  graduates  as  compared  to 
foreign  medical  school  graduates. 

NJ  Hospital  Association  . . . Re- 
ceived from  Pres.  Louis  P.  Scibetta  a 
written  report  commenting  on  the 
uncompensated  care  trust  act;  an 
independent  hospital  rate  study 
with  New  Jersey  showing  the  lowest 
hospital  charges  in  the  nation;  capi- 
tal reimbursement  under  the  DRG 
system;  and  health  planning  con- 
cerning NJHA’s  opposition  to 
S-2137. 

Academy  of  Medicine  of  New  Jersey 

. . . Noted  that  two  members  re- 
ceived Governor  Kean’s  Jersey  Pride 
Awards:  Leon  G.  Smith,  M.D.,  re- 
ceived the  Clara  Barton  Medical  Ser- 
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vice  Award  and  Stanley  S.  Bergen, 
Jr.,  M.D.,  received  the  Woodrow 
Wilson  Award. 

Committee  on  Drug  and  Alcohol 
Abuse  . . . Approved  the  following 
two  recommendations: 

(1)  That  the  Medical  Society  of  New  Jer- 
sey advise  the  Office  of  Drug  Control  of 
the  New  Jersey  Department  of  Health 
and  the  Food  and  Drug  Administration 
that  alternate  nicotine  delivery  systems 
are  drugs  and  that  each  such  device 
should  be  properly  evaluated  for  its  safe- 
ty and  efficacy  for  promoting  the  cessa- 
tion of  tobacco  use  if  it  is  to  be  marketed 
to  the  public;  and 

(2)  That  the  Medical  Society  of  New  Jer- 
sey oppose  any  attempt  to  offer  an 
alternative  delivery  system  in  New  Jersey 
which  has  not  been  approved  by  the  Food 
and  Drug  Administration. 

Committee  on  Utilization  Review 
Systems  . . . 

(1)  Classic  Problems  in  Peer  Re- 
view . . . Approved  the  following 
three  recommendations: 

(a)  That  the  Executive  Director  review 
Committee  files  for  cases  which  docu- 
ment lack  of  due  process  or  negligence  by 
reviewers:  and 

(b)  That  these  cases  be  referred  to  the 
AMA  General  Counsel  for  appropriate 
legal  action;  and 

(c)  That  these  same  cases  be  referred 
also  to  the  State  Board  of  Medical  Exam- 
iners for  their  review. 

(2)  Responsibility /Accountability 
in  University  Hospital  Teaching 
Programs  . . . Approved  as  amended 
the  following  recommendations: 

(a)  That  the  Board  of  Trustees  ask  the 
President  of  UMDNJ  to  differentiate  be- 

' 

tween  the  responsibility  in  decision 
making  by  Fellows/Residents  in  univer- 
sity hospital  teaching  programs,  and  the 
accountability  of  the  physicians  teach- 
ing them;  (Italics  indicate  amendment  by 
the  Board.) 

(b)  That  the  same  question  be  referred 
to  New  Jersey  PROs  and  UROs;  and 

(c)  That  the  same  question  be  referred  to 
the  Association  for  Hospital  Medical 
Education  of  New  Jersey. 

Young  Physicians  Steering  Com-  1 
mittee  . . . Noted  that  a Young  Phy- 
sicians Committee  has  been  estab- 
lished to  meet  the  needs  of  young 
physicians. 

I : 

MSNJ  Senior  Citizens  Forum  Plan- 
ning Committee  . . . Noted  that  a 
forum  on  senior  citizens  is  sched- 
uled for  April  9,  1987.  Also,  noted 
comments  by  Ian  D.  Samson,  M.D., 
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President  of  the  Ocean  County 
Medical  Society,  stating  that  his 
county  has  formed  a political  action 
committee. 

AMA  Delegation  . . . Noted  that 
AMA  Council  on  Medical  Education 
Task  Force  is  considering  current 
problems  in  licensure  and  com- 
ments are  being  solicited  on  initial 
licensure,  reregistration  of  licenses, 
and  license  endorsements. 

Unfinished  Business  . . . 

(1)  Status  of  New  Jersey  Urologic 
Society ...  No  decision  will  be  made 
until  the  February  or  March  meeting 
on  this  item. 

(2)  Prudential  Insurance  Com- 
pany’s Methods  of  Medicare  Reim- 
bursement . . . Referred  to  the 
Council  on  Medical  Services  all 
items  of  correspondence  concerning 
Prudential  Insurance  Company’s 
Medicare  reimbursement. 

New  Business  . . . 

(1)  New  Jersey  Society  of  Internal 
Medicine  . . . Noted  that  the  New 
Jersey  Society  of  Internal  Medicine 


adopted  the  following:  “That  a Medi- 
care Oversight  Committee  be  formed 
by  MSNJ  using  the  Society’s  Com- 
mittee on  Utilization  Review  Sys- 
tems as  a model.”  Noted  that  the 
Council  on  Medical  Services  will 
handle  this  item. 

(2)  North  Jersey  Surgical  Society 

. . . Approved  a request  from  the 
North  Jersey  Surgical  Society  to  es- 
tablish official  liaison  with  the  So- 
ciety’s Board  of  Trustees  for  the 
purpose  of  input  and  discussion;  Dr. 
Bernard  Gardner  will  serve  as  the 
liaison  representative  to  the  Board. 

(3)  Lena  F.  Edwards,  M.D.  . . . 

Authorized  the  preparation  of  a 
memorial  resolution  for  presen- 
tation to  the  family  of  Lena  F.  Ed- 
wards, M.D.;  she  was  awarded  the 
Presidential  Medal  of  Freedom,  the 
highest  honor  accorded  a civilian, 
for  her  selfless  work  with  migrant 
workers. 

(4)  Invitation  to  Next  Meeting  . . . 

Authorized  the  extension  of  an  in- 
vitation to  Mr.  Joseph  Katz,  MSNJ’s 


lobbyist,  and  Dr.  Harold  Colburn, 
Chairman  of  the  Assembly  Commit- 
tee on  Health  and  Human  Services, 
to  the  next  Board  meeting. 

(5)  Status  of  “Claims  Made”  In- 
surance Situation  . . . Noted  that  a 
“protection  plus  policy”  would  be  is- 
sued in  February  1987  by  the  Medi- 
cal Inter-Insurance  Exchange  of  New 
Jersey. 


UMDNJ  Notes 

Stanley  S.  Bergen,  Jr.,  M.D. 
President 

The  past  year  was  my  15th  an- 
niversary of  service  to  the  state  of 
New  Jersey  as  president  of  UMDNJ. 
Since  I came  to  UMDNJ  a year  after 
the  institution  had  been  created  by 
the  New  Jersey  Legislature,  personal 
reminiscence  tends  to  get  lost  in  in- 
stitutional history.  A “look  back”  be- 
comes an  evaluation  of  the  Univer- 
sity’s overall  progress.  A “look 
ahead”  over  15  more  years  takes  us 
to  the  21st  century  and  into  an  en- 
tirely new  health  care  system. 

When  I returned  to  my  home  state 


1987  MSNJ  MEMBERSHIP  DIRECTORY 

The  1987  Membership  Directory  of  the  Medical  Society  of  New  Jersey  will 
be  available  soon.  The  latest  issue  contains  all  vital  statistics  on  the  membership 
of  the  Medical  Society  of  New  Jersey,  as  well  as  information  on  most  hospitals 
in  the  Garden  State. 

All  members  of  the  Medical  Society  of  New  Jersey  will  receive  a free  copy. 
Copies  of  the  600-plus  page  Directory  are  available  for  $50  plus  sales  tax. 

Please  complete  the  form  and  submit  with  payment  for  quick  delivery  of 
this  valuable  edition. 

YES!  I want  to  receive copies  of  the 
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I have  enclosed  $50  plus  sales  tax  for  each  Directory. 

Make  checks  payable  to  the  Medical  Society  of  New  Jersey. 
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Two  Princess  Road 
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of  New  Jersey  in  1971  to  become 
president  of  the  newly  formed  health 
sciences  institution,  there  was  no 
way  of  predicting  where  we  would  be 
in  1986.  In  the  early  1970s,  for  in- 
stance, experts  were  forecasting  a 
shortage  of  health  manpower.  The 
baby  boomers  were  reaching  young 
adulthood  and  large  population 
growth  was  expected  throughout 
the  decade.  With  generous  federal 
support,  medical  schools  were  ex- 
panding to  meet  the  projected  need 
for  new  physicians  and  new  schools 
were  emerging,  often  under  state 
mandate  and  auspices. 

The  guiding  principle  of  the 
health  care  system  then  was  that 
eveiy  individual  had  a right  to  quali- 
ty health  care.  At  the  height  of  the 
"Great  Society,”  there  were  abun- 
dant resources  available  to  support 
programs  targeted  to  the  needs  of 
the  poor,  the  elderly,  and  others  with 
extraordinary  medical  needs.  No  one 
yet  had  addressed  the  concepts  of 
cost  containment  and  competition 
as  shaping  factors  in  health  care, 
and  the  term,  DRG,  would  not  come 
into  common  usage  in  our  language 
for  at  least  five  more  years. 

It  was  in  this  supportive  and  op- 
timistic environment  that  New  Jer- 
sey set  out  to  create  its  health  sci- 
ences university.  What  our  state’s 
leaders  envisioned  in  the  develop- 
ment of  its  health  sciences  univer- 
sity was  far  more  than  a series  of 
educational  programs  for  health 
professionals.  They  saw  the  institu- 
tion evolving  as  a core  for  the  state’s 
entire  health  care  system.  Therefore, 
UMDNJ’s  growth  and  development 
to  date  has  been  aimed  at  fulfilling 


this  unique  mandate  and  purpose. 

Our  educational  programs,  for  in- 
stance, have  been  developed  within 
the  context  of  an  overall  plan  to 
provide  the  state  with  an  adequate 
supply  of  new  health  care  profes- 
sionals without  the  costly  over- 
shoots evident  in  other  fields  of 
human  endeavor.  In  its  research 
programs,  likewise,  the  University 
has  focused  its  effort  on  developing 
new  information  relating  to  the 
state’s  most  serious  health  prob- 
lems. 

In  health  care,  UMDNJ  also  has 
accepted  a mission  that  far  exceeds 
the  traditional  role  of  a medical 
school  in  which  health  services  are 
provided  as  a byproduct  of  the  edu- 
cational program.  The  University 
has  worked  to  supplement  the 
state’s  existing  health  care  system 
both  by  developing  new  state-of-the- 
art  specialty  medical  services  that 
previously  were  not  available  within 
New  Jersey,  and  by  providing  ex- 
tensive programs  of  primary  and 
preventive  health  services  to  the 
state’s  neediest  populations.  We 
serve  three  of  New  Jersey’s  largest 
urban  populations:  Newark,  New 
Brunswick,  and  Camden. 

New  Jersey’s  leaders  showed  re- 
markable foresight  in  laying  out 
such  a far-reaching  role  for  their 
health  sciences  university.  And  al- 
though UMDNJ  has  not  yet  achieved 
all  of  its  goals,  Governor  Kean  reaf- 
firmed the  state’s  direction  for  the 
university  a year  ago,  when  he 
challenged  UMDNJ  to  become  one  of 
the  top  25  health  science  centers  in 
the  nation. 

The  Governor’s  challenge  was  a 


statement  of  a very  basic  need  for 
our  state.  As  the  health  care  system 
shrinks  in  response  to  the  necessity 
to  reduce  health  care  costs,  experts 
predict  that  there  will  be  only  25  to 
40  major  academic  health  centers  in 
the  United  States.  These  centers  will 
be  the  only  facilities  equipped  and 
staffed  to  offer  a full  range  of  state- 
of-the-art  health  services,  and  they 
will  receive  the  lion’s  share  of  federal 
and  private  grant  support  for  re- 
search, advanced  clinical  programs, 
and  educational  innovations.  If  New 
Jersey  is  to  continue  to  thrive  in  the 
21st  century,  UMDNJ  must  become 
one  of  these  centers. 

New  Jersey  must  have  a top- 
ranked  health  science  university  in 
order  to  maintain  a strong  economy. 
A substantial  portion  of  our  state’s 
industiy  is  in  high  technology, 
biomedicine,  and  pharmaceuticals. 
A major  academic  health  center 
provides  an  anchor  for  such  busi- 
nesses, offering  opportunities  for 
sponsored  research,  joint  ventures, 
and  clinical  trials.  Nationally  rec- 
ognized research  institutes  of  the 
type  that  UMDNJ  is  developing  in 
areas  such  as  cancer,  liver  disease, 
biotechnology,  heart  disease,  geri- 
atrics, and  environmental  science 
serve  as  a magnet  to  attract  new 
business  to  the  state,  thus  stimu- 
lating new  employment  and  tax  rev-  j 
enue. 

New  Jersey  must  have  a top  25 
health  sciences  institution  if  it  is  to 
realize  its  goal  of  revitalizing  the 
state’s  cities.  All  of  the  elements  re- 
quired for  urban  redevelopment — j| 
improved  educational  systems,  de-  I 
velopment  of  new  housing,  and 
stimulation  of  new  business  ven-  j 
tures — are  dependent  upon  ade-  j 
quate  health  care  systems  within  j 
the  cities  to  insure  a healthy  urban 
environment  and  a strong,  produc- 
tive workforce. 

But  most  of  all.  New  Jersey  needs 
a world-class  academic  health  center 
to  assure  its  citizens  access  to  the 
best  and  most  advanced  health  care 
available.  As  medical  science  and 
biotechnology  continue  to  advance 
with  amazing  speed,  state-of-the-art 
medical  care  will  require  more  high- ! 
ly  sophisticated  equipment  and 
specialized  personnel,  at  a cost  that 
will  be  out  of  the  reach  of  most  com- 
munity  hospitals.  Only  the  major 
university  hospitals  will  be  equipped 
to  provide  such  cutting-edge  care 
safely  and  economically,  since  they 
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utilize  the  manpower  and  resources 
required  for  the  educational  pro- 
grams. Although  New  Jerseyans  tra- 
ditionally have  utilized  facilities  in 
neighboring  states  for  such  special- 
ized care,  as  these  resources  become 
limited  in  number,  state  residents 
may  have  difficulty  gaining  access  to 
out-of-state  facilities.  New  Jersey 
must  be  prepared  to  provide  sophis- 
ticated health  services  for  its  citi- 
zens, services  that  we  have  proved 
many  times  can  be  supplied  at 
roughly  half  the  price  of  New  York 
and  Philadelphia  facilities. 

UMDNJ  does  not  have  the  luxury 
of  time.  In  the  current  environment, 
with  waning  support  for  medical 
education  and  biomedical  research 
from  the  federal  government  and  the 
health  care  industry  alike,  if  New 
Jersey  does  not  develop  a top-ranked 
health  sciences  university  in  the 
next  1 0 to  15  years,  the  state  will  fail 
in  this  quest.  And  the  support  that 
is  needed  to  accelerate  the  process 
must  come  from  the  state  itself,  in 
a number  of  ways.  Mechanisms 
must  be  developed  to  provide  finan- 
cial support  for  health  care  for  the 
poor  and  medical  education  to  help 
relieve  the  extraordinary  financial 
burdens  on  our  University  hospitals 
and  stabilize  their  revenue  base.  In 
addition.  New  Jersey  must  recognize 
the  special  status  and  role  of  our 
University  hospitals  and  exempt 
them  from  the  regular  and  usual 
certificate  of  need  process,  so  that 
they  no  longer  are  forced  to  compete 
with  private  facilities  in  order  to  de- 
velop new  programs  or  purchase 
new  equipment,  granting  our  four 
core  hospitals  the  right  of  first  re- 
fusal on  new  health  care  services 
and  health  care  technologies. 

Finally,  the  state  must  provide 
UMDNJ  with  the  financial  resources 
it  needs  to  grow  and  to  develop  its 
programs  to  their  full  potential.  We, 
at  the  University,  know  where 
UMDNJ  should  be  at  the  start  of  the 
new  century.  We  have  laid  out  a de- 
tailed plan  to  become  a “top  25”  in- 
stitution, targeting  new  initiatives 
and  expanded  efforts  which  must  be 
achieved.  With  the  continued  sup- 
port of  our  state  and  its  leaders  and 
with  the  continued  dedication  of  our 
faculties  and  staff,  the  University 
can  provide  the  means  for  New  Jer- 
sey to  enter  the  21st  century  as  a 
leader  in  biotechnology  and  bio- 
medical science  and  as  a model  of 
progressive  health  care  delivery. 


AMNJ  Report 

Arthur  Krosnick,  M.D. 

President 

The  Academy  held  its  first  major 
symposium  of  1987  on  Thursday, 
February  12,  on  “AIDS:  A Current 
Look  Six  Years  After  the  First  Re- 
ported Cases  in  the  United  States.” 
The  meeting  which  was  chaired  by 
Dr.  Edward  Johnson  of  St.  Michael’s 
Medical  Center  primarily  was  direct- 
ed at  physicians  but  was  of  interest 
to  research  scientists  involved  in  the 
diagnosis  and  therapeutic  aspects  of 
the  syndrome. 

The  Academy  is  pleased  to  an- 
nounce that  Ronnie  Davidson  of 
Princeton  joined  our  staff.  Ms.  Da- 
vidson is  serving  as  Associate  Direc- 
tor for  Continuing  Medical  Educa- 
tion and  is  responsible  for  assisting 
in  the  coordination  of  our  CME  ac- 
tivities as  well  as  developing  and  im- 
plementing new  and  innovative  in- 
come-producing programs.  She  was 
formerly  employed  by  New  York  Uni- 
versity as  Assistant  Director  in  their 
School  of  Continuing  Education. 
Ms.  Davidson  holds  MA  and  Ed.D. 
degrees  from  Columbia  University 
Teachers  College. 

The  Academy  is  assisting  in  the 
formation  of  a New  Jersey  Physi- 
cians’ Golf  Association  which  will  be 
patterned  after  the  long  established 
New  York  City  club.  The  group  will 
hold  six  tournaments  per  year  and 
the  first  event  will  be  held  at  the 
Essex  Fells  Country  Club  on  Thurs- 
day, May  21,  1987.  Dr.  Leon  Smith 
will  be  the  first  chairman  and  Dr. 
Peter  Tsairis  will  be  the  first  sec- 
retary. Membership  is  open  to 
Academy  Fellows  and  further  infor- 
mation can  be  obtained  by  contact- 
ing Cal  Heitzmann  at  the  Executive 
Offices. 

The  Governor’s  Jersey  Pride 
Awards  Program  culminated  on 
January  8,  1987,  with  the  presen- 
tation of  1 1 awards. 

The  topic  for  our  “First  Wednes- 
day” program  for  February  was 
“What’s  Ahead  for  Physician  Reim- 
bursement in  the  New  Congress.” 
Our  guest  speaker  was  Ms.  Adrienne 
Lang,  Director,  Office  of  Government 
Affairs,  American  Society  of  Anes- 
thesiologists in  Washington,  D.C. 
Ms.  Lang  highlighted  specific  legis- 
lative plans  impacting  on  physician 
reimbursement  and  what  action  can 
be  taken  by  the  physician  commu- 
nity. 


New  Members 

Burlington  County 

Charles  A Dackis,  M.D.,  Rancocas 
Albert  N.  Ferrari,  Jr.,  M.D., 

Mount  Holly 

Richard  F.  Gargiulo,  M.D., 
Lumberton 

Eileen  G.  Hill,  M.D.,  Mount  Laurel 
Roberta  M.  Lynch,  M.D.,  Cherry  Hill 
Steven  A Scuderi,  M.D.,  Medford 

Camden  County 

Gary  M.  Brownstein,  M.D., 

Cherry  Hill 

Joseph  P.  Costabile,  M.D., 
Collingswood 

Bernard  J.  Cortese,  M.D.,  Marlton 
Stephen  P.  Gadomski,  M.D., 
Haddonfield 

Bruce  D.  Gooberman,  M.D., 
Merchantville 
Thomas  A Grabiak,  M.D., 
Haddonfield 

Carolyn  J.  Horowitz,  M.D., 

Cherry  Hill 

Katherine  Y.  Look,  M.D.,  Haddonfield 
Faith  E.  Nathan,  M.D.,  Maple  Shade 
Irene  P.  Raisis,  M.D.,  Voorhees 
John  S.  Santaspirt,  D.O.,  Cherry  Hill 

Essex  County 

Samuel  M.  Dower,  M.D.,  Livingston 
Steven  A Eisenstat,  M.D., 

Maplewood 

Raymond  P.  Kenny,  M.D.,  Montclair 
Wu-Fei  Liao,  M.D.,  Newark 
Orazio  L.  Giliberti,  M.D.,  Edison 
Frank  E.  Robinson,  M.D.,  Paterson 
Marvin  I.  Ruderman,  M.D., 

West  Caldwell 

John  V.  Scalera,  M.D.,  Bloomfield 
Alvin  M.  Schmidt,  M.D.,  West  Orange 
Suresh  R Thani,  M.D.,  Irvington 
Paul  J.  Vallone,  M.D.,  Morristown 
Rosalinda  A Yutangco,  M.D., 

West  Orange 

Andrew  I.  Zablow,  M.D.,  Livingston 
Leonard  J.  Zawodniak,  M.D., 

West  Orange 

Gloucester  County 

Victor  Sobolewski,  III,  D.O. 

Hudson  County 

Riad  A.  Kabakibi,  M.D.,  Union  City 
Hyungkoo  Yun,  M.D.,  Jersey  City 

Mercer  County 

John  D.  Bleiweiss,  M.D.,  Trenton 
David  W.  Kent,  M.D.,  Lawrenceville 

Middlesex  County 

Michael  J.  Baum,  D.O.,  Edison 
Brad  J.  Cohen,  M.D.,  Bayonne 
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Leonard  J.  Emma,  M.D.,  Edison 
Stuart  M.  Homer,  M.D.,  Woodbridge 
Gaiy  S.  Kauffman,  M.D., 

Monmouth  Junction 
Thomas  Kinaszczuk,  Jr.,  M.D., 

North  Brunswick 
Daniel  M.  Lebovic,  M.D.,  Edison 
Thomas  F.  Seek,  M.D., 

New  Brunswick 

Steven  Streit,  M.D.,  East  Brunswick 
Alexander  Wajnberg,  M.D.,  Edison 

Monmouth  County 

Stephen  J.  Shroyer,  M.D.,  Belmar 

Morris  County 

Brian  D.  Beyerl,  M.D.,  Chatham 
Cary  M.  Silverman,  M.D.,  Parsippany 
Anna  Sokolova,  M.D.,  Morristown 

Passaic  County 

Kathleen  M.  Bonsick,  M.D.,  Wayne 
John  A.  Cece,  M.D.,  Clifton 
Dennis  P.  Fielding,  M.D.,  Belleville 
Ligaya  L.  Piystowsky,  M.D.,  Passaic 


Paul  J.  Salato,  M.D.,  Paterson 
Samundar  K.  Singh,  M.D.,  Paterson 

Somerset  County 

Nora  Brayshaw,  M.D.,  Watchung 
Robert  J.  Bross,  M.D.,  Somerset 
Eugene  P.  Fazzini,  M.D.,  Somerville 
William  L.  Horn,  M.D.,  Belle  Mead 

Union  County 

Nagy  S.  Bemaba,  M.D.,  Elizabeth 
Daniel  J.  Preston,  M.D.,  Springfield 

Warren  County 

Melaid  B.  Isaac,  D.O.,  Phillipsburg 

Physicians  Seeking 
Location  in  New  Jersey 

The  following  physicians  have  written 
to  the  Executive  Offices  of  MSNJ  seek- 
ing information  on  possible  oppor- 
tunities for  practice  in  New  Jersey. 
The  information  listed  below  has  been 
supplied  by  the  physicians.  If  you  are 
interested  in  any  further  information 


concerning  these  physicians,  we  sug- 
gest you  make  inquiries  directly  to 
them. 

ALLERGY— Jerome  Michael  Shier,  M.D.,  j 
11546  February  Cir.,  Apt.  201,  Silver 
Springs,  MD  20904.  UMDNJ  1982. 
Board  eligible.  Also,  clinical  immu-  | 
nology.  Solo  or  partnership.  Available 
July  1987. 

ANESTHESIOLOGY— Lee  A Balaklaw, 
M.D.,  575  Easton  Ave.,  Apt.  6M,  Somer- 
set,  NJ  08873.  Far  Eastern  University  { 
(Philippines)  1980.  Board  eligible.  | 
Group  or  partnership.  Available  July 
1987. 

Alan  Miller,  M.D.,  260  First  St.,  Apt. 
Cl 3,  Mineola,  NY  11501.  Eastern  Vir- 
ginia 1982.  Board  eligible.  Group  or 
partnership.  Available  July  1987. 

DERMATOLOGY— Norman  R.  Friedman, 
M.D.,  1736  Humphrey,  Birmingham, 
MI  48008.  SUNY-Upstate  1983.  Board 
eligible.  Partnership,  solo,  group. 
Available  July  1987. 

ENDOCRINOLOGY— John  Hodge,  M.D., 
Naval  Hospital,  Endocrine  Branch, 
P.O.  566,  San  Diego,  CA  02134. 
UMDNJ  1979.  Board  eligible.  Board 
certified  (IM).  Group  with  academic 
association.  Available  May  1987. 

Issac  Sachmechi,  M.D.,  61-55  98th  St.,  ' 
#16B,  Rego  Park,  NY  1 1374.  Technion 
1980.  Also,  internal  medicine.  Board 
certified.  Group  or  partnership.  Avail- 
able July  1987. 

FAMILY  MEDICINE— Raymond  L. 
Ebarb,  M.D.,  61-14th  Ave.,  West 

Babylon,  NY  1 1704.  Guadalajara  1982. 
Board  eligible.  Group  or  partnership. 
Available  July  1987. 

Roberto  J.  Irving,  M.D.,  St.  Mary  Hospi-  i 
tal,  308  Willow  Ave.,  Hoboken,  NJ 
07030.  Guadalajara  1985.  Board 
eligible.  Group  or  partnership.  Avail-  1 
able  July  1987. 

IMMUNOLOGY — Jerome  Michael  Shier, 
M.D.,  11546  Februaiy  Cir.,  Apt.  201, 
Silver  Springs,  MD  20904.  UMDNJ 
1 982.  Board  eligible.  Also,  allergy.  Solo 
or  partnership.  Available  July  1987. 

INTERNAL  MEDICINE— Jae  Hong,  M.D., 
90-17  52nd  Ave.,  Elmhurst,  NY  1 1373. 
Seoul  National  (Korea)  1982.  Board 
eligible.  Partnership  or  group.  Avail- 
able July  1987. 

Thomas  E.  Jackson,  M.D.,  251 -A 
Leveland  Ln„  Modesto,  CA  95350. 
Guadalajara  1981.  Board  eligible. 
Group,  partnership,  solo.  Available. 
Joseph  Minieri,  M.D.,  2200  Osborne 
2nd  River  Rd„  Point  Pleasant,  NJ 
08742.  Buenos  Ares  1958.  Board 
eligible.  Solo.  Available. 

Harvey  Mossman,  M.D.,  120  Marcellus 
Rd„  *2U,  Mineola,  NY  11501.  Med. 
Coll,  of  Pa.  Board  eligible.  Group,  part-  t 
nership,  solo.  Available  July  1987. 
Issac  Sachmechi,  M.D.,  61-55  98th  St., 
#16B,  Rego  Park,  NY  1 1374.  Technion 
1980.  Aso,  endocrinology.  Board  cer- 
tified. Board  eligible  (ENDOCRIN). 


221st  MSNJ  ANNUAL  MEETING 
Americana  Host  Farm  Resort 
Lancaster,  Pennsylvania 

Wednesday,  April  29,  1987 

3:30  p.m. — Board  of  Trustees’  Meeting 

Thursday,  April  30,  1987 

9:00  am. — Registration  Opens 
9:00  a.m.— Message  Center  Opens 
2:00  p.m. —House  of  Delegates 
4:00  p.m. — Reference  Committees 

Friday,  May  1,  1987 

8:00  am  — Registration  Opens 

8:00  am.— Message  Center  and  Exhibits  Open 

9:00  am  — House  of  Delegates  (election) 

12:00  noon — Golden  Merit  Award  Ceremony  followed  by  Reception 
2:30  p.m. —Reference  Committees 
5:00  p.m. — JEMPAC  Political  Forum 
5:45  p.m. — JEMPAC  Wine  and  Cheese  Reception 

Saturday,  May  2,  1987 

8:00  am  — Registration  Opens 

8:00  am.— Message  Center  and  Exhibits  Open 

8:30  am  — House  of  Delegates 

1:30  p.m—  House  of  Delegates 

6:30  p.m. —Inaugural  Reception  followed  by  Inaugural  Dinner 

Sunday,  May  3,  1987 

8:00  am.— Registration  Opens 
8:00  am —Message  Center  Opens 

8:30  am. — Program  on  one  topic  of  major  interest  to  the  physician 
1.00  p.m— Board  of  Trustees’  Meeting 
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Group  or  partnership.  Available  July 
1987. 

Michael  F.  Scharle,  M.D.,  1754  E.  2nd 
St.,  Long  Beach,  CA  90802.  Guadala- 
jara 1979.  Also,  pediatries.  Board 
eligible.  Solo  or  partnership.  Available. 
John  A Stankoski,  M.D.,  10  Overlook 
Rd.,  Apt.  4H,  Summit,  NJ  07901. 
Bologna  (Italy)  1984.  Partnership,  solo, 
group.  Available  July  1987. 

OBSTETRICS/GYNECOLOGY— Rigo- 
berto  Cerda  M.D..  110  Font  Martero 
St.,  Humaeao,  Puerto  Rico  00661. 
Santo  Domingo  1963.  Board  eligible. 
Peter  Corey  Mandal,  M.D.,  4951 

Woodstone  Dr.,  #61 1,  San  Antonio,  TX 
78230.  University  of  Texas  1983. 
Board  eligible.  Group  or  partnership. 
Available  July  1987. 

Michael  Molina  M.D.,  4 Howard  Ct., 
Staten  Island,  NY  10310.  Guadalajara 
1981.  Board  eligible.  Partnership. 
Available  July  1987. 

Michael  A Sehiavone,  M.D.,  447 

Linwood  Ave.,  Buffalo,  NY  14209.  Pitts- 
burgh 1982.  Group,  partnership,  solo. 
Available  July  1987. 

Lee  Anthony  Tripp,  M.D.,  541  Brinton 
St.,  Philadelphia  PA  19144.  Temple 

1981.  Board  eligible.  Solo  or  partner- 
ship. Available. 

PEDIATRICS— A-salam  Al-Hafidh,  M.D., 
2609  Featherstone  Rd„  #239,  Okla- 
homa City,  OK  73120.  Baghdad  Medi- 
cal College  1976.  Also,  pediatric  gas- 
troenterology. Board  eligible.  Group, 
partnership,  solo.  Available  July  1987. 

PSYCHIATRY— Arthur  Dworetz,  M.D., 
2355  Tilbury  Ave.,  Pittsburgh,  PA 
15217.  North  Carolina  1983.  Board 
eligible  1987.  Group,  partnership, 
solo.  Available  July  1987. 

PULMONARY— Allen  J.  Salm,  M.D.,  3270 
Warrensville  Ctr.  Rd.,  Apt.  210,  Shaker 
Heights,  OH  44122.  Case  Western  Re- 
serve (1985).  Board  eligible.  Group, 
partnership,  solo.  Available  July  1987. 

RHEUMATOLOGY— Robert  Lesser,  M.D., 
7560  Woodcrest  Ave.,  Philadelphia  PA 
19151.  Chicago  Medical  1982.  Board 
eligible.  Board  certified  (IM).  Group, 
partnership,  hospital  based.  Available 
July  1987. 

SURGERY— Peter  H.  Block,  M.D.,  1332 
Weathervane  Ln„  Apt.  2A,  Akron,  OH 
44313.  New  York  Medical  College 

1982.  Board  eligible.  Group  or  part- 
nership. Available  July  1987. 

Patrick  P.  Montefusco,  M.D.,  4 
Montfort  Dr„  Huntington,  NY  11743. 
Georgetown  1977.  Board  certified. 
Partnership.  Available. 

Dorian  J.  Wilson,  M.D.,  28  Diana  Dr., 
South  Plainfield,  NJ  07080.  UMDNJ 
1982.  Board  eligible.  Hospital  staff, 
medical  school  affiliate.  Available  July 
1987. 

UROLOGY— Steven  E.  Marks,  M.D.,  9207 
Groundhog  Dr„  Richmond,  VA  23235. 
Bowman  Gray  1982.  Board  eligible. 
Group  or  partnership.  Available. 
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A peripheral 
vasodilator 

for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


C 


LIPO-NICIN 

Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 

3 strengths 


-■//,. 

iam 


Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Immediate  Release 

LIPO-NICIN®/250  mg. 

Each  yellow  tablet  contains: 

Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 

DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100  , 500. 

LIPO-NICIN®/100  mg. 

Each  blue  tablet  contains: 

Nicotinic  Acid  100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 

DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 

Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 


Write  for  literature  and  samples 

(BRoWjyfc  THE  BROWN  PHARMACEUTICAL  CO.,  INC.p^ 

2500  West  Sixth  Street,  Los  Angeles,  California  90057  Wffi 


LOCATION  MAP 


Americana 
Host  Farm  Resort 

2300  Lincoln  Highway  East  (Route  30),  Lancaster,  Pennsylvania  17602  (717)  299-5500 


FROM  NEW  YORK 
Take  New  Jersey  Turnpike 
South  to  Pa  Turnpike  Take  Pf 
Turnpike  West  to  Interchange  No 
21  Travel  South  on  U S.  Rte  222 
to  U S Route  30  Travel  East  on 
U S Route  30,  approximately  5 
miles  to  Americana  Host  Farm 
Resort 


FROM  PITTSBURGH 
& POINTS  WEST 
Travel  East  on  Pa.  Turnpike  to 
Int  19  Go  South  on  1-283  tor  30 
miles  into  Route  30  East  tor  6 
miles  to  Americana  Host  Farm 
Resort 


FROM  PHILADELPHIA 
Take  Pa.  Turnpike  West  to  Inter- 
change No.  21 . Travel  South  on 
U S.  Rte  222  to  U S.  Route  30 
Travel  East  on  U S Route  30,  ap- 
proximately 5 miles  to  Americana 
Host  Farm  Resort 


FROM  BALTIMORE 
& WASHINGTON 
Go  North  on  Interstate  Route 
83  to  York,  Pa  Turn  East  on  U S 
Route  30  for  32  miles  to  Ameri- 
cana Host  Farm  Resort 


BY  AIR 


Harrisburg  International  Airport 
Jim- 


(just  35  minutes  from  Host  by  lim- 
ousine or  car)  via  TWA  and  U S. 
Air,  and  Lancaster  Airport  only 
minutes  away  with  daily  flights  via 
U S.  Air. 

BY  RAILROAD 
Amtrak  to  Lancaster  Station 
Taxi  and  Rent-a-Car  Service 
available 
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Americana  Host  Farm  Resort 


HOUSING  APPLICATION 
221st  ANNUAL  MEETING 
THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


THURSDAY,  APRIL  30,  TO  SUNDAY,  MAY  3,  1987 


E FOLLOWING  ARE  ALL-INCLUSIVE  PACKAGE  PLANS  BASED  ON  • 
5DIFIED  AMERICAN  PLAN,  INCLUDING  DINNER  AND  BREAKFAST 
ILY  STARTING  WITH  DINNER  ON  THE  DAY  OF  ARRIVAL,  THE  SAT- 
DAY  NIGHT  BANQUET,  LIVE  CABARET  SHOWS  EACH  EVENING 
ATURING  A DIFFERENT  SHOW  EVERY  NIGHT,  STATE  SALES  TAX, 

D ALL  GRATUITIES  COVERING  BELLMEN  FOR  IN/OUT  LUGGAGE 
RVICE,  CHAMBERMAIDS,  AND  ALL  MEAL  SERVICE  AS  OUTLINED:  • 

UR-NIGHT  PACKAGE 

1141.00  PER  PERSON,  SINGLE  OCCUPANCY 
26.85  PER  PERSON,  DOUBLE  OCCUPANCY 

144.00  PER  CHILD  SHARING  A ROOM  WITH  PARENTS 

IIREE-NIGHT  PACKAGE 

145.00  PER  PERSON,  SINGLE  OCCUPANCY 

1155.00  PER  PERSON,  DOUBLE  OCCUPANCY 

08.00  PER  CHILD  SHARING  A ROOM  WITH  PARENTS 

l/O-NIGHT  PACKAGE 

149.00  PER  PERSON,  SINGLE  OCCUPANCY 
1,83.65  PER  PERSON,  DOUBLE  OCCUPANCY 

172.00  PER  CHILD  SHARING  A ROOM  WITH  PARENTS 


Forms  received  after  April  1,  1987, 
will  be  confirmed  on  an  “if  available” 
basis. 

Fill  out  only  one  form  for  each  room 
required. 

DEPOSIT  OF  $100  PER  ROOM 
MUST  ACCOMPANY  FORM  TO 
CONFIRM  RESERVATIONS. 

Please  make  check  payable  to  HOST 
FARM.  Major  credit  cards  accepted 
at  hotel,  but  not  for  deposit. 

Hotel  confirmation  is  required  for 
check-in. 

Send  form  and  deposit  to: 

Host  Reservations 
2300  Lincoln  Highway  East 
Lancaster,  PA  17602 
717-299-5500 


HECK  TYPE  OF  ROOM  REQUIRED:  □ SINGLE  OCCUPANCY  □ DOUBLE  OCCUPANCY 


.EASE  NOTE:  Number  of  persons  attending  the  Inaugural  Dinner-Dance  honoring  President-Elect  and  Mrs.  Harry 
M.  Carnes  on  Saturday,  May  2,  1987 


EASE  PRINT  OR  TYPE  THE  FOLLOWING  INFORMATION: 


ME: NO.  of  CHILDREN:. 

IARING  ROOM  WITH: CHILDREN’S  AGES: 


)DRESS: 


TY: 

JSINESS  PHONE  NO 

HECK  IF  OFFICIAL  DELEGATE 

HRIVAL  DATE 

EPARTURE  DATE 


STATE: ZIP: 

HOME  PHONE  NO 

□ COUNTY:  


DAY 


CHECK-IN:  AFTER  4 PM 
CHECK-OUT:  BY  12  NOON 
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Consider  the 
causative  organisms. . . 


250- mg  Pulvules  t.i.d. 


offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 


H.  influenzae,  H.  influenzae,  S. 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  the  package  literature  for  prescribing 
information 

Indications  and  Usage  Ceclor’  (cefaclor.  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae),  Haemoph- 
ilus influenzae,  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor. 

Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics. 

Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS,  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS,  INCLUDING  ANAPHYLAXIS, 
TO  BOTH  DRUG  CLASSES 

Antibiotics,  including  Ceclor,  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides,  semisynthetic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics.  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia.  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - If  an  allergic  reaction  to 
Ceclor  ■ (cefaclor,  Lilly)  occurs,  the  drug  should  be  discontinued, 
and,  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g , pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs'  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs'  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor,  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehling’s  solutions  and  also  with  Clinitest" 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip, 
USP,  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


pneumoniae,  S. 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor"  (cefaclor,  Lilly)  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 

Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother's  milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18,  0 20,  0 21,  and  0 16  mcg/ml  at  two, 
three,  four,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour.  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is*administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established. 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70). 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
ercent  of  patients  and  include  morbiliform  eruptions  (1  in  100) 
ruritus,  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients.  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and,  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


pyogenes 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis’ 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  ii 
clinical  laboratory  test  results  have  been  reported  Although  th ; 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician. 

Hepatic-  Slight  elevations  in  SGOT,  SGPT,  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  th 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 

[061782!* 

Note  Ceclor  " (cefaclor,  Lilly)  is  contraindicated  in  patients  , 
with  known  allergy  to  the  cephalosporins  and  should  be  given 1 
cautiously  to  penicillin-allergic  patients. 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and  . 
prevention  of  streptococcal  infections,  including  the  prophylax i 
of  rheumatic  fever  See  prescribing  information 
©1984.  ELI  LILLY  AND  COMPANY 


Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company. 

Indianapolis.  Indiana  46285 
Eli  Lilly  Industries,  Inc. 

Carolina,  Puerto  Rico  00630 
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CME  Calendar 


The  following  is  a list  of 
continuing  medical 
education  courses  for  the 
next  two  months.  Contact  the 
sponsoring  organization  for 

further  information. 
l 

This  list  is  compiled  through  the  coop- 
eration of  the  Committee  on  Medical 
Education  of  the  Medical  Society  of  New 
Jersey,  The  Academy  of  Medicine  of 
New  Jersey,  the  New  Jersey  Chapter  of 
the  American  Academy  of  Family  Physi- 
cians, and  the  Office  of  Continuing 
Medical  Education  of  the  UMDNJ.  For 
information  on  accreditation,  please 
contact  the  sponsoring  organization  (s), 
indicated  by  italics — last  line  of  each 
item. 


ANESTHESIOLOGY 

March 

2  Lecture  Series 

9 7:45  am.— Newark  Beth  Israel 

16  Center,  Newark 
23  (UMDNJ  and  Newark  Beth  Israel 
Hospital  Medical  Center) 

4  Anesthesiology  Grand  Rounds 

1 1 4:00— NJ  Medical  School, 

18  100  Bergen  Street,  Newark 

25  (UMDNJ) 

1 1  Anesthesiology  Case  Presentation 

7:15  am.— Robert  Wood  Johnson 
Medical  School,  Rm.  593, 

New  Brunswick 
(UMDNJ) 

April 

1  Anesthesiology  Grand  Rounds 

8 4:00 — NJ  Medical  School, 

15  1 00  Bergen  Street,  Newark 

22  (UMDNJ) 

29 

6 Lecture  Series 

13  7:45 am— Newark  Beth  Israel 

20  Medical  Center 
27  (UMDNJ  and  Newark  Beth  Israel 
Medical  Center) 

8 Anesthesiology  Case  Presentation 

7:15  am.— Robert  Wood  Johnson 
Medical  School,  New  Brunswick 
(UMDNJ) 


CARDIOLOGY 

March 

1 0  Pathophysiology  and  Treatment  of 
Acute  Congestive  Heart  Failure 

9-10  am.— Holy  Name  Hospital, 
Teaneck 

(Holy  Name  Hospital  and  AMNJ) 

13  The  LRC  Coronary  Prevention 
Trial  and  Its  Implications 

20  Anticoagulants  in  Heart  Disease 

8:30  am  — United  Hospitals  Medical 
Center,  Annex.  Aud.,  Rms.  B and  C, 
Newark 

(United  Hospitals  Medical  Center 
and  AMNJ) 

14  Cardiac  Rehabilitation 

8-9  am  — Newcomb  Medical  Center, 

Vineland 

(AMNJ) 

26  Silent  Myocardial  Ischemia 

1 1  am  - 12  noon — St.  Joseph’s 
Hospital  and  Medical  Center, 
Paterson 

(St  Joseph's  Hospital  and  Medical 
Center) 

April 

1 0  Cardiac  Arrhythmias  in  Children 

8-9  am  — Overlook  Hospital,  Summit 
(Overlook  Hospital  and  AMNJ) 

MEDICINE 

March 

2  Rheumatology  Staff  Conferences 

5:30  p.m.— Robert  Wood  Johnson 
Medical  School,  Academic  Health 
Center,  Rm.  393,  New  Brunswick 
(UMDNJ) 

2 University  Hospital  Tumor 
9 Conference 

16  8:00  am  — University  Hospital, 

23  Newark 

30  (UMDNJ) 

3 Chemicals  and  Health 

8:30  am  — Palisades  General 
Hospital,  North  Bergen 
(AMNJ) 

3 Pulmonary  Conference 

10  8-9  am  — University  Hospital, 

17  Rm.  H-349,  Newark 

24  (UMDNJ) 

31 

4 Medical  Grand  Rounds 

1 1:30  am,  1 p.m.-VA  Medical  Center, 
East  Orange 

(Endocrine  Section,  AMNJ) 

4  Dinner  Meeting 

6-9:30  p.m.— Holiday  Inn, 

Newark  Airport 
(Endocrine  Section,  AMNJ) 

4 8th  Annual  Statewide  Tumor 
Board  Conference  Dinner 

6 p.m. — MSNJ  Executive  Offices, 
Lawrenceville 

(Oncology  Society  of  NJ  and 
AMNJ) 

4 Continuing  Education  Series 

18  1986-1987 

4: 1 5-5: 1 5 p.m.—  1199  Pleasant  Valley 

Way,  West  Orange 

(UMDNJ  and  Kessler  Institute  for 

Rehabilitation) 

4 Dermatology  I 

1 1 Dermatology  n 
18  Dermatology  HI 

25  Allergy/ Immunology  I 

8:30-10:30  am— Alexian  Brothers 


Hospital,  Grassman  Hall,  Elizabeth 
(Alexian  Brothers  Hospital  and 
AMNJ) 

4 Medical  Lecture  Series 
11  10:30  am  - 12  noon — Christ 

18  Hospital,  Jersey  City 
25  (Christ  Hospital  and  AMNJ) 

4 Biliary  Tract,  Which  Test  Is  Best? 
11  To  Be  Announced 
18  Diuretics:  Sailing  Between  Scylla 
and  Charybdis 

25  Lipids,  Silent  Ischemia,  and  the 
Hot  Reactors 

12  noon-1  p.m  — Robert  Wood 
Johnson  Medical  School, 

Med.  Educ.  Bldg.,  Rm.  102, 

New  Brunswick 
(UMDNJ) 

4 Deinstitutionaliza- 
tion/Management Issues  of 
Chronic  Patients 

8:30-10  am  — Elizabeth  General 
Medical  Center 
(Elizabeth  General  Medical 
Center) 

4 Endocrine  Conferences 

1 1 3:30-5  p.m  — Rotates  between 

18  Newark  Beth  Israel  Medical  Center, 

25  United  Hospital,  University 
Hospital,  Newark,  and  VA  Medical 
Center,  East  Orange 
(Endocrine  Section,  AMNJ) 

5 Recent  Advances  in  Vitamin 
Metabolism 

9 am.— United  Hospitals  Medical 
Center,  Annex  Aud.,  Rms.  B and  C, 
Newark 

(United  Hospitals  Medical  Center 
and  AMNJ) 

5 Blood  Bank  Conferences 

12  4:00  p.m.— University  Hospital, 

19  Rm.  C- 128,  Newark 

26  (UMDNJ) 

6 Current  Prescription  of  Asthma 

1 2  noon — St.  Maiy’s  Hospital, 

Orange 

(AMNJ) 

6  Department  of  Medicine  Grand 

20  Rounds 

9- 10  am.— Crean  Hall,  St.  Francis 
Medical  Center,  Trenton 
(St  Francis  Medical  Center  and 
AMNJ) 

6 Diabetes 

13  Silent  Coronary 

20  Minimum  Inhibitory 

Concentrations  and  Antibiotic 
Sensitivity 

27  Update  on  Oncology 

12  noon — Bridgeton  Hospital 
(Bridgeton  Hospital  and  AMNJ) 

6 Current  Prescription  of  Asthma 
17  Ventilatory  Failure 

12  noon— St.  Mary's  Hospital, 
Orange 

(St.  Mary's  Hospital  and  AMNJ) 

6 Pain  Management  Center 

13  8 am.— NJ  Medical  School,  100 

20  Bergen  St„  Newark 
27  (UMDNJ) 

6 Urology  Basic  Science  Conference 

13  3-4  p.m  — New  Jersey  Medical  School, 

20  Rm.  C-600,  Newark 
27  (UMDNJ) 

6 Grand  Rounds — Rehabilitation 
Medicine 
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THE  PHILADELPHIA  HEART  INSTITUTE 

of  Presbyterian-University  of  Pennsylvania  Medical  Center 


CARDIOLOGY  UPDATE  . . . 

is  designed  for  the  Physician  and  provides  an  intensive  survey  of  the 
current  status  of  Clinical  Cardiology  . . . 

WEDNESDAY 

MARCH  4,  1987 
3 :00  to  5:30  PM 

DIAGNOSIS  AND  MANAGEMENT  OF 
AORTIC  AND  PERIPHERAL  VASCULAR  DISEASE 

MODERATOR:  RICHARD  HELFANT,  M.D. 

Aortic  Dissection:  Clinical,  Noninvasive  Imaging  and  Angiographic  Findings  David  Ogilby,  M.D 

Aortic  Aneurysm:  Clinical,  Noninvasive  Imaging  and  Angiographic  Findings  Gary  Vigilante,  M.D. 
Case  Presentations  Jonathan  Gomberg,  M.D. 

Indications  and  Results  of  Surgery  for  Aortic  Dissection  Grant  Parr,  M.D. 

Long  Term  Results  of  Angioplasty  for  Peripheral  Vascular  Disease  David  Friedman,  M.D. 

Questions  and  Answers  The  Audience 


• No  Registration  Fee 

• No  Advance  Registration  Required 

• CME  Credits* 

* * Wine  and  Cheese  Served  Following  Each  Session  * * 

Scheie  Eye  Institute  Auditorium 
Presbyterian-University  of  Pennsylvania 
Medical  Center 
39th  and  Market  Streets 
Philadelphia,  Pennsylvania 

Parking  Available  (at  discount  rate.) 


*The  University  of  Pennsylvania  School  of  Medicine  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  to  sponsor 
continuing  education  for  physicians.  The  University  of  Pennsylvania  School  of  Medicine  designates  this  continuing  medical  activity  for  22.5 
credit  hours  of  Category  I of  the  Physicians  Recognition  Award  of  the  AMA  (2.5  credit  hours  each  lecture). 
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1 :30-2:30  p.m.— New  Jersey  Medical 

School,  Newark 

(UMDNJ) 

Urology  Grand  Rounds 

4-6  p.m.— New  Jersey  Medical  School, 

Newark 

(UMDNJ) 

Mortality  and  Morbidity 
Conference 

8:30-9:30  a m — NJ  Medical  School 
MSB,  New  Brunswick 
(UMDNJ) 

University  Echo  Club 

7:30  p.m  — University  Hospital, 

Rm.  H-349,  Newark 
(UMDNJ) 

Dermatology 

8-10  p.m.— Schering  Corporation, 
Kenilworth 

(New  Jersey  Dermatological 
Society  and  AMNJ) 

Can  Cancer  Be  Prevented? 

1 2 noon— West  Jersey  Hospital, 

Camden  Division 

(AMNJ) 

Hyperalimentation 

12  noon-1  p.m.— The  Hospital  Center 

at  Orange 

(AMNJ) 

Renal  Biopsy  Conferences 

12:30-2  p.m  — Bamert  Memorial 
Hospital  Center,  Paterson 
(Bamert  Memorial  Hospital  and 
AMNJ) 

Dermatology  Program 

8-10  p.m.— Schering  Corp., 
Kenilworth 

(NJ  Dermatological  Society  and 
AMNJ) 

Adrenal  Diseases 

10:30-1  1:30  a.m.— St.  Maiy’s 
Hospital,  Passaic 
(AMNJ) 

Alzheimer’s  Disease 

12  noon — 1 p.m.— St.  James 
Hospital,  Newark 
(AMNJ  and  NJ  State  Departments 
of  Health  and  Community  AJJ airs) 

Office  Management  of  Common 
Medical  Issues 

12-4  p.m.— Kennedy  Memorial 
Hospital,  Stratford 
(UMDNJ) 

Pharyngitis: 

Approaches—  1 986- 1987 

1:30-2:30  p.m.— Essex  County 
Hospital  Center,  Cedar  Grove 
(AMNJ) 

To  Be  Announced 

2-5  p.m.— St.  Barnabas  Medical 
Center,  Livingston 
(NJ  Society  for  Gastrointestinal 
Endoscopy  and  AMNJ) 

Adrenal  Diseases 

1 1 am.— St.  Joseph’s  Hospital  and 
Medical  Center,  Paterson 
(AMNJ) 

Alzheimer’s  Disease 

12  noon-1  p.m.— Freehold  Area 
Hospital 

(NJ  Departments  of  Health  and 
Community  Affairs  and  AMNJ) 

Current  Clinical  Concepts  in 
Rheumatology/ Immunology 

12:15-1:1 5— Kennedy  Memorial 


Hospital,  Conference  Room, 
Stratford 
(UMDNJ) 

Newer  Approaches  to 
Hyponatremia 

4-5  p.m.— Robert  Wood  Johnson 
Medical  School,  Rm.  383, 

New  Brunswick 
(UMDNJ) 

Nephrotoxicity  of  Common  Drugs 

8:30a.m— Palisades  General 
Hospital,  North  Bergen 
(AMNJ) 

IVP  Conference 

4- 6  p.m.— New  Jersey  Medical  School, 
Newark 
(UMDNJ) 

AIDS 

8-9  am.— Somerset  Medical  Center, 
Somerville 

(New  Jersey  Department  oj Health 
and  AMNJ) 

Interhospital  Rheumatology 
Rounds 

4:30-6  p.m.— University  Hospital, 

Rm.  1-355,  Newark 
(UMDNJ) 

Distress  of  Larynx  and  Vocal 
Rehabilitation 

7-8  p.m.— West  Hudson  Hospital, 
Kearny 

(West  Hudson  Hospital  and  AMNJ) 

Anaerobic  Infections 

9 am— Warren  Hospital, 
Phillipsburg 
(AMNJ) 

Renal  Urology  Rounds 

7-8:30  am.— Robert  Wood  Johnson 
Medical  School,  Rm.  108B, 

New  Brunswick 
(UMDNJ) 

Dermatology  Conferences 

6-9  p.m.— Rutgers  Community 
Health  Plan,  U.S.  Hwy.  1, 

New  Brunswick 

(Rutgers  Community  Health  Plan 
and  AMNJ) 

Antibiotics:  Proper  Use  of 

2 p.m.— John  E.  Runnells  Hospital, 
Berkeley  Heights 
(AMNJ) 

New  Update  in  Treating  Infections 
in  the  Geriatric  Patient 

5- 6:30  p.m.— Somerset  Medical 
Center,  Somerville 
(Somerset  Medical  Center  and 
AMNJ) 

Indications  for  Invasive  Studies 

9 a.m.— St.  Francis  Medical  Center, 
Trenton 

(St  Francis  Medical  Center  and 
AMNJ) 

Medical  Mortality  Conference 

8:30  am.— United  Hospitals  Medical 
Center,  Annex.  Aud.,  Rms.  B and  C, 
Newark 

(United  Hospitals  Medical  Center 
and  AMNJ) 

April 

1 Annual  Otto  Bran  dm  an,  M.D., 
Award  Ceremony 

6:30  p.m  — Hyatt  Regency  Hotel, 

New  Brunswick 

(American  Diabetes  Assoc.,  NJ 

Affiliate,  Inc.  and  AMNJ) 


17 


17 


17 


18 


18 


18 


18 


18 


18 


19 


19 


20 


27 


1 


1 

15 


1 


1 

8 

15 

22 

29 


1 

8 

15 

22 

29 

1 

8 

15 

22 

29 


1 

8 

15 

22 

29 


2 


2 


2 

9 

16 

23 

30 

2 

9 

11 

23 

30 

2 


84— NUMBER  2— FEBRUARY  1987 


AIDS 

4: 1 5-5: 1 5 p.m.— Kessler  Institute  for 
Rehabilitation,  West  Orange 
(NJ  Department  of  Health  and 
AMNJ) 

Continuing  Education  Series 
1986-1987 

4: 1 5-5: 1 5 p.m.—  1199  Pleasant  Valley 

Way,  West  Orange 

(UMDNJ  and  Kessler  Institute  for 

Rehabilitation) 

Treatment  of  Anxiety  and 
Depression  in  the  Elderly 

8:30-10  am  — Elizabeth  General 
Medical  Center 
(Elizabeth  General  Medical 
Center) 

Allergy  Immunology  II 
Allergy  Immunology  HI 
Pituitary  Adrenals  and 
Reproductive  Endocrinology 
Thyroid,  Calcium  Metabolism,  and 
Metabolic  Bone  Disease 
Diabetes  Mellitus,  Lipid 
Metabolism,  and  Ectopic 
Hormones 

8:30-10  am.— Alexian  Brothers 
Hospital,  Grassman  Hall,  Elizabeth 
(Alexian  Brothers  Hospital  and 
AMNJ) 

Medical  Lecture  Series 

10:30  am  -12  noon — Christ 
Hospital,  Jersey  City 
(Christ  Hospital  and  AMNJ) 

Treatment  of  Hypertension  in  the 

Elderly 

Grand  Rounds 

New  Concepts  in  the  Management 
of  Coronary  Artery  Disease 
Grand  Rounds 
Grand  Rounds 

1 2 noon- 1 p.m  — Robert  Wood 
Johnson  Medical  School,  Rm.  102, 
Medical  Educ.  Bldg., 

New  Brunswick 
(UMDNJ) 

Endocrine  Conferences 

3:30-5  p.m.— Rotates  between 
Newark  Beth  Israel  Medical  Center, 
United  Hospitals,  University 
Hospital,  Newark,  and  VA  Medical 
Center,  East  Orange 
(Endocrine  Section,  AMNJ) 
Management  of  Abdominal 
Emergencies 

1 1 am.— St.  Joseph's  Hospital  and 
Medical  Center,  Paterson 
(St  Joseph’s  Hospital  and  Medical 
Center  and  AMNJ) 

AIDS 

11:45-12:45  p.m  — John  F.  Kennedy 
Medical  Center,  Edison 
(NJ  Department  of  Health  and 
AMNJ) 

Allergy,  Immunology,  and 
Infectious  Diseases 

1 1:00  am.— Children’s  Hospital, 

Newark 

(UMDNJ) 

Blood  Bank  Conferences 

4:00  p.m.— University  Hospital, 

Room  C- 1 28,  Newark 
(UMDNJ) 

Molecular  Medicine 
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June  8-12,  1987 

Update  Your  Medicine  1987. 

Association  of  Practicing  Physicians  of  The  New  York  Hospital 
and  Cornell  University  Medical  College.  34  VS  hours  Category  I 
credit,  (40V4  if  optional  workshops  taken).  A one  week  review 
of  all  subspecialties  of  internal  medicine.  8 major  review  lec- 
tures, 12  workshops,  2 Meet  the  Professor  luncheons,  optional 
practice  workshops  in  breast/pelvic  and  male  genitorectal 
examinations.  Held  at  The  New  York  Hospital-Cornell,  1300 
York  Avenue  at  69th  Street,  New  York.  Information:  Office  of 
CME,  212-472-61 19.  Dr.  Lila  A.  Wallis  is  Course  Director.  Also 
call  us  for  information  about  Update  Your  Medicine  Ithaca 
course  July  13-17,  1987. 


CME 

See  Pages  139 
to  147 


NEW  YORK 
FERTILITY  RESEARCH 
FOUNDATION,  INC. 

For  the  Investigation  of 

Problems  of  Human  Infertility 

The  Foundation  provides  a complete 
diagnostic  and  consultation  service  for  in- 
fertile couples.  Investigations  are  con- 
ducted by  well-known  specialists  in  con- 
junction with  consultants  in  the  various 
fields  of  medicine  related  to  infertility. 

The  Foundation  is  supported  by  an  in- 
house  modern  laboratory  equipped  to  do 
most  tests  required  for  diagnosis  and 
treatment.  Literature  on  request. 

1430  Second  Avenue,  Suite  103 
New  York,  N.Y.  10021 
Phone:  (212)  744-5500 


THE  LIKOFF  CARDIOVASCULAR  INSTITUTE 

and 

THE  DIVISION  OF  CARDIOLOGY 
HAHNEMANN  UNIVERSITY 

PRESENT 

CARDIOLOGY  TODAY 

March  25,  1987 

“The  Management  of  Patients  Undergoing 

Cardiac  Surgery” 

MODERATOR:  CHARLES  BEMIS,  M.D. 

4:00  PM  PRE-HOSPITAL  AND  IN-HOSPITAL  PATIENT  PREPARATION  Charles  Bemis,  M.D. 

4:30  PM  MEDICAL  POST-OP  MANAGEMENT  William  S.  Frankl,  M.D. 

5:00  PM  COMPLICATIONS  Mark  Victor,  M.D. 

5:30  PM  REHABILITATION  Stuart  Snyder,  M.D. 

Designed  for  the  physician  in  practice  faced  with  the  care  of  critically  ill  patients. 

CME  CATEGORY  i CREDITS  CERTIFIED  • NO  REGISTRATION  FEE  REQUIRED 
Conferences  are  held  in  Lecture  Hall  “A” 

Second  Floor— New  College  Building 
Hahnemann  University,  15th  and  Vine  Streets,  Philadelphia,  PA  19102 
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4-6  p.m.—  Copewood  Street,  Camden 
(Coriell  Institute  for  Medicine 
Research) 

Antibiotic  Resistance 

1 2 noon- 1:15  p.m  — Bridgeton 
Hospital 

(Bridgeton  Hospital  andAMNJ) 

Grand  Rounds — Rehabilitation 
Medicine 

1 :30-2:30  p.m.— New  Jersey  Medical 

School,  Newark 

(UMDNJ) 

Department  of  Medicine  Grand 
Rounds 

9- 10  a.m.— St.  Francis  Medical 
Center,  Crean  Hall,  Trenton 
(St  Francis  Medical  Center) 

Changes  in  Health  Care— Delivery 
and  Financing 
CDS  Prescribing 
Practices— Legal  / Illegal 

1 2 noon— St.  Mary’s  Hospital. 

Orange 

(AMNJ) 

Medieval  Foods  of  Love 
Nutritional  Support  of  the  Cancer 
Patient 

Medical  Mortality  Conference 

8:30  a.m.— United  Hospitals  Medical 
Center,  Annex.  Aud.,  Rms.  B and  C, 
Newark 

(United  Hospitals  Medical  Center 
and  AMNJ) 

Pain  Management  Center 

8:00  a.m.— NJ  Medical  School, 

1 00  Bergen  Street,  Newark 
(UMDNJ) 

Urology  Basic  Science  Conference 

3- 4  p.m.— New  Jersey  Medical  School, 
Rm.  C-600,  Newark 

(UMDNJ) 

Urology  Grand  Rounds 

4- 6  p.m—  New  Jersey  Medical  School, 
Newark 

(UMDNJ) 

Hyperalimentation 

Nutrition  and  High  Blood  Pressure 

8:30  a.m.— Palisades  General 
Hospital,  North  Bergen 
(Palisades  General  Hospital  and 
AMNJ) 

Rheumatology  Staff  Conferences 

5:30  p.m  — Robert  Wood  Johnson 
Medical  Center,  Academic  Health 
Science  Center,  Rm.  393, 

New  Brunswick 
(UMDNJ) 

University  Hospital  Tumor 
Conference 

8:00  am.— University  Hospital, 

Newark 

(UMDNJ) 

Pulmonary  Conference 

8-9  am.— University  Hospital, 

Rm.  H-349,  Newark 
(UMDNJ) 

Obesity 

10:30-1 1:30  a.m.— St.  Mary’s 
Hospital,  Passaic 
(AMNJ) 

Office  Management  of  Common 
Medical  Issues 

12-4  p.m.— Kennedy  Memorial 
Hospital,  Stratford 
(UMDNJ) 


8 Urinary  Tract  Infections 

1:30  p.m.— Essex  County  Hospital 

Center,  Cedar  Grove 

(AMNJ) 

10  Current  Clinical  Concepts  in 
Rheumatology /Immunology 

12:15-1:15  p.m.— Kennedy  Memorial 
Hospital,  Conf.  Rm.,  Stratford 
(UMDNJ) 

13  Industrial  Medicine:  Chemicals 
and  Health 

7 p.m. — Wallkill  Valley  General 
Hospital,  Sussex 

(Wallkill  Valley  General  Hospital 
and  AMNJ) 

14  Hyperalimentation,  Nutrition,  and 
High  Blood  Pressure 

8:30  am— Palisades  General 
Hospital,  North  Bergen 
(AMNJ) 

14  University  Echo  Club 

7:30  p.m.— University  Hospital, 

Rm.  H-349,  Newark 
(UMDNJ) 

14  Dermatology  Meeting 

8-10  p.m— Schering  Corp., 
Kenilworth 

(NJ  Dermatological  Society  and 
AMNJ) 

15  Regional  Urology  Rounds 

7:00-8:30  am.— Robert  Wood 
Johnson  Medical  School, 

Rm.  108-B,  New  Brunswick 
(UMDNJ) 

15  Nonoperative  Management  of 
Chronic  Back  Pain 

9 am.— Warren  Hospital, 
Phillipsburg 

( Warren  Hospital  andAMNJ) 

15  Nutritional  Support  in  the 
Oncology  Patient 

1-2  p.m.— West  Hudson  Hospital, 
Kearny 

(West  Hudson  Hospital  andAMNJ) 

15  Interhospital  Rheumatology 

Rounds 

4:30-6  p.m.— University  Hospital, 

Rm.  1355,  Newark 
(UMDNJ) 


15  Dermatology  Conferences 

6-9  p.m.— Rutgers  Community 
Health  Plan 

57  U.S.  Hwy.  1,  New  Brunswick 
(UMDNJ) 

16  To  Be  Announced 

5-6:30  p.m  — Somerset  Medical 
Center,  Somerville 
(AlMNJ  and  Somerset  Medical 
Center) 

16  CME  Series 

5-6:30  p.m  — Somerset  Medical 
Center,  Somerville 
(Somerset  Medical  Center  and 
AMNJ) 

1 7 Chronic  Pain  Management 

9 a.m.- St.  Francis  Medical  Center, 
Trenton 

(SL  Francis  Medical  Center  and 
AMNJ) 

21  CDS  Prescribing  Practices 
Legal /Illegal 

1 2 noon — St.  Mary’s  Hospital, 
Orange 

(St.  Mary's  Hospital  andAMNJ) 

2 1 Salt-Wasting  Nephropathy 

4-5  p.m  — Robert  Wood  Johnson 
Medical  School,  Rm.  393, 

New  Brunswick 
(UMDNJ) 

21  IVP  Conference 

4-6  p.m  — New  Jersey  Medical  School, 

Newark 

(UMDNJ) 

23  Nutrition  and  High  Blood  Pressure 

1 1 am.— St.  Joseph’s  Hospital  and 
Medical  Center,  Paterson 
(St  Joseph's  Hospital  and  Medical 
Center  and  AMNJ) 

23  Visiting  Professor  Program 

4:00-5:00  p.m.— Saint  Barnabas 
Medical  Center,  Livingston 
(AMNJ  and  Saint  Barnabas 
Medical  Center) 

24  Medical  Implications  and 
Symptoms  of  Alcohol  Withdrawal 

10:45  a.m.— Greystone  Park 
Psychiatric  Hospital 
(Greystone  Park  Psychiatric 
Hospital  andAMNJ) 


ARE  YOU  MOVING? 

If  so,  please  send  a change  of  address  to  NEW  JERSEY 
MEDICINE,  Medical  Society  of  New  Jersey,  Two  Princess 
Road,  Lawrenceville,  NJ  08648,  at  least  six  weeks  before 
you  move. 


Name 

Address 

City— State Zip 
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THE  PHILADELPHIA  HEART  INSTITUTE 

of  Presbyterian-University  of  Pennsylvania  Medical  Center 

Presents 

SYMPOSIUM  ON  SMALL  VESSEL 
CORONARY  ARTERY  DISEASE 


. . . designed  for  the  Physician  and  provides  an  intensive 
survey  of  our  current  understanding  of  clinical  manifestation, 
pathophysiology  and  treatment  of  small  vessel  coronary  artery  disease 


THURSDAY,  MARCH  19,  1987 
3:00-8  :00  p.m. 


SYMPOSIUM  ON  SMALL  VESSEL 
CORONARY  ARTERY  DISEASE 

MODERATOR:  ABDULMASSIH  S.  ISKANDRIAN,  M.D. 

Syndrome  X:  Historial  Perspective  and  Clinical  Presentations  Bernard  L.  Segal,  M.D. 

Pathological  Findings  William  C.  Roberts,  M.D. 

N.l.H. 

Reserve  Coronary  Blood  Flow  Robert  A.  Vogel,  M.D 

Univ.  of  Maryland  Hospital 

Flemodynamic,  Metabolic  and  Exercise  Studies  Richard  0.  Cannon,  M.D. 

N.l.H. 

Panel  Discussion  Jai  Agarwal,  M.D.,  Richard  0.  Cannon,  M.D., 

Richard  H.  Helfant,  M.D.,  Leonard  N.  Horowitz,  M.D., 
Robert  Katz,  M.D.  Terry  Langer,  M.D.,  William  C.  Roberts,  M.D., 
Bernard  L.  Segal,  M.D.,  Robert  A.  Vogel,  M.D. 

Closing  Remarks  Richard  H.  Helfant,  M.D. 

Scheie  Eye  Institute  Auditorium 
Presbyterian-University  of  Pennsylvania 
Medical  Center 
39th  and  Market  Streets 
Philadelphia,  Pennsylvania 

• No  Registration  Fee 

® R.S.V.P.  to  (215)  662-9084  (Symposium  limited  to  150) 

Parking  Available  (at  discount  rate.) 
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29  Annual  William  P.  Burpeau  Award 
Dinner 

6:30  p.m.— The  Manor,  West  Orange 
(Urology  Section  andAMNJ) 

NEUROLOGY/  PSYCHIATRY 
March 

4  Deinstitutionaliza- 
tion/Management Issues  of 
Chronic  Patients 

8:30-10  am  — Elizabeth  General 
Medical  Center 
(Elizabeth  General  Medical 
Center) 

4  Alzheimer’s  Disease 

8-9  am.— Somerset  Medical  Center, 
Somerville 

(AMNJ  and  the  State  Departments 
of  Health  and  Community  Affairs) 

4 Grand  Rounds 

1 0:30- 1 2:00  p.m. —New  Jersey 
Medical  School,  Newark 
(UMDNJ) 

5 Case  Seminars  and  Supervision 
19  To  Improve  Psychotherapeutic 

Technique 

8-10  p.m. — 3 1 2 Harding  Dr., 

South  Orange 

(Advanced  Psychiatric  Study 
Group  andAMNJ) 

5  Tardive  Dyskinesia  and 

Extrapyramidal  Disorders  Update 
12  Neuroleptic  Malignant  Syndrome 
19  Agoraphobia  and  Anxiety 

12  noon-1  p.m  — Carrier  Foundation, 

Belle  Mead 

(Carrier  Foundation) 

5 Neurology  Grand  Rounds 

12  3-5  p.m  — Robert  Wood  Johnson 

19  Medical  School,  Med.  Educ.  Bldg. 

26  Rm.  108A  New  Brunswick 

(UMDNJ -Robert  Wood  Johnson 
Medical  School) 

12  Psychiatric  Lecture  Series 

1 :00  p.m  — Essex  County  Hospital 
Center,  Cedar  Grove 
(UMDNJ  and  Essex  County 
Hospital  Center) 

13  Alzheimer’s  Disease 

12  noon-1  p.m.— Freehold  Area 
Hospital,  Freehold 
(NJ  Departments  of  Health  and 
Community  Affairs  andAMNJ) 

17  The  Adolescent  Maze:  Traps  and 

18  Treatments 

All  day — Carrier  Foundation, 

Belle  Mead 
(Carrier  Foundation) 

20  Temporal  Lobe  Epilepsy 
10:45  a m — Greystone  Park 
Psychiatric  Hospital 
(Greystone  Park  Psychiatric 
Hospital  and  AMNJ) 

April 

1 Treatment  of  Anxiety  and 
Depression  in  the  Elderly 

8:30-10  a.m.— Elizabeth  General 
Medical  Center 
(Elizabeth  General  Medical 
Center) 

2 Case  Seminars  and  Supervision 
16  To  Improve  Psychotherapeutic 

Technique 

8:00- 1 0:00  p.m  — 3 1 2 Harding  Drive, 
South  Orange 

(Advanced  Psychiatric  Study 
Group  andAMNJ) 
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2 Neurology  Grand  Rounds 

9 3-5  p.m.— Robert  Wood  Johnson 

17  Medical  School,  Rm.  108A  Medical 

23  Ed.  Bldg.,  New  Brunswick 
30  (UMDNJ) 

2 The  Somatizer:  Diagnosis  and 
Treatment 

9 Hyperventilation  Syndrome:  The 
Brain  and  Heart  Connection 
1 6 Psychiatric  Aspects  of  Terrorism 

30  Mental  Retardation  and  the 
Elderly 

12  noon-1  p.m.— Carrier  Foundation, 

Belle  Mead 

(Carrier  Foundation) 

9 Psychiatric  Lecture  Series 

1 :00  p.m  — Essex  County  Hospital 
Center,  Cedar  Grove 
(UMDNJ  and  Essex  County 
Hospital  Center) 

16  Alzheimer’s  Disease 

2- 3  p.m — John  E.  Runnels  Hospital 
of  Union  County,  Berkeley  Heights 
(NJ  State  Departments  of  Health 
and  Community  Affairs  and 
AMNJ) 

1 6 Medical  and  Physical  Aspects  of 
Drugs  and  Alcohol  Abuse 

3- 4  p.m.— Aneora  Psychiatric 
Hospital,  Hammonton 
(AMNJ) 

17  Anxiety  Disorder:  Diagnosis  and 
Management 

7- 8  p.m.—' Trenton  Psychiatric 
Hospital,  Trenton 
(Psychiatric  Hospital  andAMNJ) 

22  Women  in  1987:  Psychologically 
Free  or  Frantic? 

All  day — Carrier  Foundation, 

Belle  Mead 
(Carrier  Foundation) 

24  Medical  Implications  and 
Symptoms  of  Alcohol  Withdrawal 

10:45-1 1:45  a m — Greystone  Park 

Psychiatric  Hospital 

(AMNJ) 

28  Suicide  in  Children  and 
Adolescents 

8:30-10:30— St.  Joseph’s  Hospital 
and  Medical  Center,  Paterson 
(St  Joseph's  Hospital  and  Medical 
Center) 

OBSTETRICS/GYNECOLOGY 

March 

24  Obstetrics  Update 

8- 10  p.m  — The  Englewood  Club 
(Englewood  Surgical  Society  and 
AMNJ) 

27  Semmelweis- Waters  Obstetrical 

28  and  Gynecological  Conference 

29  Resorts  International  Hotel, 

Atlantic  City 

(UMDNJ) 

PATHOLOGY 

March 

3 Pathology-G.I,  Conference 

10  5:1 5-6:00— NJ  Medical  School, 

17  Rm.  C-555,  Newark 
24  (UMDNJ) 

31 

4 Experimental  Pathology  Seminar 

18  12:00  noon— NJ  Medical  School, 
Newark 

(UMDNJ) 

4 Pathology  Grand  Rounds 


1 1 1 :30-5:30  p.m  — NJ  Medical  School, 

18  Rm.  C-555,  Newark 

25  (UMDNJ) 

5  Pathology/  Radiology/  Orthopedic 

1 2 Conference 

19  8-9  a m.— University  Hospital, 

26  Newark 
(UMDNJ) 

1 1 Neuropathology  Conference 

25  1 0:30- 1 2:00  noon — NJ  Medical 
School,  Newark 

(UMDNJ) 

19  Renal  Pathology  Conference 

4 p.m.— University  Hospital,  Rm. 

E-155,  Newark 

(UMDNJ) 

April 

1 Pathology  Grand  Rounds 

8 1:30-5:30  p.m.— NJ  Medical  School, 
15  Newark 

22  (UMDNJ) 

29 

1 Experimental  Pathology  Seminar 

15  12:00  noon — NJ  Medical  School, 

29  Newark 
(UMDNJ) 

2 Pathology/  Radiology/  Orthopedic 

9 Conference 

16  8-9  a m.— University  Hospital, 

23  Newark 

30  (UMDNJ) 

7 Anatomic  Pathology  Specialty 
14  Conference 

21  5:1 5-6:00— NJ  Medical  School, 

28  C-555,  Newark 

(UMDNJ) 

7 Pathology-G.I.  Conference 

14  3 p.m  — University  Hospital,  E-155, 

21  Newark 
28  (UMDNJ) 

8 Neuropathology  Conference 

22  1 0:30- 1 2:00  noon— NJ  Medical 
School,  Newark 

(UMDNJ) 

14  Renal  Biopsy  Conferences 

1 2:30-2  p m — Bamert  Memorial 
Hospital  Center,  Paterson 
(AMNJ  and  Barnert  Memorial 
Hospital  Center) 

16  Renal  Pathology  Conference 

4 p.m  — University  Hospital,  Rm. 

E- 1 55,  Newark 
(UMDNJ) 

PEDIATRICS 

March 

3 Smoothing  the  Road  Home  for  the 
Child  with  Bronchopulmonary 
Dysplasia 

8 am.-3  p.m  — Woodbridge  Hilton, 
Iselin 

(Children’s  Specialized  Hospital 
and  AMNJ) 

5 Allergy,  Immunology,  and 

1 2 Infectious  Diseases 

19  11 :00  A.M.— Children’s  Hospital, 

26  Newark 

(UMDNJ  and  Children's  Hospital) 

6 Children’s  Pediatric  Surgical 

13  Conference 

20  8:00  am.— United  Hospitals  Medical 

27  Center,  Rm.  A Annex  Bldg.,  Newark 
(Children's  Hospital  of  NJ  and 
AMNJ) 

6  Advances  in  Pediatrics 

13  9:30- 1 0:30  a.m.-NJMS,  MSB, 
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Resident  Association 
of  the 

Medical  Society  of  New  Jersey 
presents 

PREP  FOR  PRACTICE 

A PRACTICAL  MANAGEMENT  SEMINAR  FOR  RESIDENTS 
WEDNESDAY,  MARCH  11,  1987 
8:30  AM. -4:00  P.M. 
at  the  Executive  Offices  of  the 
MEDICAL  SOCIETY  OF  NEW  JERSEY 
Lawrenceville,  New  Jersey  08648 


MORNING  PROGRAM 


AFTERNOON  PROGRAM 


8:30-8:45 

8:45-9:15 


9:15-9:30 

9:30-10:15 


10:15-10:30 

10:30-11:00 


11:00-11:15 

11:15-12:00 

12:00-12:15 

12:15-1:00 


Introduction 

Business  Insurance 

• Types 

• How  Much  and  When 
Questions  and  Answers 
Personnel 

• What  You  Need 

• How  To  Find 

• Job  Descriptions 

• Performance  Reviews  and 
Salary  Reviews 

Questions  and  Answers 
Systems 

• Time  Management 

• Charts  and  Records 

• Phones 

• Billing,  Insurance,  and  Collection 

• Fees  • Medicare 
Questions  and  Answers 

Financial  Management 

Questions  and  Answers 
Luncheon 


1:00-1:45 


1:45-2:00 

2:00-3:00 


3:15-3:45 


3:45-4:00 

4:00 


Search  for  Right  Opportunity 

• How  the  Changing  Complexion  of 
Health  Care  Will  Affect  You 

• Professional  Consideration  in 
Selecting  a Site 

• Personal  Considerations 

• Financial  Considerations 
Questions  and  Answers 
Types  of  Practice 

• Solo 

• Partnership 

• Group 

• HMOs 

Physical  Facilities 

• Space  Requirements 

• Floor  Plans 

• Patient  and  Work  Flow 
Questions  and  Answers 
Adjournment 


FACULTY 

David  Schiller,  J.D.  Patricia  Salmon  Margaret  Turner 

Health  Care  Consulting,  Inc.  Health  Care  Consulting,  Inc.  Medical  Inter-Insurance  Exchange 

The  Presenters  are  affiliated  with  Health  Care  Group,  a nationally  recognized  firm  dedicated  to  advise 
and  assist  health  care  professionals  in  all  aspects  of  managing  their  practices  and  the  Medical  Inter- 
Insurance  Exchange  of  New  Jersey,  the  physician-owned  professional  liability  insurance  company. 


REGISTRATION 


Registration  is  limited  to  35  residents  or  spouses  with  preference 
given  to  those  in  their  last  year  of  residency. 

PLEASE  RESPOND  NO  LATER  THAN  MARCH  4,  1987 


MEMBER  OF  MSNJ  RESIDENT  ASSOCIATION  $25.00 

SPOUSE  825.00 

NONMEMBER  OF  MSNJ  RESIDENT  ASSOCIATION  $50.00 

SPOUSE  $50.00 

PLEASE  INDICATE  IF  LAST  YEAR  RESIDENT 


■ DETACH  AND  MAIL  TO:  PREP  FOR  PRACTICE,  MSNJ,  TWO  PRINCESS  RD., 
S LAWRENCEVILLE,  NJ  08648 


1 Enclosed  is  my  check  for 

l 

1 NAME  (PLEASE  PRINT)  _ 

I 

ADDRESS 

PHONE  * 


payable  to  Medical  Society  of  New  Jersey 


Interest? 
Solo 


Group 


A Confirmation  will  be  sent  to  you  along  with  directions  to  MSNJ 
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NEW  JERSEY  MEDICINE 


20  Rrn.  B-6 10,  Newark 
27  (UMDNJ) 

1 3 Recent  Advances  in  Immunology 
and  Immunotherapy 

8-9  am— Overlook  Hospital,  Summit 
(Overlook  Hospital  and  AMNJ) 

24  Enhancing  the  Effectiveness  of 
Health  Education 

8:30- 1 0:30  am.— St.  Joseph’s 
Hospital  and  Medical  Center, 
Paterson 

(St.  Joseph's  Hospital  and  Medical 
Center) 

April 

3  Children’s  Pediatric  Surgical 
10  Conference 

17  8:00  a.m.— United  Hospitals  Medical 

24  Center,  Rm.  A,  Annex  Bldg.,  Newark 
(Children's  Hospital  of  NJ  and 
UMDNJ) 

3  Advances  in  Pediatrics 

10  9:30- 1 0:30  a.m.-NJMS,  MSB. 

17  Rm.  B-6 10,  Newark 

24  (UMDNJ) 

10  Cardiac  Arrhythmias  in  Children 

8-9  am— Overlook  Hospital,  Summit 
(Overlook  Hospital  and  AMNJ) 

2 1 Rehabilitation  of  the  Pediatric 
Head  Trauma  Patient 

8  a.m.-4:30  p.m.— Woodbridge  Hilton, 
Iselin 

(Children's  Specialized  Hospital 
and  AMNJ) 

RADIOLOGY 

March 

5  Molecular  Medicine  Lecture 
12  Series 

19  4-6  p.m. — Coriell  Institute  for 

26  Medical  Research,  Copewood  St., 
Camden 

(Institute for  Medical  Research 
and  AMNJ) 

5 Pathology/ Radiology/ Orthopedic 
12  Conference 

19  8-9  am.— University  Hospital, 

26  Newark 
(UMDNJ) 

1 1 Radiology  Grand  Rounds 

25  2 p.m  — University  Hospital,  Newark 
(UMDNJ) 

19  Monthly  Meeting 

7:30  p.m  — Saint  Barnabas  Medical 
Center,  Livingston 
(Radiological  Society  of  NJ  and 
AMNJ) 

2 1 Medical  and  Legal  Issues  in 

Diagnostic  Ultrasound:  Emphasis 
on  Obstetrics  and  Gynecology 

8 a.m  -4  p.m.— Robert  Wood  Johnson 
Medical  School,  New  Brunswick 
(NJ  Institute  of  Ultrasound  in 
Medicine  and  AMNJ) 

26  Visiting  Professor  Program 
1:30  p.m  — Saint  Barnabas  Medical 
Center,  Livingston 

(Saint  Barnabas  Medical  Center 
and  AMNJ) 

April 

2  Pathology/Radiology/Orthopedic 
9 Conference 

16  8-9  a.m  — University  Hospital, 

23  Newark 
30  (UMDNJ) 

8 Radiology  Grand  Rounds 

2 p.m.— University  Hospital,  Newark 
(UMDNJ) 


10  Nuclear  Hazards 

1 2  noon- 1:15  p.m.— Bridgeton 
Hospital 

(Bridgeton  Hospital  and  AMNJ) 

28  MRI  Update 

8-10  p.m  — Englewood  Club, 
Englewood 

(The  Englewood  Surgical  Society 
and  AMNJ) 

SURGERY 

March 

2 Surgical  Grand  Rounds 

9 4:30-6  p.m.— NJ  Medical  School, 

16  Newark 

23  (UMDNJ) 

30 

3 Surgery:  Visiting  Professor 
Program 

5-6  p.m.— Robert  Wood  Johnson 
Medical  School,  Rm.  102, 

New  Brunswick 
(UMDNJ) 

4 Trauma  Conference 

11  8:00  a.m.— University  Hospital, 

18  Newark 

25  (UMDNJ) 

4  Surgical  Grand  Rounds 

11  8:30- 10  a.m.— Robert  Wood  Johnson 

18  Medical  School,  Rm.  102, 

25  New  Brunswick 
(UMDNJ) 

6  Cancer  Research  Colloquium 

13  12-1:15p.m.—NJ  Medical  School, 

20  MSB  Bldg.,  G-506B,  Newark 
27  (UMDNJ) 

1 1 Meeting  of  NJ  Society  of  Colon 
and  Rectal  Surgeons 

6:30  p.m.— The  Manor,  West  Orange 
(NJ  Society  of  Colon  and  Rectal 
Surgeons  and  AMNJ) 

24  Obstetrics  Update 

8-10  p.m  — The  Englewood  Club 
(Englewood  Surgical  Society  and 
AMNJ) 

27  Cardiothoracic  Journal  Club 

7:30  p.m.— 13  Ridge  Drive,  West 

Orange 

(UMDNJ) 

April 

1 Trauma  Conference 

8 8:00  a.m.— University  Hospital, 

15  Newark 
22  (UMDNJ) 

29 

1 Grand  Rounds 

1 0:30- 1 2:00  p.m.— New  Jersey 
Medical  School,  Newark 
(UMDNJ) 

1 Surgical  Grand  Rounds 

8 8:30- 10  a.m.— Robert  Wood  Johnson 

15  Medical  School, 

22  Rm.  1 02,  New  Brunswick 
29  (UMDNJ) 

2 Management  of  Abdominal 
Emergencies 

1 1 :00  am.— St.  Joseph’s  Hospital 
and  Medical  Center,  Paterson 
(AMNJ) 

3 Cancer  Research  Colloquium 

10  12-1:15p.m.— New  Jersey  Medical 

17  School,  MSB  Bldg.,  G-506B,  Newark 

24  (UMDNJ) 

4 Mortality  and  Morbidity 

1 1 Conference 

18  8:30-9:30  A.M.—NJ  Medical  School, 

25  MSB,  New  Brunswick 


(UMDNJ) 

6 Surgical  Grand  Rounds 

13  4:30-6 p.m—  NJ  Medical  School, 

20  Newark 
27  (UMDNJ) 

7 Surgery-Visiting  Professor 
Program 

5-6  p.M.-Robert  Wood  Johnson 
Medical  School,  Rm.  102, 

New  Brunswick 
(UMDNJ) 

24  Cardiothoracic  Journal  Club 

7:30  p.m.— 13  Ridgeway  Drive, 

West  Orange 
(UMDNJ) 

SURGICAL  SPECIALTIES 
March 

2 Orthopedic  Grand  Rounds  and 
9 Lecture  Series 

16  6-8  p.m.— NJ  Medical  School,  MSB, 

23  B-556,  Newark 

30  (UMDNJ) 

5  Pathology/Radiology/Orthopedic 
12  Conference 

19  8-9  am.— University  Hospital, 

26  Newark 
(UMDNJ) 

5 Vascular  Surgery  Conference 

12  Rounds 

19  4-5  p.m.— Robert  Wood  Johnson 
26  Medical  School,  Med.  Educ.  Bldg., 

New  Brunswick 
(UMDNJ) 

18  Grand  Rounds  in  Ophthalmology 

7-9  p.m. — Eye  Institute  of  NJ,  Annex 
Auditorium,  Rms.  B and  C,  Newark 
(UMDNJ  and  Affiliated  Eye 
Residency  Program) 

26  Distinguished  Lecturer 
Series — Neurosurgery 

4-5:30 — University  Hospital, 

Rm.  E-343,  Newark 
(UMDNJ) 

April 

2 Vascular  Surgery  Conference 
9 Rounds 

16  4-5  p.m  — Robert  Wood  Johnson 

23  Medical  School,  Medical  Ed.  Bldg., 
30  New  Brunswick 
(UMDNJ) 

6 Orthopedic  Grand  Rounds  and 

13  Lecture  Series 

20  6-8  p.m.— NJ  Medical  School,  MSB, 

27  B-556,  Newark 
(UMDNJ) 

15  Grand  Rounds  in  Ophthalmology 

7-9  p.m. — Eye  Institute  of  NJ,  Newark 
(UMDNJ  and  Affiliated  Eye 
Residency  Program) 

23  Distinguished  Lecturer 
Series— Neurosurgery 

4-5:30 — University  Hospital, 

Rm.  E-343,  Newark 
(UMDNJ) 

MISCELLANEOUS 

March 

9 Malpractice 

7  p.m. — Wallkill  Valley  General 

Hospital,  Sussex 

(AMNJ) 

April 

1 Cost  Containment 

10:30  am.— St.  Mary’s  Hospital, 

Passaic 

(AMNJ) 
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PATIENT:  !»»«* 

■ No  preparation  or 
contrast  media. 

■ Prompt  scheduling,  Monday 
through  Saturday. 

■ Non-invasive  testing. 

■ Pleasant  testing  environment. 

■ Radiologic  imaging  without  X-rays. 


featuring . . 

SIEMENS  MAGNETOM® 

MR  SYSTEM  capable  of  operating 
at  high  field  strength,  1 .5  Tesla 
[Now  operating  at  0.5  Tesla] 


PHYSICIAN:  BHOII 

■ Individualized  scanning  to  meet 
physician  specifications. 

■ Early  diagnosis  of  diseases  and 
conditions  including  multiple  sclerosis, 
tumors  of  the  brain,  spinal  cord, 
central  nervous  system,  chest  and 
abdomen,  and  extremities. 

■ Replaces  need  for  cervical 
myelogram,  in  most  cases. 

■ Optimum  image  quality,  utilizing  a 
magnetic  field  and  radio  waves. 

■ Personalized  reporting  to 
referring  physician. 


CT  SCANNING 
PEDIATRIC  RADIOLOGY  ■ REAL  TIME  ULTRASOUND 
RARE  EARTH  X-RAY  ■ LOW  DOSE  MAMMOGRAPHY 


[201]  836-2500 


TEANECK  RADIOLOGY  CENTER:  THE  FUTURE  IN  RADIOLOGY 

699  TEANECK  ROAD,  TEANECK,  NEW  JERSEY  07666 
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NEW  JERSEY  MEDICINE 


letters  to  the 
Editor 


October  8,  1986 

Dear  Dr.  Krosniek: 

The  October  1986  issue  focusing 
on  medical  records  proved  most 
interesting.  I would  suggest,  how- 
ever, that  the  optimum  beneficiaiy 
these  days  is  the  PRO  which  judges 
a patient’s  welfare  and  quality  of 
care  completely  on  the  basis  of  the 


medical  record.  This  makes  the  pa- 
tient come  out  a poor  third  in  the 
lottery. 

However,  the  subject  of  medical 
records  should  not  ignore  the  fact 
that  the  New  Jersey  Board  of  Nurses 
refuses  to  require  nurses  to  docu- 
ment lapses  in  nursing  care  to  hos- 
pitalized patients.  Thus,  medication 
doses  that  are  missed,  meals  that 
are  missed,  excessive  stays  in  x-ray, 
or  patients  lying  in  their  own  swill 
for  hours  do  not  have  to  be  docu- 
mented or  explained.  Yet  each  of 
these  may  compromise  patient  care 
for  which  the  doctor  may  be  blamed. 
If,  for  example,  a patient  in  gram 
negative  sepsis  arrives,  and  the  doc- 
tor writes  for  an  aminoglycoside 
which  is  not  delivered  for  eight 
hours  because  the  order  failed  to  get 
to  the  pharmacy  on  time,  these  de- 
tails will  not  be  found  on  the  chart. 

I had  a case  where  I discontinued 
saline.  The  nurse  for  reasons  known 
only  to  herself  substituted  distilled 
water  and  drowned  the  patient. 
When  the  nursing  board,  upset  at 
the  disclosure,  sent  two  investi- 
gators to  my  office,  I referred  them 
to  the  hospital,  where,  as  far  as  I 
know,  the  case  could  not  be  recon- 
structed. 

I think  the  membership  should 
think  hard  about  this  issue,  and 
urge  the  nursing  board  to  require 
that  such  lapses  be  documented,  so 
that  the  doctors,  held  accountable 
for  patient  care,  will  be  able  to  re- 
construct records  in  conflicts  with 


PRO  on  quality  care,  as  well  as  in 
litigations. 

(signed)  Charles  Harris,  M.D. 


October  16,  1986 
Dear  Dr.  Krosniek: 

I was  pleased  to  see  the  subject  of 
medical  records  as  the  cover  story  in 
the  October  issue  of  NEW  JERSEY 
MEDICINE.  At  the  Medical  Board,  we 
long  have  been  concerned  with  the 
issue  of  inadequate  records.  Hope- 
fully, physicians  will  be  more  aware 
of  the  extreme  importance  of  not 
only  practicing  good  medicine  but 
properly  recording  that  practice. 

Physicians  must  be  reminded 
that  in  today’s  mobile  society,  their 
medical  records  in  many  cases  will 
be  depended  upon  by  other  health 
care  providers.  They  should  prepare 
their  records  so  that  not  only  are 
they  complete  but  they  also  are  suffi- 
ciently clear  so  they  can  be  utilized 
by  other  physicians  who  may  be 
called  upon  to  serve  the  patient. 

Recently,  we  have  received  a 
number  of  complaints  concerning 
the  issue  of  confidentiality  of  the 
medical  record.  This  most  often  in- 
volves issues  concerning  private  in- 
dustry and  insurance  companies. 
Therefore,  a new  Medical  Records 
Rule  is  in  draft  stage  and  soon  will 
be  presented  to  the  full  Board, 
(signed)  Michael  B.  Grossman,  D.O. 

Secretary,  New  Jersey  State 
Board  of  Medical  Examiners 


VOL.  84— NUMBER  2— FEBRUARY  1987 


149 


•jvuawi* 


Establishing  and  maintaining  a successful  medical  practice  requires  more  of 
you  than  your  skill  and  expertise  as  a physician— it  calls  for  a thorough 
understanding  of  your  financial  needs  and  alternatives.  Whether  you  are  start- 
ing out  in  practice,  expanding,  or  preparing  to  buy  or  lease  medical  equip- 
ment, you  need  to  know  how  and  where  to  find  the  necessary  financing. 

Medical  Practice  Finance:  A Guide  for  Physicians  is  a new  resource  from  the 
AM  A specifically  designed  for  medical  practices. 

Prepared  in  cooperation  with  Arthur  Young  & Co. , this  primer  reviews 
sources  of  financing,  the  advantages  and  disadvantages  of  various  alterna- 
tives, and  the  steps  involved  in  obtaining  financing.  It  also  presents  you  with 
case  studies,  sample  practice  plans  and  loan  applications,  and  a listing  of 
sources  for  additional  information. 

Let  Medical  Practice  Finance:  A Guide  for  Physicians  help  you  acquire  the 
resources  you  need  to  provide  the  best  possible  care  for  your  patients. 
Complete  the  coupon  to  order  your  copy  today 


Medical 

Practice 

Finance: 

A Guide  for  Physicians 


Book  & Pamphlet  Fulfillment:  OP-233 
American  Medical  Association 
PO.  Box  10946 
Chicago,  IL  60610-0946 

Yes,  please  send  me  my  copy  of  Medical  Practice 
Finance:  A Guide  for  Physicians. 


Name 


Address 


City/State/Zip 

Please  allow  4-6  weeks  for  delivery.  Prices  are 
subject  to  change  without  notice. 


copies  @ $14.95  ea.  delivered  $ 

copies  @ $9.95  ea.  delivered, 

AMA  members  only  $ 

Subtotal  $ 

Sales  tax  (IL,  NY  residents  only)  $ 

TOTAL  $ 

Enclosed  is  my  check,  payable  to  the  American 

Medical  Association,  for  $ Payment 

must  accompany  order. 
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Book  Reviews 


The  American  Cancer 
Society  Cancer  Book 

Arthur  I.  Holleb,  M.D.,  (ed).  Garden 
City , NY,  Doubleday  & Company, 
1986.  ($12.95) 

Every  year,  cancer  strikes  some 
900,000  people,  involving  three  out 
of  four  American  families.  Whereas 
half  of  all  cancer  patients  could  be 
cured  using  current  methods  of  de- 
tection and  treatment,  fear  and  ig- 
norance of  cancer  too  frequently 
lead  to  delays  in  diagnosis  and  fail- 
ure of  cure. 

The  American  Cancer  Society 
Cancer  Book  is  a remarkably  com- 
prehensive and  eminently  readable 
reference  source  for  the  general  pub- 
lic. Edited  by  Arthur  I.  Holleb,  M.D., 
the  ACS’s  Senior  Vice-President  for 
Medical  Affairs,  and  written  by  more 
than  40  prominent  cancer  authori- 
ties, this  book  provides  a compre- 
hensive look  at  the  cancer  situation 
today.  Fourteen  chapters  deal  with 
such  topics  as  attitudes  toward 
cancer,  prevention,  concepts  of 
treatment,  the  role  of  clinical  re- 
search, rehabilitation,  and  basic 
biologic  principles.  Another  20 
chapters  are  devoted  to  specific 
cancers  and  their  management.  An 
appendix  lists  various  social  re- 


sources to  be  contacted  for  needed 
help.  Suggestions  for  further  read- 
ing also  are  included. 

The  subject  matter  is  extremely 
well  organized  and  lucidly  and  op- 
timistically presented.  This  work 
should  go  far  to  overcome  with 
knowledge  the  fear  and  ignorance 
that  surrounds  this  formidable  dis- 
ease. 

Alan  J.  Lippman,  M.D. 

Contact  Dermatitis , 

3rd  Edition 

Alexander  A.  Fisher,  M.D.  Philadel- 
phia, PA,  Lea  & Febiger,  1986.  Pp. 
954.  ($72.50) 

A very  senior,  very  active  Dr.  Fish- 
er continues  a long  career,  pursuing 
and  reporting  on  the  villainous 
molecules  in  our  environment  that 
discomfort  and  disable  the  skin.  His 
authoritative  textbook  can  be  con- 
sidered the  "Bible”  of  contact  der- 
matitis, not  only  for  its  indis- 
pensable guidance,  but  now  for  its 
new,  mammoth  size.  The  first  edi- 
tion (1967)  of  324  pages  and  2!4 
pounds,  begat  the  448-page,  2Vi- 
pound  second  edition  (1973)  which 
begat  the  current  edition  of  954 
pages  and  4'/2  pounds  of  almost 
everything  you  would  like  to  know 
on  the  subject.  Additions  include 
new  etiological  agents,  an  expanded 
portion  on  the  recently  recognized 
entity  of  contact  urticaria  an  updat- 
ing of  the  immunology  of  the  allergic 
reaction,  and  a description  of  the 
complex  interactions  between  sub- 
stances derived  from  epidermal  cells 
(keratinocytes  and  Langerhans 
cells)  and  T lymphocytes.  A brief 
chapter,  “Computers  and  Contact 
Dermatitis,”  is  not  a discourse  on 
reactions  to  the  devices,  but  a listing 
of  available  data  bases  and  of  inter- 
national centers  that  monitor  ad- 
verse reactions  to  drugs;  where  to 
obtain  current  information  quickly 
via  the  telephone  and  computer. 

As  in  previous  editions,  the  text  is 
an  uneven  blend  of  personal  clinical 
vignettes,  which  provide  memorable 
and  practical  advice,  mingled  with 
uncritical  citations  of  almost  any 
work  published  on  the  particular 
subject.  Fortunately,  it  retains  the 
format  of  highlighting  in  summary 
boxes,  which  allows  the  reader  the 
option  to  scan  when  the  details  be- 
come burdensome. 

No  medical  reference  library  will 
be  complete  if  it  lacks  Contact 


Dermatitis,  and  a personal  copy  will 
be  valued  by  the  practicing  phy- 
sicians who  confront  the  daunting 
task  of  identifying,  treating,  and  pre- 
venting damage  to  the  largest  organ 
that  interfaces  with  the  environ- 
ment, the  skin. 

Christopher  M.  Papa,  M.D. 

Head  and  Neck  Cancer: 
Clinical  Decisions  and 
Management  Principles 

McQuarrie,  Adams,  Shorts,  Browne 
(eds).  Chicago,  IL,  Year  Book  Medi- 
cal Publishers,  Inc.,  1986.  Pp.  537. 
Illustrated 

Management  of  patients  with 
head  and  neck  cancer  often  is  com- 
plex and  always  challenging.  De- 
cision making  must  take  into  ac- 
count an  awesome  variety  of  clinical 
presentations  and  a myriad  of  ap- 
proaches involving  a multidisci- 
plinary team  of  surgeons,  radiation 
therapists,  and  internists,  all  of 
whom  must  act  in  concert  to  op- 
timize individual  patient  care.  Effec- 
tive management  cannot  be  dog- 
matic but  requires  clearly  thought 
decision  processes  based  on  logical 
analyses. 

Dr.  McQuarrie,  Professor  of  Sur- 
gery at  the  University  of  Minnesota- 
Minneapolis  VA  Medical  Center,  and 
his  colleagues  and  collaborators 
have  brought  forth  an  outstanding 
text  which  addresses  these  complex 
issues  forthrightly  and  intelligently. 

The  book  is  well  organized,  with 
three  distinct  divisions.  Early  chap- 
ters are  concerned  with  the  general 
approach  to  common  head  and  neck 
problems  and  the  decision  process. 
The  central  chapters  analyze  par- 
ticular types  of  tumors.  A final  series 
of  chapters  concerns  unique  prob- 
lems, complications  of  treatment, 
supportive  care,  and  newer  ap- 
proaches to  treatment. 

A refreshing  style  commands  the 
reader’s  interest.  Utilizing  a Socratic 
type  of  question-and-answer  format, 
with  ample  use  of  appropriate  de- 
cision algorithms,  the  authors  high- 
light the  major  issues  and  focus  at- 
tention clearly  on  the  methods  by 
which  the  patient  management  de- 
cisions can  be  made  most  effectively. 

The  book  is  highly  recommended 
for  surgical  residents  and  subspe- 
cialty fellows  in  this  field  but  should 
be  of  value  as  well  for  till  oncologists 
who  daily  deal  with  these  situations. 

Alan  J.  Lippman,  M.D. 
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Obituaries 


Drs.  Baker;  Cricco;  Del 
Pino;  Doran;  Figurelli; 
Grubowski;  Lin;  Miller; 
Mishra;  Mueller; 
Nowakiwskyj;  Shipps; 
Simon;  Weeks;  Wright 


Dr.  Maclyn  Baker 

We  just  have  been  informed  of  the 
death  of  Maclyn  Baker,  M.D.,  on  Oc- 
tober 25,  1985.  Dr.  Baker,  a surgeon, 
had  been  living  in  Palm  Beach, 
Florida,  since  his  retirement.  Bom 
in  1898  in  New  York  City,  he  was 
graduated  from  Bellevue  Hospital 
Medical  College  in  that  city,  in  1924. 
Dr.  Baker  had  been  a member  of 
our  Essex  County  component  and  of 
the  American  Medical  Association. 
While  active,  his  office  was  located  in 
Irvington.  Dr.  Baker  was  a Fellow  of 
the  American  and  International  Col- 
leges of  Surgeons,  and  had  been  di- 
rector of  the  emergency  room  at  Ir- 
vington General  Hospital.  In  1974, 
he  was  a recipient  of  MSNJ’s  Golden 
Merit  Award,  honoring  his  50th  an- 
niversary as  a physician. 

Dr.  Carl  F.  Cricco,  Sr. 

A surgeon  in  Hoboken  for  many 
years,  Carl  F.  Cricco,  Sr.,  M.D.,  died 
on  October  27,  1986,  in  St.  Mary 
Hospital  in  that  city,  at  the  age  of  72. 
A lifelong  resident  of  Hoboken,  Dr. 
Cricco  was  graduated  from  the  Uni- 
versity of  Bologna  School  of  Medi- 
cine (Italy)  in  1940.  He  was  a mem- 
ber of  our  Hudson  County  compo- 
nent and  of  the  American  Medical 
Association.  Dr.  Cricco  had  been  af- 
filiated with  Riverside  Medical  Cen- 
ter, Secaucus,  and  St.  Maiy  Hospital, 


Hoboken.  He  was  a Fellow  of  the  In- 
ternational College  of  Surgeons,  of 
the  International  Academy  of  Proc- 
tology, and  of  the  International  Col- 
lege of  Proctology.  During  World  War 
II,  Dr.  Cricco  served  at  the  54th 
Evacuation  Hospital  during  the 
invasion  of  Anzio  Beach.  He  was 
awarded  the  Order  of  the  Crown 
Lion  from  the  Italian  government 
and  the  Bronze  Star  from  the  United 
States.  He  attained  the  rank  of 
major. 

Dr.  Jose  M.  Del  Pino 

At  only  56  years  of  age,  Jose  M.  Del 
Pino,  M.D.,  a Union  City  surgeon, 
died  on  August  5,  1986.  Bom  in 
Cuba  Dr.  Del  Pino  received  his 
medical  degree  from  the  Faculty  of 
Medicine  of  the  University  of 
Havana  Cuba  in  1959.  In  1978,  he 
became  a member  of  our  Hudson 
County  component.  Dr.  Del  Pino  had 
been  affiliated  with  Christ  and  St. 
Francis  Hospitals  in  Jersey  City,  the 
Jersey  City  Medical  Center,  and  St. 
Joseph’s  Hospital,  New  York. 

Dr.  Ralph  J.  Doran 

A Hoboken  dermatologist,  identi- 
fied as  a friendly,  caring  physician, 
Ralph  Joseph  Doran,  M.D.,  died  on 
September  4,  1986,  in  St.  Mary  Hos- 
pital, Hoboken,  at  the  advanced  age 
of  82.  Dr.  Doran  had  practiced  his 
specialty  in  the  same  office  for  53 
years  prior  to  his  retirement  in 
1984.  He  was  graduated  from 
Georgetown  University  School  of 
Medicine  in  1929,  and  was  a mem- 
ber of  our  Hudson  County  compo- 
nent and  of  the  American  Medical 
Association.  Dr.  Doran  was  a Fellow 
of  the  American  Geriatric  Society 
and  of  the  International  College  of 
Anesthetists.  He  had  been  affiliated 
with  St.  Mary’s  Hospital,  Hoboken, 
and  the  Skin  and  Cancer  Center  of 
University  Hospital,  New  York  City. 
For  more  than  30  years.  Dr.  Doran 
had  served  as  medical  director  of 
Globe  Insurance  Company  of  New 
York  In  1979,  MSNJ  conferred  on 
Dr.  Doran  its  Golden  Merit  Award,  in 
recognition  of  his  50  years  in  medi- 
cine. 

Dr.  Francesco  A.  Figurelli 

Francesco  A Figurelli,  M.D.,  a re- 
tired neuropsyehiatrist  in  Jersey 
City,  died  on  October  21,  1986,  at 
Jersey  City  Medical  Center.  Bom  in 
1914,  in  Jersey  City,  Dr.  Figurelli 


was  graduated  from  the  Faculty  of 
Medicine  at  the  University  of  Naples 
(Italy)  in  1938.  He  was  a member  of 
our  Hudson  County  component  and 
of  the  American  Medical  Associa- 
tion. Dr.  Figurelli  had  served  as  as- 
sociate director  of  the  psychiatry  de- 
partment at  Jersey  City  Medical 
Center  for  eight  years;  was  affiliated 
with  Poliak  and  Greenville  Hospitals, 
both  in  Jersey  City,  and  St.  Maiy 
Hospital,  Hoboken.  He  was  civic 
minded:  was  medical  advisor  for  the 
Jersey  City  Commission  for  Re- 
tarded Children,  a member  of  the  ad- 
visory board  for  the  Hudson  County 
Board  of  Mental  Health,  and  psy- 
chiatrist for  the  Jersey  City  Board  of 
Education. 

Dr.  Joseph  N.  Grubowski 

A practitioner  of  family  medicine 
in  Jersey  City  for  over  30  years, 
Joseph  N.  Gmbowski,  M.D.,  died  on 
October  15,  1986,  at  the  age  of  74. 
A native  of  Jersey  City,  Dr.  Gmbow- 
ski was  graduated  from  Long  Island 
College  of  Medicine  in  1938.  He  be- 
came a member  of  our  Hudson 
County  component  and  of  the  Amer- 
ican Medical  Association.  Dr.  Gm- 
bowski was  a Fellow  of  the  American 
Association  for  the  Advancement  of 
Science.  He  had  been  affiliated  with 
St.  Francis  Community  Health  Cen- 
ter, Jersey  City.  During  World  War  II, 
Dr.  Gmbowski  served  in  the  medical 
corps  of  the  Army  of  the  United 
States,  attaining  the  rank  of  captain. 

Dr.  Hazel  A.  C.  Lin 

Hazel  A C.  Lin,  M.D.,  a Jersey  City 
gynecologist,  died  on  August  7, 
1986.  Bom  in  Foochow,  China,  in 
1913,  Dr.  Lin  was  graduated  from 
the  University  of  Michigan  Medical 
School  in  1939.  In  1950,  she  came 
to  the  state  of  New  Jersey  and  be- 
came a member  of  our  Hudson 
County  component  and  of  the 
American  Medical  Association.  She 
was  a Fellow  of  the  International  Col- 
lege of  Surgeons,  and  had  been  af- 
filiated with  Greenville  Hospital,  Jer- 
sey City.  Dr.  Lin  was  a prolific  writer 
and  two  of  her  novels  had  received 
awards. 

Dr.  Thomas  E.  Miller 

A family  practitioner  in  Pompton 
Plains  for  over  30  years,  Thomas 
Ellsworth  Miller,  M.D.,  died  on 
August  16,  1986,  at  the  age  of  74. 
Bom  in  Altoona,  Pennsylvania,  Dr. 
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Miller  was  graduated  from  Hahne- 
mann Medical  College,  Philadelphia, 
in  1946.  He  was  a member  of  our 
Morris  County  component,  and  had 
been  affiliated  with  The  Moun- 
tainside Hospital,  Montclair  and 
Chilton  Memorial  Hospital,  Pomp- 
ton  Plains.  Dr.  Miller  had  served 
with  the  medical  branch  of  the 
United  States  Army  in  World  War  II, 
attaining  the  rank  of  captain. 

Dr.  Diwakar  Mishra 

After  suffering  a massive  stroke 
on  August  28,  1986,  Diwakar  Mish- 
ra, M.D.,  died  at  Bridgeton  Hospital 
on  September  7th,  at  only  46  years 
of  age.  Bom  in  India,  Dr.  Mishra  was 
graduated  from  Prince  of  Wales 
Medical  College,  Patna  India  in 
1962.  He  came  to  the  United  States 
to  do  his  internship,  and  became  a 
member  of  our  Camden  County 
component  in  1975.  Dr.  Mishra  es- 
tablished his  practice  of  ophthal- 
mology in  Cherry  Hill;  in  1981,  he 
transferred  his  membership  to  our 
Salem  County  component,  upon 
moving  his  practice  to  the  town  of 
Salem.  Dr.  Mishra  was  a Diplomate 
in  ophthalmology,  and  had  been  af- 
filiated with  the  Camden,  Berlin, 
and  Voorhees  facilities  of  the  West 
Jersey  Health  System. 

Dr.  Erich  V.  Mueller 

Erich  Vincent  Mueller,  M.D.,  a 
family  practitioner  in  Summit,  died 
on  July  23,  1986,  while  on  vacation 
in  Germany.  He  was  only  66  at  the 
time  of  his  death.  Bom  in  Ziegel- 
hausen,  Germany,  Dr.  Mueller  was 
graduated  from  the  Medical  Faculty 
of  the  University  of  Heidelberg,  Ger- 
many, in  1949.  He  became  a natural- 
ized citizen  of  the  United  States  in 
November  1959.  Dr.  Mueller  was  a 
member  of  our  Union  County  com- 
ponent and  of  the  American  Medical 
Association.  He  had  been  affiliated 
with  Overlook  Hospital,  Summit. 

Dr.  Iwan  Nowakiwskyj 

An  anesthesiologist  in  Jersey  City 
for  almost  30  years,  Iwan  Nowakiw- 


skyj,  M.D.,  died  on  October  22,  1986, 
at  the  age  of  74.  Bom  in  the  Ukraine, 
Dr.  Nowakiwskyj  received  his  medi- 
cal degree  from  the  University  of 
Innsbruck,  Austria,  in  1950.  He  emi- 
grated to  the  United  States  and  be- 
came a member  of  our  Hudson 
County  component  and  of  the 
American  Medical  Association.  Dr. 
Nowakiwskyj  was  affiliated  with  St. 
Francis  Community  Health  Center, 
Jersey  City. 

Dr.  Hammell  P.  Shipps 

A retired  gynecologist,  Hammell 
Pierce  Shipps,  M.D.,  died  on  Septem- 
ber 30,  1986,  at  Zurbrugg  Memorial 
Hospital,  Riverside,  at  the  venerable 
age  of  86.  Dr.  Shipps  divided  his  re- 
tirement years  between  Moorestown 
and  Venice,  Florida  A native  of  New 
Jersey,  he  received  his  medical 
degree  from  Jefferson  Medical  Col- 
lege, Philadelphia,  in  1926.  Dr. 
Shipps  was  a member  of  our  Cam- 
den County  component  and  of  the 
American  Medical  Association.  He 
was  a Diplomate  in  obstetrics  and 
gynecology,  and  was  a Fellow  of  the 
American  College  of  Surgeons  and  of 
the  American  College  of  Obstetri- 
cians and  Gynecologists.  Dr.  Shipps 
had  been  affiliated  with  the  Cooper 
Medical  Center,  Camden,  and  Zur- 
brugg Memorial  Hospital.  He  had 
been  an  associate  professor  emeri- 
tus of  obstetrics  and  gynecology  at 
Jefferson  Medical  College.  In  1976, 
MSNJ  bestowed  on  Dr.  Shipps  its 
Golden  Merit  Award  in  recognition 
of  his  50  years  of  service  as  a phy- 
sician. 

Dr.  Erich  H.  W.  Simon 

Erich  Herman n-Wilhelm  Simon, 
M.D.,  a well-known  Trenton  neurolo- 
gist for  almost  25  years,  died  at 
home,  on  September  19,  1986,  at  the 
untimely  age  of  58.  Bom  in  Ger- 
many, Dr.  Simon  received  his  medi- 
cal degree  from  the  University  of 
Munster,  West  Germany,  in  1955, 
and  emigrated  to  the  United  States 
for  his  internship.  He  was  a Diplo- 
mate in  neurology,  and  was  a mem- 


ber of  our  Mercer  County  compo- 
nent and  of  the  American  Medical 
Association.  He  had  been  affiliated 
with  Mercer  Medical  Center,  St. 
Francis  Medical  Center,  Helene  Fuld 
Medical  Center,  and  Hamilton  Hos- 
pital, all  in  Trenton. 

Dr.  David  M.  Weeks 

We  just  have  been  informed  of  the 
death  of  David  Merrill  Weeks,  M.D., 
a retired  surgeon  from  Englewood. 
Bom  in  South  Bend,  Indiana,  in 
1903,  Dr.  Weeks  was  graduated  from 
the  University  of  Michigan  Medical 
School,  Ann  Arbor,  in  1927.  He  in- 
itially established  a practice  in  New 
York  City,  becoming  a member  of 
our  Bergen  County  component  in 
1967.  Dr.  Weeks  also  was  a member 
of  the  American  Medical  Associa- 
tion. He  was  a Diplomate  in  surgery, 
and  a Fellow  of  the  American  College 
of  Surgeons.  Prior  to  retirement,  he 
had  been  affiliated  with  Roosevelt 
Hospital  and  Bellevue  Hospital,  New 
York  City,  and  with  Bergen  Pines 
County  Hospital,  Paramus.  Dr. 
Weeks  was  assistant  clinical  profes- 
sor of  surgery  at  Columbia  Univer- 
sity’s College  of  Physicians  and  Sur- 
geons. In  1977,  he  was  a recipient  of 
MSNJ’s  Golden  Merit  Award,  honor- 
ing his  50  years  in  medicine. 

Dr.  Herman  W.  Wright 

A retired  practitioner  of  general 
medicine,  Herman  Wilder  Wright, 
M.D.,  died  on  Februaiy  18,  1986,  at 
the  advanced  age  of  84.  Dr.  Wright 
terminated  his  practice  in  Pitman 
ten  years  ago,  and  moved  to  Raleigh* 
North  Carolina  to  help  care  for  a son 
who  was  injured  seriously  in  a ski- 
ing accident.  He  had  been  a member 
of  our  Gloucester  County  compo- 
nent and  of  the  American  Medical 
Association.  Dr.  Wright  was  gradu- 
ated from  Jefferson  Medical  College, 
Philadelphia  in  1930.  During  World 
War  II,  he  served  in  the  medical 
corps  of  the  United  States  Air  Force, 
attaining  the  rank  of  major.  In  1980, 
Dr.  Wright  received  MSNJ’s  Golden 
Merit  Award,  in  honor  of  his  50th 
anniversary  as  a physician. 
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Resident  Association 
of  the 

Medical  Society  of  New  Jersey 
presents 

PREP  FOR  PRACTICE 

A PRACTICAL  MANAGEMENT  SEMINAR  FOR  RESIDENTS 
WEDNESDAY,  MARCH  11,  1987 
8:30  AM.-4.-00  P.M. 
at  the  Executive  Offices  of  the 
MEDICAL  SOCIETY  OF  NEW  JERSEY 
Lawrenceville,  New  Jersey  08648 


MORNING  PROGRAM 


AFTERNOON  PROGRAM 


8:30-8:45 

8:45-9:15 


9:15-9:30 

9:30-10:15 


10:15-10:30 

10:30-11:00 


11:00-11:15 

11:15-12:00 

12:00-12:15 

12:15-1:00 


Introduction 

Business  Insurance 

• Types 

• How  Much  and  When 
Questions  and  Answers 
Personnel 

• What  You  Need 

• How  To  Find 

• Job  Descriptions 

• Performance  Reviews  and 
Salary  Reviews 

Questions  and  Answers 
Systems 

• Time  Management 

• Charts  and  Records 

• Phones 

• Billing,  Insurance,  and  Collection 

• Fees  • Medicare 
Questions  and  Answers 

Financial  Management 

Questions  and  Answers 
Luncheon 


1:00-1:45 


1:45-2:00 

2:00-3:00 


3:15-3:45 


3:45-4:00 

4:00 


Search  for  Right  Opportunity 

• How  the  Changing  Complexion  of 
Health  Care  Will  Affect  You 

• Professional  Consideration  in 
Selecting  a Site 

• Personal  Considerations 

• Financial  Considerations 
Questions  and  Answers 
Types  of  Practice 

• Solo 

• Partnership 

• Group 

• HMOs 

Physical  Facilities 

• Space  Requirements 

• Floor  Plans 

• Patient  and  Work  Flow 
Questions  and  Answers 
Adjournment 


FACULTY 

David  Schiller,  J.D.  Patricia  Salmon  Margaret  Turner 

Health  Care  Consulting,  Inc.  Health  Care  Consulting,  Inc.  Medical  Inter-Insurance  Exchange 

The  Presenters  are  affiliated  with  Health  Care  Group,  a nationally  recognized  firm  dedicated  to  advise 
and  assist  health  care  professionals  in  all  aspects  of  managing  their  practices  and  the  Medical  Inter- 
Insurance  Exchange  of  New  Jersey,  the  physician-owned  professional  liability  insurance  company. 


REGISTRATION 

Registration  is  limited  to  35  residents  or  spouses  with  preference 
given  to  those  in  their  last  year  of  residency. 

PLEASE  RESPOND  NO  LATER  THAN  MARCH  4,  1987 


MEMBER  OF  MSNJ  RESIDENT  ASSOCIATION  $25.00 

SPOUSE  $25.00 

NONMEMBER  OF  MSNJ  RESIDENT  ASSOCIATION  $50.00 

SPOUSE  $50.00 

PLEASE  INDICATE  IF  LAST  YEAR  RESIDENT 


DETACH  AND  MAIL  TO:  PREP  FOR  PRACTICE,  MSNJ,  TWO  PRINCESS  RD., 
LAWRENCEVILLE,  NJ  08648 


Enclosed  is  my  check  for 

NAME  (PLEASE  PRINT)  _ 

ADDRESS 

PHONE  # 


payable  to  Medical  Society  of  New  Jersey 


Interest? 
Solo 


Group 


A Confirmation  will  be  sent  to  you  along  with  directions  to  MSNJ 
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Americana  Host  Farm  Resort 

HOUSING  APPLICATION 
221st  ANNUAL  MEETING 
THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

THURSDAY,  APRIL  30,  TO  SUNDAY,  MAY  3,  1987 


THE  FOLLOWING  ARE  ALL-INCLUSIVE  PACKAGE  PLANS  BASED  ON 
MODIFIED  AMERICAN  PLAN,  INCLUDING  DINNER  AND  BREAKFAST 
DAILY  STARTING  WITH  DINNER  ON  THE  DAY  OF  ARRIVAL,  THE  SAT- 
URDAY NIGHT  BANQUET,  LIVE  CABARET  SHOWS  EACH  EVENING 
FEATURING  A DIFFERENT  SHOW  EVERY  NIGHT,  STATE  SALES  TAX, 
AND  ALL  GRATUITIES  COVERING  BELLMEN  FOR  IN/OUT  LUGGAGE 
SERVICE,  CHAMBERMAIDS,  AND  ALL  MEAL  SERVICE  AS  OUTLINED: 


FOUR-NIGHT  PACKAGE 

$441.00  PER  PERSON,  SINGLE  OCCUPANCY 
$326.85  PER  PERSON,  DOUBLE  OCCUPANCY 
$144.00  PER  CHILD  SHARING  A ROOM  WITH  PARENTS 

THREE-NIGHT  PACKAGE 

$345.00  PER  PERSON,  SINGLE  OCCUPANCY 
$255.00  PER  PERSON,  DOUBLE  OCCUPANCY 
$108.00  PER  CHILD  SHARING  A ROOM  WITH  PARENTS 

TWO-NIGHT  PACKAGE 

$249.00  PER  PERSON,  SINGLE  OCCUPANCY 
$183.65  PER  PERSON,  DOUBLE  OCCUPANCY 
$ 72.00  PER  CHILD  SHARING  A ROOM  WITH  PARENTS 


• Forms  received  after  April  1,  198 
will  be  confirmed  on  an  “if  available 
basis. 

• Fill  out  only  one  form  for  each  rooi 
required. 

• DEPOSIT  OF  $100  PER  ROO 
MUST  ACCOMPANY  FORM 
CONFIRM  RESERVATIONS. 

• Please  make  check  payable  to  HOS 
FARM.  Major  credit  cards  accepte 
at  hotel,  but  not  for  deposit. 

• Hotel  confirmation  is  required 
check-in. 

• Send  form  and  deposit  to: 

Host  Reservations 
2300  Lincoln  Highway  East 
Lancaster,  PA  17602 
717-299-5500 


CHECK  TYPE  OF  ROOM  REQUIRED: 


□ SINGLE  OCCUPANCY 


□ DOUBLE  OCCUPANCY 


PLEASE  NOTE:  Number  of  persons  attending  the  Inaugural  Dinner-Dance  honoring  President-Elect  and  Mrs.  Harr 
M.  Carnes  on  Saturday,  May  2,  1987 


PLEASE  PRINT  OR  TYPE  THE  FOLLOWING  INFORMATION: 


NAME: 


NO.  of  CHILDREN: 


SHARING  ROOM  WITH: 


CHILDREN’S  AGES: 


ADDRESS: 

CITY: STATE: ZIP: 

BUSINESS  PHONE  NO HOME  PHONE  NO 

CHECK  IF  OFFICIAL  DELEGATE  □ COUNTY:  

ARRIVAL  DATE  DAY 


DEPARTURE  DATE 


CHECK-IN:  AFTER  4 PM 
CHECK-OUT:  BY  12  NOON 


MEDICAL  SOCIETY  OF  NEW  JERSEY— 221st  ANNUAL  MEETING 


#132 

1 56  NEW  JERSEY  MEDICINE 


Author  Information 


New  Jersey  Medicine  is  the 
official  organ  of  the 
Medical  Society  of  New 
Jersey.  The  goals  are 
educational  and 
informational.  All  material 
published  in  New  Jersey 
Medicine  is  copyrighted  by 
MSNJ. 


CONTENT 

The  educational  content  of  each 
issue  appears  as  scientific  articles, 
based  on  research,  original  concepts 
relative  to  epidemiology  of  disease, 
and  treatment  methodology;  case  re- 
ports based  on  unusual  clinical  ex- 
periences; review  articles;  clinical 
notes,  succinct  items  on  some 
aspect  or  new  observation  or  tech- 
nique of  a case  experience;  and 
special  articles,  which  include  evalu- 
ations, policy  and  position  papers, 
and  reviews  of  nonscientific  sub- 
jects. Other  topics  include  commen- 
taiy  (critical  narration);  medical  his- 
tory; therapeutic  drug  information; 
pediatric  briefs;  nutrition  update: 
and  an  opinion  column.  Editorials 
are  prepared  by  the  Editor  and  by 
guest  contributors  on  timely  and  rel- 
evant subjects;  editorials  are  the  re- 
sponsibility of  the  author.  The  Doc- 
tors’ Notebook  section  contains  or- 
ganizational, informational,  and  ad- 
ministrative items  from  MSNJ  and 
from  the  community.  Letters  to  the 
Editor  and  book  reviews  are  wel- 
come and  will  be  published  as  space 
permits.  The  principal  aim  in  the 
preparation  of  a contribution 
should  be  relevance  to  diagnosis  and 
treatment  and  to  education  of  pa- 
tients and  professionals.  Preference 
will  be  given  to  professional  authors 
from  New  Jersey  and  to  out-of-state 
lecturers  who  submit  a suitable 


manuscript  based  on  a presentation 
made  in  New  Jersey. 

ASSIGNMENT  OF  COPYRIGHT 

In  compliance  with  the  Copyright 
Revision  Act  of  1976  (effective  Janu- 
ary 1,  1978),  a transmittal  letter  or 
a separate  statement  accompanying 
material  offered  to  New  Jersey 
Medicine  must  contain  the  follow- 
ing language  and  must  be  signed  by 
all  authors; 

“In  consideration  of  New  Jersey 
Medicine  taking  action  in  reviewing 
and  editing  my  submission,  the 
author(s)  undersigned  hereby  trans- 
fers, assigns,  or  otherwise  conveys 
all  copyright  ownership  to  the  Medi- 
cal Society  of  New  Jersey,  in  the 
event  that  such  work  is  published  in 
New  Jersey  Medicine. 

SPECIFICATIONS 

Submit  two  manuscripts  that 
must  be  typewritten  and  double- 
spaced on  8V2"  by  11"  paper. 
Statistical  methods  used  in  articles 
should  be  identified.  Acknowl- 
edgements will  be  made  only  for 
specific  preparation  of  an  essential 
part  of  the  manuscript. 

Authors  are  asked  to  seek  clarity, 
accuracy,  and  originality;  attention 
to  details  of  grammar,  spelling,  and 
typing  are  important. 

The  title  page  should  include  the 
full  name,  degrees,  and  affiliations  of 
all  authors,  and  the  name  and  ad- 
dress of  the  author  to  whom  reprint 
requests  should  be  sent. 

The  author  should  submit  a 40- 
word  abstract  to  be  used  at  the  be- 
ginning of  the  article. 

Tables  must  be  typewritten  and 
double-spaced  on  separate  8V2"  by 
11"  sheets,  with  a title  and  number. 
Symbols  for  units  should  be  con- 
fined to  column  headings,  and  ab- 
breviations, properly  explained, 
should  be  kept  to  a minimum. 

Illustrations  should  be  pro- 
fessional quality,  black-and-white 
glossy  prints.  The  name  of  the 
author,  figure  number,  and  the  top 
of  the  figure  should  be  noted  on  a 
label  attached  to  the  back  of  each 
illustration.  Where  photographs  of 
patients  are  used,  the  subjects 
should  not  be  identifiable  or  publi- 
cation permission,  signed  by  the 
subject  or  responsible  person,  must 
be  included  with  the  photograph. 
Material  taken  from  other  publi- 
cations must  give  credit  to  the 


source;  written  permission  for  re- 
publication from  the  original  pub- 
lisher must  be  submitted.  The  cost 
of  color  photographs  must  be  borne 
by  the  author. 

Generic  names  should  be  used 
with  proprietary  names  indicated 
parenthetically  or  as  a footnote  with 
the  first  use  of  the  generic  name. 
Proprietary  names  of  devices  should 
be  indicated  by  the  registration  sym- 
bol— “ . 

The  summary  of  the  article  should 
not  exceed  250  words;  it  should  con- 
tain only  essential  facts. 

References  should  not  exceed  35 
citations  except  in  review  articles, 
and  should  be  cited  consecutively  in 
the  text  by  numbers  in  parentheses 
at  the  end  of  the  sentence.  The  refer- 
ence list  should  be  typewritten  and 
double-spaced  on  separate  8V2"  by 
11"  sheets  in  the  numerical  order  in 
which  they  are  first  cited  in  the  text. 
The  style  of  reference  is  that  of  Index 
Medicos: 

1.  Goldwyn  RM:  Subcutaneous 
mastectomy.  J Med  Soc  NJ 
74:1050-1052,  1977. 

2.  Dixon  WJ,  Massey  FJ:  Introduc- 
tion to  Statistical  Analysis.  New 
York,  NY,  McGraw-Hill.  1969,  pp. 
42-48. 

PUBLICATION  POLICY 

Receipt  of  each  manuscript  will  be 
acknowledged  and  a copy  delivered 
to  the  Editor  who  refers  the  paper  to 
one  or  more  members  of  the  Edi- 
torial Board.  The  final  decision  is  re- 
served for  the  Editor.  No  direct  con- 
tact between  the  reviewers  and  the 
authors  will  be  permitted,  but 
authors  will  be  informed  of  the  re- 
viewers’ comments.  The  publication 
lag  for  original  articles  may  be  six 
months  or  more.  Galley  proofs  will 
be  submitted  to  the  author  for  cor- 
rection of  typographical  errors. 

REPRINT  ORDERS 

Reprints  may  be  ordered  after  the 
author  is  notified  that  the  article 
has  been  selected  for  a specific  issue 
of  New  Jersey  Medicine.  A check  for 
the  cost  of  reprints  including  re- 
make charge  if  order  is  received  after 
due  date  must  accompany  the  order. 

COMMUNICATIONS 

All  communications  should  be 
sent  to  the  Editor,  New  Jersey  Medi- 
cine, MSNJ,  2 Princess  Road,  Law- 
renceville,  NJ  08648. 
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‘ SELLING  PRACTICES 
IS  OUR  BUSINESS’’ 

Want  to  maximize  the  return  on  your  investment? 
Before  you  buy  or  sell,  call  for  an  appraisal  to  assure 
the  best  financial  and  transfer  terms.  We  guide  you 
through  the  entire  sales  process  from  initial  meeting  to 
closing.  Serving  NJ,  NY,  CT  & MA. 

Countrywide  Business  Brokerage,  !nc. 

319  East  24th  St.  Suite  23-G 
New  York,  N.Y.  10010 

(212)  686-7902  (617)  232-1075  (203)  869-3666 


PRESTIGIOUS  BERGEN  COUNTY 
RESIDENCE/OFFICE  SUITE 
in  GLEN  ROCK,  NJ 

Beautifully  expanded  split-level  home  in  CENTRAL  LOCATION 
on  well-travelled  road  features:  5 BR's,  large  MBR  suite,  2 Vi 
baths,  LR,  FDR,  large  family  room,  modern  EIK,  central  air  and 
many  extras. 

OFFICE:  Separate  entrance,  foyer,  waiting  room,  reception 
area,  2 exam  rooms,  dark  room  lab,  Vi  bath,  separate  heat 
and  central  air.  $339,900 

CONTACT:  Bob  Gordon— WEICHERT  REALTORS— 

229  Rock  Rd„  Glen  Rock,  NJ  07452  (201)  796-5488 


$10,000  A YEAR 


FULLY  EQUIPPED  • FULLY  FURNISHED  • FULLY  STAFFED 
NO  CAPITAL  INVESTMENT 


□ Medical  suite:  exam  & 
consultation  rooms 

□ Appointment  scheduling 

□ Reception  services 

□ Office  supplies 

□ Correspondence 

□ Cleaning/laundry 


□ 24-hour  answering 
service 

□ Stationary/announce- 
ments/postage 

□ Utilities 

□ On-site  laboratory 
services 


MEDICAL  TIME  SHARING: 

AN  ATTRACTIVE  ECONOMICAL  ALTERNATIVE 


CALL  NOW 
FOR  PRIORITY 
SELECTION 

212-505-9000 


SIXTH  AVENUE 
MEDICAL 
SUITES 

Conveniently  located  at  \ 

412  Sixth  Avenue  (Bet.  8th  & 9th  Sts.) 

near  St.  Vincents,  Cabrini,  & Beth  Israel  Hospitals. 


SOMERSET  MEDICAL  COMMONS 
UNITS  FOR  SALE 


New  medical  condominium  offices  in  Bridgewater 
Twp.;  Ideal  location:  walking  distance  to  SOMER- 
SET MEDICAL  CENTER.  This  project  consists  of 
16  separate  suites  which  are  CUSTOM  BUILT 
AND  DESIGNED  for  individual  needs  from  1200 
sq.  ft.  A unique  State-of-the-Art  facility;  join  the 
growing  list  of  M.D.’s. 

Occupancy:  90-120  Days 

Tremendous  Growth  Area  and  Potential 

Call  now  for  brochure  and  inspection  . . . 

201-722-8184 

SOMERSET  COUNTY;  CENTRAL  N.J. 


YOU’LL  BE  PROUD 
TO  CALL  IT  HOME! 


Center  Hall  Colonial  Townhouse  end  unit  in  very  desirable 
community  in  Freehold.  Three  Bedrooms  and  2 1/2  Baths 
plus  full  Finished  Basement.  Sunken  Living  Room  with 
Brick  Fireplace.  Plush  carpeting  throughout.  New  Solid 
Vinyl  tiles  in  Kitchen  and  Foyer. 

Remodeled  Kitchen  with  new  Appliances  and  Ceramic  Tile 
counter  tops  complements  newlv-designed  Dining  Room. 
Master  Bedroom  Suite  has  sitting  area  with  separate  shower 
and  large  walk-in  closet. 

Full  finished  Basement  with  solid  Oak  panelling  and  drop 
ceiling  with  recessed  lighting  make  up  an  Office  and  large 
Family  Room.  Plenty  of  storage  in  Basement  and  floored 
Attic  has  pull-down  steps.  Private  back  yard  has  built-in  gas 
BBQ  and  Cedar-covered  Shed. 

This  Home  is  ideal  for  the  Professional  looking  for  Move- 
In  convenience.  Easily  accessible  to  all  Central  Jersey  Hos- 
pitals and  Major  Highways. 

FOR  SALE  BY  OWNER 
Asking  $165,500 
201-431-3864  Evenings 
Freehold 


j 
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NEW  JERSEY  MEDICINE 


NOW  LEASING  d centt0 

commercial  and res  tions  with  support  serv  5_1661 

Interiors  to  your  ««£*£,  Michael  Lewis  at  (609) 

Ownership  possibilities.  MEDICAL 

CENTER 
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Classified 

Advertisements 

Space  Use  For 
Members  Only 

Copy  deadline:  5th  of 
preceding  month;  Payment 
in  advance;  $5.00 first  25 
words,  1 0$  each  additional. 
Count  as  one  word  all  single 
words,  two  initials  of  name, 
each  abbreviation,  isolated 
numbers,  groups  of 
numbers,  hyphenated 
words.  Count  name  and 
address  as  five  words, 
telephone  number  as  one 
word.  Box  No.  000, 

NEW  JERSEY  MEDICINE 
as  five  words. 


ASSOCIATE — Family  Practice/Intemal 
Medicine,  growing  practice.  Central  NJ. 
Board  Eligible/Board  Certified.  Phys- 
icians completing  residency  in  1987  may 
apply.  Send  resume  and  salary  require- 
ments to  Box  No.  212,  NEW  JERSEY 
MEDICINE. 

OPHTHALMOLOGIST-Seeks  group  or 
private  position  in  New  Jersey.  Age  32, 
well  trained  and  very  ambitious.  Write 
Box  No.  226,  NEW  JERSEY  MEDICINE. 

PULMONARY  INTERNIST— Seeking 
hospital  based  group  or  solo  practice  in 
South  Jersey-Philadelphia  area  Board 
eligible,  age  31,  completing  university 
program,  June  1987.  Fully  trained  in 
consultations,  bronchoscopy,  ICU, 
pulmonaiy  rehabilitation  and  PFTs.  Mail 
responses  to  Box  223,  NEW  JERSEY 
MEDICINE. 

NEEDED  FAMILY  PHYSICIAN— For 

Family  Practice  Group  of  three  in  Flem- 
ington,  NJ.  No  obstetrics;  automatic  cov- 
erage, excellent  hospital  with  Family 
Practice  Residency,  three  minutes  away, 
generous  salaiy,  vacation  benefits.  Please 
send  Curriculum  Vitae  to  Doctors  Doyle, 
Madonia  and  Manchen,  The  Flemington 
Medical  Group,  6 North  Main  Street, 
Flemington,  NJ  08822. 


NEEDED  PHYSICIANS— For  successful 
well  known  walk-in  medical  office  center 
in  central  NJ.  Full  and  part-time.  Skilled 
and  personable  American  trained  MDs 
send  CV  to  E.V.  McGinley,  MD,  1005  N. 
Washington  Avenue,  Green  Brook,  NJ 
08812,  201-968-8900. 


WEIGHT  LOSS  TUTORIAL— How  to  or- 
ganize an  uncomplicated,  effective,  econ- 
omical weight  loss  program  in  your  office 
practice.  No  fee.  Contact  Allan  Lazar,  MD, 
420  Grant  Avenue,  Englewood,  NJ  07631 
or  call  201-568-3742. 


EQUIPMENT  FOR  SALE— Burdick  EK-8 
EKG  machine  with  stand,  $1,750;  Ritter 
exam  table,  $750.  Both  almost  new.  Call 
Dr.  David,  609-354-0228  evenings  and 
weekends. 

EQUIPMENT  FOR  SALE— Lunar  dual 
photon  densitometer  for  hip  and  spine. 
Purchased  10/1/86,  warranty  in  effect 
until  10/1/87.  Call  201-945-4075. 


EQUIPMENT  FOR  SALE — Texas  Instru- 
ment professional  computer  by  Medix 
and  General  Electric  Maxicon  100  MAx- 
ray  machine  with  urological  table.  Call 
201-482-7735  after  2:00  p.m. 

EQUIPMENT  NEEDED— Retiring?  Re- 
modeling? Have  used  equipment?  Young 
Family  Practitioner  is  looking  for  used 
equipment,  furniture,  etc.  If  interested, 
please  respond  to  Box  No.  225,  NEW  JER- 
SEY MEDICINE. 

PRACTICE  FOR  SALE — Burlington 
County.  Established  and  growing  Fam- 
ily/Intemal  Medicine  Practice.  Lab  on 
premises.  Good  location  and  terms. 
Owner  retiring  early  with  career  change. 
Reply  to  Box  No.  221,  NEW  JERSEY 
MEDICINE. 


PRACTICE  FOR  SALE— Jersey  Shore. 
Orthopedic  Surgeiy  (arthroscopic  knee, 
total  joints,  general  ortho),  very  high 
gross,  veiy  high  net.  Asking  one  year's 
gross— terms.  Will  introduce.  Reply  to 
Box  No.  224,  NEW  JERSEY  MEDICINE. 

FOR  SALE) — Professional  Office,  Union 
County.  Separate  street  level  entrance,  on 
professional  row,  in  private  home.  Was 
dental  office,  ideal  for  attorney,  MD  or 
any  specialty.  Retiring  due  to  disability. 
Write  Box  No.  218,  NEW  JERSEY  MEDI- 
CINE. 


OFFICE  FOR  RENT— West  New  York,  NJ. 
Excellent  location.  Population  center, 
doctor’s  row  on  60th  Street  $400  per 
month  for  1 or  2 days/week.  Spanish 
speaking  a plus.  201-868-0044. 


OFFICE  TO  SHARE)— Dover  area  conve- 
nient location,  excellent  for  psychiatrist, 
psychologist,  internist  or  others. 
Furnished,  available  immediately.  Please 
call  201-361-5458. 

OFFICE  TO  SHARE — Edison  area  in 
medical  building.  Available  immediately. 
Call  201-755-0550. 


OFFICE  TO  SUB-LEASE— Lakewood. 
Subspecialist  present  tenant  Furnished, 
available  two  days/week.  Lower  than  the 
lowest  rate.  Call  201-370-0202. 


OFFICE  SPACE — Ringwood,  45  minutes 
from  New  York  City.  Area  shows  rapid 
growth  with  highest  per  capita  income  in 
county.  New  office  development  with 
rural  setting,  mountain  views.  Ringwood 
Commons.  Call  201-962-7737. 

OFFICE  FOR  LE1ASE — South  Jersey, 
professional  suites  in  new  office  build- 
ing. Near  J.F.K.  Hospital,  Stratford 
Division.  Ample  parking,  reasonable  rent 
Area  is  affluent  and  growing  rapidly. 
Family  practitioners  and  specialists 
needed.  Call  609-227-2221. 

BEACHFRONT  CONDO— St.  Thomas, 
Virgin  Islands.  Cabrita  Point  beachfront 
condo  for  rent.  Bedroom,  kitchen,  living 
room;  sleeps  4,  2 full  baths,  $800  wk. 
Studio  w/kitchen  & bath,  sleeps  2; 
$450/wk.  New  community  with 
clubhouse,  pool,  tennis  on  beach  over- 
looking Red  Hook.  Call  201-228-1838  or 
201-628-7433. 

BEACHFRONT  CONDO— New  Jersey, 
Highrise,  top  floor,  2 bedrooms,  2 baths, 
Bay  view.  Twenty  miles  south  of  Atlantic 
City.  All  year  around  residential  and  new 
furniture.  Call  609-235-7278. 

VACATION  RENTAL— Akumal:  Las 
Celosias,  a snorkeler’s  paradise.  One 
hour,  Cancun.  3 bedrooms,  3 baths,  staff. 
Overlooks  lagoon.  Caribbean  white  sand 
beach,  accredited  diving  school.  Mayan 
ruins  near.  May-Oct.,  $800;  Nov. -Apr., 
$ 1 ,000  weekly.  Also  in  San  Cristobal  Las 
Casas,  Mexico,  El  Jacarandal,  enchant- 
ing guest  house  in  Chiapas  Mountains 
overlooking  Spanish  colonial  town.  In- 
dian villages,  markets,  fiestas.  Three  ex- 
cellent meals,  good  horses,  open  bar.  $85 
each  day.  Write  P.H.W./Walker,  3506 
Cragmont,  Dallas,  TX  75205. 
214-559-2054. 

REQUESTS /REPLIES  for  Classified 
Advertising— Send  to  NEW  JERSEY 
MEDICINE  Advertising  Office,  370 
Morris  Avenue,  Trenton,  NJ  08611; 
609-393-7196. 


160 


NEW  JERSEY  MEDICINE 


Sometimes  A Doctor  Needs  A Specialist  Too! 


PHYLLIS  KESSEL  ASSOCIATES,  New  Jersey’s  leading  public  relations/multi- 
media marketing  firm  for  the  medical  community,  announces  the  establishment  of  a 
Medical  Marketing  Division  that  will  exclusively  handle  the  special  needs  of  physicians. 

PHYLLIS  KESSEL  ASSOCIATES  has  been  providing  effective,  high  profile  public 
relations  and  marketing  for  more  than  100  of  your  colleagues  for  nearly  a decade.  We 
offer  an  impressive  record  of  achievement  as  evidenced  by  our  ever-growing  client  list. 

To  find  out  more  about  our  new  Medical  Marketing  Division,  write  or  call. 

The  Medical  Marketing  Division  of  PHYLLIS  KESSEL  ASSOCIATES  ....  because 
sometimes  a doctor  needs  a specialist  too! 


medical  marketing  — a division  of 

phytlis  kessd  associates 

780  WEST  PARK  AVENUE  • OAKHURST,  NJ  07755  • 201-531-7080 


REPRESENTATION  OF  PHYSICIANS 
BY  ATTORNEY/PHYSICIAN 

• Defense  of  physicians  in  Medical  Malpractice  matters  as  co- 
counsel where  the  demand  is  greater  than  the  coverage 

• Defense  of  physicians  before  the  Board  of  Medical  Exam- 
iners as  counsel  where  the  license  is  subject  to  suspension 
or  revocation 

• Defense  of  physicians  in  criminal  matters  as  co-counsel 
where  there  is  an  underlying  medical  issue 

• Former  judge  of  the  Newark  Municipal  Court 

• Admitted  to  practice  before  the  State  and  Federal  Courts 
of  New  Jersey  and  New  York 

R.  Martin  Oliveras,  Esq.,  J.D.-M.D. 

5 Commerce  Street,  4th  Floor 
Newark,  N.J.  07102  (201)  622-1881 


Kirwan  Financial  Group , Inc. 

Financial  Planners,  Personal  and  Professional 

Kirwan  Financial  Advisory , Inc. 

Registered  Investment  Advisors 

Authorized  Representatives  of  the 
Medical  Society  of  New  Jersey 
For  Section  419  Benefits  Plan 

Investments,  Pensions,  Life  and  Health,  Shelters 

609-778-4388  215-750-7616  c 
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EMERGENCY  MEDICINE  POSITIONS 

Full/part  time  emergency  medicine  physicians 
sought  by  multi-state  professional  association. 
Openings  in  metropolitan  NY,  NJ,  PA,  MD,  DC,  FL 
and  throughout  U.S. 

Contact  or  send  CV  to: 

Liberty  Healthcare  Corporation 
399  Market  Street 
Suite  400 

Philadelphia,  PA  19106 

(215)  592-7400  or  outside  PA  (800)  331-7122 


Family  Practice  For  Sale 

Active  and  growing  solo  practice.  Philadelphia 
area.  Established  30  years.  Excellent  opportunity, 
six  figure  gross.  Home/Office  combination  or  ren- 
tal income  potential. 

For  details:  Professional  Practice  Consulting, 
997  Old  Eagle  School  Road,  #202,  Wayne,  PA 
19087.  Call:  (215)  687-4013 
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SEEKING  A 

LABORATORY  DIRECTOR? 

Ph.D.,  New  Jersey  Board  Licensed  Medical  Labora- 
tory Director  with  several  years  laboratory  and  man- 
agement experience  seeks  a position  as  a director 
or  consultant  in  a new  or  existing  laboratory  in  a 
multi-specialty  group  practice,  ambulatory  care 
center,  hospital  or  other  diagnostic  laboratory.  Also, 
Board  Eligible  in  Medical  Laboratory  Immunology 
and  Microbiology.  Forward  inquiries  to  1 Roseland 
Place,  North  Brunswick,  N.J.  08902  or  call  (201) 
937-7708. 


ORTHOPAEDIC  SURGEON, 
JERSEY  SHORE 

Established  5 man  group  practice  looking  for  Board 
Eligible  orthopaedic  surgeon.  Competitive  salary 
and  excellent  fringe  benefits  with  potential  for  part- 
nership. Send  curriculum  vitae  to:  P.O.  Box  816, 
Toms  River,  New  Jersey,  08753.  Or  call:  Mr.  Brown, 
Personnel  Manager,  Office  (201)  349-8454  or  Home 
(201)  270-6520. 


PRACTICE  WANTED 

Internist  seeks  to  purchase  an  established  prac- 
tice in  Bergen,  Essex  or  Hanover  County,  New 
Jersey.  Able  to  assume  practice  immediately. 
Write  Box  No.  208,  NEW  JERSEY  MEDICINE. 


PRIMARY  CARE  PHYSICIANS 

Multi-state  practice  association  seeks  BE/BC  primary 
care  physicians  for  unique  opportunities  in  PA,  NJ,  New 
England,  MD,  FL,  and  other  areas  of  the  U.S.  Most 
positions  offer  Monday-Friday  8 AM  to  5 PM  schedules 
with  up  to  five  weeks  paid  time  off.  Paid  malpractice. 
Contact  or  send  CV  to: 

Liberty  Healthcare  Corporation 
399  Market  Street 
Suite  400 

Philadelphia,  PA  19106 

(215)  592-7400  or  outside  PA  (800)  331-7122 


MEDICAL  PRACTICE 
SALES  AND  APPRAISALS 

We  specialize  in  the  valuation  and  selling  of 
medical  practices.  Listed  are  a few  available  prac- 
tices: 

ALLERGY— Philadelphia  (2)  and  Kansas 
DERMATOLOGY— Pennsylvania  and  Kansas 
FAMILY  PRACTICE— Ohio,  New  Jersey, 
Virginia  and  Delaware 

INTERNAL  MEDICINE— Pennsylvania, 
Maryland  and  Arizona 
OPHTHALMOLOGY— Illinois 
PEDIATRICS— Pennsylvania 
RADIOLOGY— Pennsylvania  (2) 

UROLOGY— Arkansas 

If  interested  in  buying  or  selling  a medical 
practice,  contact  our  Brokerage  Division  at: 

HEALTH  CARE 
PERSONNEL  CONSULTING 

400  GSB  Building 
Bala  Cynwyd,  PA  19004 
or  cal! 

215-667-8630 
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RHEUMATOLOGIST 

JERSEY  SHORE 

Established,  progressive,  four  person  orthopedic 
practice  is  seeking  a forward  thinking 
Rheumatologist,  Board  Certified  or  Board 
Eligible,  to  associate  with  a group  setting,  unique 
in  its  volume  and  scope. 

Family  community  on  the  Jersey  Shore,  centrally 
located  with  easy  access  to  both  New  York  City 
and  Philadelphia. 

Unique  opportunity  for  the  physician  who  wants 
to  reap  the  professional,  emotional  and  financial 
rewards  which  hard  work  and  dedication  bring. 
Exceptional  compensation  package  with  many 
options. 


Send  Curriculum  Vitae  and  inquiries  to: 
P.O.  Box  332 

West  Long  Branch,  NJ  07764 


NEW  JERSEY  MEDICINE 


jNEW  JERSEY 

A1ED1CINE 

THE  JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY  MARCH  1987 


19  18 


19  19 


E.  & W.  BLAHKSIEEN 

E.  & W@  BLANKSTEEN  AGENCY,  INC 

ADMIN1ST1ATOMS 

THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

ENDORSED  FLAMS  OF: 

LONG-TERM  INCOME  PROTECTION  PLAN 
MAJOR  MEDICAL 
OVERHEAD  EXPENSE 
HOSPITAL-MONEY 
HIGH  LIMIT  ACCIDENT 
TERM  LIFE 
KEOGH 

★ ★ ★ 

ALSO  AVAILABLE  ASSE 
NOM-GMOGP  PROGRAMS  OF: 

HOMEOWNER’S 
OFFICE  PACKAGE 
LIFE 
IRA 

PENSION 

75  Moeftgomeiry  Street 

Jersey  City,  N.J0  07302 

(20 1 ) 333=4340  1 ^(800)  BLANK  AG 


DOCTOR 

DRUG 

DISPENSING 


w 6 *. 


Greater  convenience  & 
savings  for  patients 

■ More  effective  patient  treatment 

■ A new  profit  center.  . . no  additional  overhead 

■ Computerized  labeling,  inventory  and  ordering 

For  more  information  please  call  or  write: 

DOCTORS’  Rx 
145  Algonquin  Parkway 
Whippany,  NJ  07981 


(201)  428-1117 


We 

Make 

House 

Calls 


Experience  MERCEDES-BENZ,  at  home,  at  your  office,  at 
your  convenience.  Give  your  undivided  attention  to  the 
performance,  the  comfort  and  the  prestige  of  a Mercedes- 
Benz  Motorcar,  in  your  own  familiar  environment. 

An  experienced  sales  consultant  will  bring  a Mercedes  to 
you,  in  a location  convenient  to  you.  We  will  introduce  you 
to  the  level  of  service  and  satisfaction  that  begins  with  own- 
ing or  leasing  a Mercedes-Benz  automobile  from 

Ray  Catena  Motor  Car  Corporation.  Phone  (201)  549-6600, 
well  come  to  you. 


Ray  Catena 

Motor  Car  Corporation 

910  U.S.  Elighway,  Route  1, 

Edison,  New  Jersey  08817 
(201)  549-6600 


MERCEDES-BENZ  MOTOR  CARS  ARE  ENGINEERED  LIKE 
NO  OTHER  CAR  IN  THE  WORLD. 


' 

Dx:  recurrent  herpes  labialis 


L 


/V  a,  . „ 


“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPEGIN-L  appears  to  actually  prevent  the 
blisters  . 4 used  soon  enough.”  DOS,  MN 


m m 


“HERPECIN-L:  . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


HeRpecin- 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  New  Jersey  HERPECIN-L  is  available  at  all  Brooks,  CVS, 
Pathmark,  RiteAid  and  Thrift  and  other  select  pharmacies. 
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ED  ORIGINAL 

to  be  sure  your  patients  get... 

Tylenol 

^ACETAMINOPHEN 

with  codeine 

phosphate 

TABLETS©  ELIXIR© 


> McNEILAB,  INC.,  1987 


Tablets:  Contain  Codeine  Phosphate*:  No.  3—30  mg; 

No.  4—60  mg  — plus  Acetaminophen  300  mg. 

Elixir:  Each  5 mL  contains  12  mg  Codeine  Phosphate*  plus 
120  mg  Acetaminophen  (Alcohol  7%). 

‘Warning:  May  be  habit  forming. 
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gins on  page  173.  Cover  design  by 
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rhre  your  angina  patients 
vhat  they're  missing ... 


/’AMMTfek. 


CARDIZEM:  FEW  SIDE  EFFECTS 

liltiazem  HCI/Marion 

Antianginal  action  includes  dilatation  of 
coronary  arteries,  a decrease  in  vascular  resis- 
tance/afterload, and  a reduction  in  heart  rate 


Proven  efficacy  when  used  alone  in  angina ' 

Compatible  with  otherantianginals2  3 

A safe  choice  for  angina  patients  with  coexisting 
hypertension i,  asthma,  COPD,  or  PVD4  5 

See  Warnings  and  Precautions. 

Please  see  brief  summary  of  prescribing  informafion  on  the  next  page . 


CARDIZEM  few  side  effects 

diltiazem  HCI/Marion  IN  ANTUUKIMAl  THERAPY 

60  mg  tid  or  qid 


Brief  Summary 

Professional  Use  Information 

CARDIZEM" 

(diltiazem  HCI)  30  mg  and  60  mg  Tablets 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick 
sinus  syndrome  except  in  It w presence  of  a functioning 
ventricular  pacemaker,  (2)  patients  with  second-  or 
third-degree  A\f  block  except  in  the  presence  of  a func- 
tioning ventricular  pacemaker,  and  (3)  patients  with 
hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node 
refractory  periods  without  significantly  prolonging 
sinus  node  recovery  time,  except  in  patients  with 
sick  sinus  syndrome.  This  effect  may  rarely  result 
in  abnormally  slow  heart  rates  ( particularly  in 
patients  with  sick  sinus  syndrome)  or  second-  or 
third-degree  AV  block  (six  of  1,243  patients  for 
0.48%).  Concomitant  use  of  diltiazem  with 
beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with 
Prinzmetal's  angina  developed  periods  of  asystole 
(2  to  5 seconds)  after  a single  dose  of  60  mg  of 
diltiazem. 

2.  Congestive  Heart  Failure.  Although  diltiazem  has 
a negative  inotropic  effect  in  isolated  animal  tissue 
preparations,  hemodynamic  studies  in  humans 
with  normal  ventricular  function  have  not  shown  a 
reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt). 

Experience  with  the  use  of  CARDIZEM 
alone  or  in  combination  with  beta-blockers  in 
patients  with  impaired  ventricular  function  is  very 
limited.  Caution  should  be  exercised  when  using 
the  drug  in  such  patients. 

3 Hypotension.  Decreases  in  blood  pressure  asso- 
ciated with  CARDIZEM  therapy  may  occasionally 
result  in  symptomatic  hypotension 

4 Acute  Hepatic  Injury.  In  rare  instances,  significant 
elevations  in  enzymes  such  as  alkaline  phospha- 
tase, CPK,  LDH,  SGOT,  SGPT,  and  other  symptoms 
consistent  with  acute  hepcfic  injury  have  been 
noted  These  reactions  have  oeen  reversible  upon 
discontinuation  of  drug  therapy  The  relationship  to 
CARDIZEM  is  uncertain  in  most  cases,  but  prob- 
able in  some  (See  PRECAUTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is 
extensively  metabolized  by  the  liver  and  excreted  by  the 
kidneys  and  in  bile.  As  with  any  new  drug  given  over 
prolonged  periods,  laboratory  parameters  should  be 
monitored  at  regular  intervals  The  drug  should  be  used 
with  caution  in  patients  with  impaired  renal  or  hepatic 


function.  In  subacute  and  chronic  dog  and  rat  studies 
designed  to  produce  toxicity,  high  doses  of  diltiazem 
were  associated  with  hepatic  damage  In  special 
subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes 
in  the  liver  which  were  reversible  when  the  drug  was 
discontinued  In  dogs,  doses  of  20  mg/kg  were  also 
associated  with  hepatic  changes,  however,  these 
changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that 
there  may  be  additive  effects  in  prolonging  AV  conduction 
when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM  (See  WARNINGS.) 

Controlled  and  unconkolled  domestic  studies  suggest 
that  concomitant  use  of  CARDIZEM  and  beta-blockers  or 
digitalis  is  usually  well  tolerated.  Available  data  are  not 
sufficient,  however,  to  predict  the  effects  of  concomitant 
treatment,  particularly  in  patients  with  left  ventricular 
dysfunction  or  cardiac  conduction  abnormalities.  In 
healthy  volunteers,  diltiazem  has  been  shown  to  increase 
serum  digoxin  levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility.  A 24-month  study  in  rats  and  a 21 -month  study 
in  mice  showed  no  evidence  of  carcinogenicity.  There 
was  also  no  mutagenic  response  in  in  vitro  bacterial 
tests.  No  intrinsic  effect  on  fertility  was  observed  in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have 
been  conducted  in  mice,  rats,  and  rabbits.  Administration 
at  doses  ranging  from  five  to  ten  times  greater  (on  a 
mg/kg  basis)  than  the  daily  recommended  therapeutic 
dose  has  resulted  in  embryo  and  fetal  lethality.  These 
doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies, 
there  was  some  reduction  in  early  individual  pup  weights 
and  survival  rates.  There  was  an  increased  incidence  of 
stillbirths  at  doses  of  20  times  the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant 
women,  therefore,  use  CARDIZEM  in  pregnant  women 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus 

Nursing  Mothers.  Diltiazem  is  excreted  in  human 
milk  One  report  suggests  that  concentrations  in  breast 
milk  may  approximate  serum  levels  If  use  of  CARDIZEM 
is  deemed  essential,  an  alternative  method  of  infant 
feeding  should  be  instituted 

Pediatric  Use.  Safety  and  effectiveness  in  children 
have  not  been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies 
carried  out  to  date,  but  it  should  be  recognized  that 
patients  with  impaired  ventricular  function  and  cardiac 
conduction  abnormalities  have  usually  been  excluded. 

In  domestic  placebo-controlled  trials,  the  incidence  of 
adverse  reactions  reported  during  CARDIZEM  therapy  was 
not  greater  than  that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in 
clinical  studies  which  can  be  at  least  reasonably  asso- 


ciated with  the  pharmacology  of  calcium  influx  inhibition. 

In  many  cases,  the  relationship  to  CARDIZEM  has  not 
been  established.  The  most  common  occurrences  as  well 
as  their  frequency  of  presentation  are:  edema  (2.4%), 
headache  (2. 1 %),  nausea  (1.9%),  dizziness  (1.5%), 
rash  (1.3%),  asthenia  (12%).  In  addition,  the  following  . 
events  were  reported  infrequently  (less  than  1 %). 

Angina,  arrhythmia,  AV  block  (first 
degree),  AV  block  (second  or  third 
degree  — see  conduction  warning),  \ 
bradycardia,  congestive  heart 
failure,  flushing,  hypotension,  palpi- 
tations, syncope 

Amnesia,  gait  abnormality,  halluci-  \ 
nations,  insomnia,  nervousness, 
paresthesia,  personality  change, 
somnolence,  tinnitus,  tremor. 
Anorexia,  constipation,  diarrhea, 
dysgeusia,  dyspepsia,  mild 
elevations  of  alkaline  phosphatase, 
SGOT,  SGPT,  and  LDH  (see  hepatic 
warnings),  vomiting,  weight 
increase. 

Petechiae,  pruritus,  photosensitivity, 
urticaria. 

Amblyopia,  dyspnea,  epistaxis,  eye 
irritation,  hyperglycemia,  nasal 
congestion,  nocturia,  osteoarticular  \ 
pain,  polyuria,  sexual  difficulties 
The  following  postmarketing  events  have  been 
reported  infrequently  in  patients  receiving  CARDIZEM: 
alopecia,  gingival  hyperplasia,  erythema  multiforme,  and 
leukopenia  However,  a definitive  cause  and  effect 
between  these  events  and  CARDIZEM  therapy  is  yet  to  be 
established.  Issued  7/86' 

See  complete  Professional  Use  Information  before 
prescribing 
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PROFESSIONAL  LIABILITY 

Commentary* 


INDIANA  COURT  LIMITS  STANDARD  OF  CARE 

In  an  era  in  which  specialty  training  has  become 
standard  and  subspecialty  training  is  common,  there 
is  bound  to  be  some  degree  of  clinical  overlap  in  the 
different  practices.  From  a legal  perspective,  this  poses 
problems  in  deciding  to  which  standard  of  care  a phy- 
sician should  be  held,  as  a recent  Indiana  appellate 
decision  illustrates. 

On  July  4,  1980,  a patient  went  to  the  emergency 
room  of  a community  hospital  complaining  of  right 
lower  abdominal  pain,  nausea,  and  a missed  menstrual 
period.  Earlier  that  day  her  physician  had  drawn  blood 
for  testing  to  determine  if  she  was  pregnant.  The  gen- 
eral surgeon  on  call  examined  her  in  the  emergency 
room.  Among  other  things,  he  ordered  two  urine  tests 
for  pregnancy,  one  of  which  was  positive.  On  the  basis 
of  the  history  and  examination  the  physician  admitted 
the  patient  for  observation,  noting  an  ectopic  preg- 
nancy was  possible.  He  treated  her  with  antibiotics  for 
possible  recurrent  pelvic  inflammatory  disease. 

The  next  day,  the  pregnancy  confirmed  by  the  more 
sensitive  blood  test,  the  physician  ordered  an  ultra- 
sound test;  that  study  had  “little  diagnostic  value." 
Meanwhile,  the  patient  had  “rapidly  improved."  On 
July  17  at  her  request,  the  physician  discharged  the 
patient,  still  warning  her  that  she  might  have  an  ec- 
topic pregnancy.  He  also  informed  her  family  physi- 
cian. On  August  8,  the  patient  went  to  a third  phy- 
sician—an  obstetrician-gynecologist— again  complain- 
ing of  pain  and  bleeding.  He  took  her  to  surgery  and 
removed  a ruptured  ectopic  pregnancy.  The  patient 
sued  the  general  surgeon.  The  jury  found  in  favor  of 
the  defendant,  and  the  plaintiff  appealed. 

The  key  issue  on  appeal  was  whether  the  court  had 
erred  in  refusing  certain  of  the  plaintiffs  jury  instruc- 
tions or  in  permitting  testimony  by  an  expert  witness. 


As  to  the  jury  instructions,  the  plaintiff  argued  that 
because  the  physician  agreed  to  treat  her  for  an  ob- 
vious gynecological  problem,  he  should  be  held  to  the 
standard  of  care  of  a gynecological  surgeon,  a position 
the  judge  refused  to  adopt. 

Noting  that  the  physician  “at  all  times  held  himself 
out  as  a general  surgeon,  and  that  the  patient  was  not 
referred  to  nor  was  she  seeking  any  particular  special- 
ist," the  appellate  court  rejected  her  claim.  Speaking 
directly  to  her  view  of  the  appropriate  standard,  the 
high  court  approved  language  from  another  case  that 
argued:  “The  mere  fact  that  two  specialists  may  treat 
the  same  symptoms  or  perform  the  same  operation 
does  not  imply  that  a physician’s  conduct  will  no 
longer  be  tested  by  the  standards  of  his  own  school  or 
specialty.” 

As  for  the  argument  that  expert  testimony  had  been 
admitted  erroneously,  the  appellate  court  noted  that 
the  testimony  in  question  was  that  of  an  obstetrician- 
gynecologist  who  had  sat  on  a statutorily  required 
medical  review  panel.  The  statute  permits  any  licensed 
physician  to  help  resolve  whether  the  evidence  sup- 
ports the  conclusion  that  a standard  of  care  was 
breached.  The  physician  was  reporting  on  the  panel’s 
findings.  The  fact  that  he  was  a different  specialty, 
therefore,  was  not  an  issue. 

The  message  in  this  case  is  that  specialists  should 
not  be  subjected  to  a different  standard  of  care  simply 
because  they  stray  into  clinical  areas  that  overlap 
those  of  other  specialists.  ( Medical  Liability  Monitor, 
Vol.  11,  No.  11,  November  24,  1986). 

REPORT  ON  PROFESSIONAL  LIABILITY 

The  General  Accounting  Office  (GAO)  of  the  United 
States  has  published  its  second  report  on  professional 
liability:  Medical  Malpractice  Insurance:  Insurance 
Costs  Increased  but  Varied  among  Physicians  and 
Hospitals.  The  report,  which  contains  no  policy  rec- 
ommendations, supplements  existing  information  on 
the  cost  of  professional  liability  coverage  for  both  phy- 
sicians and  hospitals  with  data  gathered  through  the 
following  methods: 

• In  each  of  the  50  states  and  the  District  of  Co- 
lumbia, GAO  identified  an  insurer  that  was  the  leading 
provider  of  professional  liability  coverage  to  physi- 
cians. Each  of  these  insurers  then  was  asked  to  pro- 
vide premium  quotations  as  of  July  1,  1985,  for  the 
prevailing  form  of  coverage  in  seven  specialties:  family 
practice,  internal  medicine,  neurosurgeiy,  general  sur- 
gery, anesthesiology,  obstetrics/ gynecology,  and  or- 
thopedic surgeiy. 

• GAO  surveyed  a nationally  representative  sample 
of  nonfederal  hospitals  to  determine  the  sources, 
limits,  and  costs  of  their  professional  liability  coverage 
so  that  the  full  extent  of  both  premium  costs,  contribu- 
tions to  self-insured  trusts  and  uninsured  losses  could 
be  assessed. 

The  survey  of  physician  premiums  found  a concen- 
tration of  annual  premiums  of  $50,000  or  more  in  four 
states— Florida,  Michigan,  New  York,  and  Illinois— and 


"This  item  from  the  Department  of  Professional  Liability  Con- 
trol, MSNJ,  was  prepared  by  James  E.  George,  M.D.,  J.D.,  and 
A.  Ronald  Rouse,  who  are  the  Director  of  the  Department  and 
Director  of  Special  Projects,  respectively. 
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Specialty 

State 

Internal  medicine 

Michigan 

General/family  practice 

Florida 

Neurosurgery 

Florida 

General  surgery 

Florida 

Anesthesiology 

Arizona 

Obstetrics/ gynecology 

Florida 

Orthopedic  surgery 

Illinois 

TABLE 

Premiums 


High 

State 

Low 

$ 8,445 

Indiana 

$1,293 

12,156 

Oklahoma 

2,120 

64,696 

S.  Carolina 

9,150 

30,736 

S.  Carolina 

5,809 

35,232 

Arkansas 

5,407 

51,1 12 

S.  Carolina 

6,922 

56,088 

New  Mexico 

7,932 

in  the  District  of  Columbia.  Within  each  specialty,  the 
state  to  state  variation  in  premium  costs  was  consider- 
able as  the  Table  of  premiums  illustrates. 

The  GAO  survey  of  hospitals  found  that  the  cost  of 
these  institutions’  professional  liability  insurance 
premiums,  contributions  to  self-insured  trust  funds, 
and  uninsured  losses  had  increased  57  percent  in  the 
period  1983  to  1985.  By  1985,  the  cost  per  inpatient 
day  of  these  expenses  had  reached  $5.60  although  12 
percent  of  the  institutions  surveyed  indicated  a per 
inpatient  day  cost  of  $10  or  more.  The  average  annual 
cost  per  bed  amounted  to  $1,784.  The  survey  also 
found  a tendency  of  hospitals  to  increase  the  limi- 
tations of  their  liability  coverage  and  a trend  toward 
joint  coverage  in  which  hospitals  combine  purchased 
insurance  and  self-insurance.  Individual  copies  of  the 
complete  report  (GAO/HRD-86-1 12)  are  available  at  no 
charge  from  the  U.S.  General  Accounting  Office,  P.O. 
Box  6015,  Gaithersburg,  Maryland  20877.  ( Pro- 
fessional Liability  Update,  October  1986) 

OFF-SHORE  INSURERS  WATCHED 

Two  off-shore  insurers,  said  to  be  offering  physicians 
professional  liability  protection  at  premiums  50  per- 
cent lower  than  those  being  sold  by  licensed  carriers, 
have  been  barred  from  doing  business  in  Illinois.  The 
off-shore  companies  allegedly  failed  to  pay  large  judg- 
ments against  their  insureds.  The  captives  are  being 
closely  investigated  by  regulators  in  other  states. 

International  Bahamian  Insurance  Company,  Ltd. 
(IBI)  and  its  affiliate.  Professional  Risk  Insurers  Man- 
agement Exclusive  Company,  Ltd.  (PRIME),  agreed  not 
to  sell  policies  to  Illinois  after  the  state  unsuccessfully 
tried  to  close  down  its  Chicago-based  operation,  which 
consists  of  a post  office  box  and  a telephone  number. 

Physicians  hear  of  the  coverage  through  direct  mail 
solicitations  and  in  advertisements,  but  when  they  call 
the  Chicago  number,  they  are  switched  to  a tie-line  in 
Toronto,  Canada  Mail  going  to  the  post  office  box  is 
picked  up  by  a courier  who  forwards  it  to  another 
address.  “The  companies  promise  about  a 30  to  50 
percent  lower  than  average  premium,”  says  Tim  Cena 
legal  counsel  for  the  Illinois  Department  of  Insurance. 

The  state  has  solicited  the  help  of  postal  officials  in 
attempts  to  close  down  the  post  office  box,  but  postal 
authorities  said  that  even  though  the  insurers  are  not 
licensed  to  do  business  in  the  state,  that  fact  does  not 
prevent  them  from  having  a box.  Illinois  regulators  met 
with  an  attorney  hired  by  IBI  and  PRIME  and  it  was 
agreed  that  since  the  insurer  is  not  licensed  in  Illinois, 
it  would  not  sell  policies  in  the  state. 

The  Illinois  insurance  department  said  it  knew  of  no 
physicians  experiencing  problems  with  the  companies 


but  that  it  moved  to  shut  down  the  Illinois  operations 
because  it  had  no  way  to  determine  their  financial 
conditions.  Spokesmen  for  the  department  said  that 
the  state  did  not  want  its  hands  tied  for  lack  of  infor- 
mation when  it  came  time  to  enforce  state  insurance 
codes. 

“We  had  no  safety  net  and  we  have  heard  from  regu- 
lators in  other  states  that  the  companies  have  walked 
away  from  large  judgments,”  said  Cena  He  points  out, 
however,  that  Illinois  insurance  code  recognizes  the  IBI 
and  PRIME  policy  as  bona  fide  insurance  contracts 
even  though  the  companies  are  not  licensed  by  the 
state. 

“Physicians  who  have  coverage  are  insured,  but  they 
might  have  a problem  if  the  company  refuses  to  pay 
a claim  because  there  is  little  that  we  can  do,”  he  said. 

“We’ve  received  calls  from  California  West  Virginia 
Colorado,  Washington,  Nevada  Michigan,  Maryland, 
and  New  York — you  name  it”  he  said,  estimating  that 
his  department  has  received  as  many  as  50  inquiries 
just  in  the  last  few  months.  He  said  he  knows  of  no 
state  in  which  the  two  companies  are  licensed  to  sell 
insurance. 

Colorado  authorities  told  Cena  the  companies  were 
“nowhere  to  be  found”  when  one  of  their  insured  phy- 
sicians had  a $300,000  judgment  filed  against  him. 
Apparently,  PRIME  refuses  to  pay  malpractice  judg- 
ments by  citing  a provision  in  the  contract  that  re- 
quires defendants  to  initiate  their  own  appeal  before 
any  award  will  be  paid. 

The  Medical  Society  of  the  State  of  New  York  is  in 
the  process  of  issuing  a warning  to  its  members  about 
PRIME  and  IBI  after  some  members  notified  the  phy- 
sician-sponsored company.  Medical  Liability  Mutual 
Insurance  Company  (MLMIC)  that  they  were  canceling 
their  coverage  to  go  with  PRIME. 

MLMIC  Vice-President  John  Aversa  said  he  warned 
the  physicians  about  the  reputation  of  PRIME  and  IBI 
and  encouraged  them  to  tiy  to  get  in  touch  with  a 
representative  of  the  company  before  canceling  their 
MLMIC  coverage.  “This  is  a dangerous  organization 
because  you  cannot  get  your  hands  on  these  people,” 
he  said,  adding  that  the  physicians  in  question  de- 
cided not  to  cancel  their  coverage  with  MLMIC. 

Apparently  PRIME  and  IBI  have  been  around  for 
some  time.  The  Maryland  Department  of  Licensing  and 
Regulation  issued  a warning  last  December  to  physi-; 
cians  informing  them  that  “the  companies  have  not 
paid  a single  claim  since  being  in  operation,”  accord- 
ing to  John  Riggle  of  that  department’s  enforcement 
section.  Riggle  said  he  has  not  heard  any  complaints 
about  the  company  since  that  warning  was  issued. 

( Medical  Liability  Monitor,  Vol.  11,  No.  12,  December 
18,  1986) 
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AutoVantage 
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AutoVantage  gives  you  all  the  benefits  of  ownership 
plus  the  advantage  of  lower  montlily  payments-just 
as  in  leasing.  AutoVantage  guarantees  the  future 
trade-in  value  of  your  new  car  and  uses  that  value  to 
lower  your  monthly  payments.  The  trade-in  value  is 
the  balance  remaining  as  your  final  loan  payment. 

Before  you  make  the  decision  to  pay  the  guaranteed 
trade-in  value  as  your  final  payment,  you  have  these 
options: 

Trade  in  your  car  for  a new  one  and  pay  the 
remaining  balance. 

Sell  the  car  privately  for  the  best  price.  (And  if  the 
sale  price  is  more  than  the  remaining  balance,  you 
keep  the  profit.) 


Keep  the  car  and  make  the  final  payment.  If 
necessary  we  can  help  you  arrange  refinancing 
through  our  conventional  auto  loan  program. 

Return  the  car  to  the  Bank  without  making  the 
final  payment.  Mileage  and  maintenance 
adjustments  may  apply. 

AutoVantage  offers  lower  monthly  payments 
because  we  guarantee  the  future  trade-in  value  of 
your  new  car. 

Any  new  car  financed  for  $10,000  or  more  qualifies 
for  AutoVantage.  Choose  terms  from  12  to  60  months 
and  put  down  only  10%.  Unlike  leasing,  you  can  even 
pay  off  your  loan  early  with  no  penalty. 

The  chart  below  tells  the  story: 


If  you  borrow . . . 

$10,000 

$15,000 

$20,000 

Your  AutoVantage  monthly  payment  * is . . . 
(10.50%**  APR  for  48  months) 

$182.85 

$300.63 

$380.27 

Vs.  conventional  financing  monthly  payment 
(9.50%  APR  for  48  months) 

$251.23 

$376.84 

$502.46 

You  pay  this  much  less  per  month 
with  AutoVantage . . . 

$ 68.38 

$ 76.21 

$122.19 

And  the  guaranteed  trade-in  value*  (final  payment)  is. . . 

$4,525 

$5,250 

$8,200 

’Monthly  payment  is  based  on  guaranteed  trade-in  value  as  shown.  Payment  will  vary  based  on  actual  guaranteed  trade-in  value  of  auto  financed. 
•'Rate  used  for  example  only.  Call  number  below  for  current  rates. 


Call  us  for  the  details.  Put  AutoVantage  to  your  advantage. 
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INFLUENZA 

EPIDEMIC 


Popular 
Reaction 
In  Camden 
1918-1919 


Another  enemy,  the  flu,  retreats.  Photo 
Credit  Evening  Ledger,  October  26,  1918. 


It  is  the  unpredicted  that  is 
heeded  and  the  unexpected  that 
is  noteworthy.  The  very  infre- 
quency of  pandemics  as  well  as  their  deadly  conse- 
quences mark  them  for  study.  This  is  true  of  the  in- 
fluenza pandemic  of  1918  to  1919  and  especially  true 
of  its  occurrence  in  Camden.  There  remains  much 
uncertainty  regarding  the  estimates  for  total  mortality 
from  the  pandemic,  and  calculations  vaiy  from 
20,000,000  to  almost  40,000,000.'  This  particular 
strain  of  influenza  besides  the  usual  distinguishing 
signs  and  symptoms  of  the  disease,  had  other  unusual 
features,  such  as  infecting  predominantly  young 
adults  from  20  to  40  years  of  age,  and  a tendency  to 
produce  pneumonia  with  frequent  lethal  conse- 
quences.2 In  some  respects,  this  was  the  most  deadly 
epidemic  in  the  history  of  medicine.  The  United  States 
as  a whole,  according  to  estimates  of  the  U.S.  Bureau 
of  the  Census,  suffered  548,452  deaths;2  the  incidence 
in  Camden  with  a population  of  1 10,000  was  propor- 
tionately virulent,  nearly  1,400  people  succumbing. 
This  constituted  the  highest  death  rate  (1,269  per 


100,000  population)  in  the  United  States.3  These 
statistics,  however,  do  not  indicate  the  reactions  of  the 
people  to  the  peculiar  adversities  from  which  they  suf- 
fered, nor  did  they  hint  at  the  resourcefulness  and 
resiliency  with  which  they  responded  to  their 
calamitous  experiences.  Indeed,  the  reactions  of  the 
people,  their  cooperation,  amity,  and  mutual  support, 
were  almost  as  uncommon  as  the  pandemic  itself. 

The  historical  records  of  earlier  pandemics  and  even 
the  contemporary  response  to  the  growing  threat  of 
AIDS  suggest  that  general  panic  and  a general  collaspe 
of  moral  values  are  the  likely  responses  to  lethal 
epidemics.  During  the  major  pandemics  in  the  past, 
the  principle  of  self-preservation  was  swept  away, 
along  with  compassion,  sympathy,  loyalty,  and  other 
similar  human  virtues.  The  sick  were  unattended;  the 
young  abandoned  the  old;  children  forsook  their 
parents;  spouses  deserted  their  mates  of  20  or  more 

*This  paper  was  delivered  at  the  Seventh  Annual  Meeting  of 
the  Medical  History  Society  of  New  Jersey.  Correspondence 
may  be  addressed  to  Dr.  Snape,  261  Moore  Lane,  Haddonfield, 
NJ  08033. 


William  J.  Snape,  m.d.,  and  Edward  L.  Wolfe,  ph.d.,  haddonfield* 
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years;  clergymen  ran  away  from  parishioners  to  escape 
the  disease;  the  dead  were  left  unburied;  and  sullen 
profitmaking  was  rampant. 

This  desolation  was  essentially  the  response  to  the 
Justinian  plague  of  the  6th  century,  the  Black  Death 
that  swept  much  of  the  world  in  the  14th  century,3  and 
to  the  epidemic  of  yellow  fever  in  Philadelphia  in  1 793. 4 
These  three  great  epidemics  were  characterized  by 
severe  panic,  widespread  desolation,  and  a marked  de- 
terioration of  the  respect  for  moral  values.  Referring 
to  the  behavior  that  was  produced  by  the  Black  Death 
(1347  to  1350),  Gui  de  Chauliac,  surgeon  to  Pope  Cle- 
ment VI  at  Avignon  during  the  plague,  wrote:  “Such 
was  contagiousness  especially  when  there  was  spitting 
of  blood  that  not  only  by  remaining  with  but  merely 
by  gazing  upon  the  sick  one  took  the  disease  so  that 
they  died  without  attendants  and  were  buried  without 
priests.  A father  would  not  visit  his  son  or  a son  his 
father:  charity  was  dead  and  hope  prostrate.”5 

J.H.  Powell,  author  of  a histoiy  of  the  great  yellow 
fever  epidemic  of  Philadelphia,  warned  his  readers  not 
to  read  the  book  before  eating  or  in  the  midst  of  a 
sleepless  night.4 

In  recent  days,  we  have  read  in  the  press  and  seen 
on  television  impassioned  males  in  the  street  demand- 
ing of  doctors,  legislators,  and  the  world  a cure  for 
AIDS  and  angrily  demanding  some  prevention  for  the 
disease.6  We  also  have  seen  fear-ridden  and  furious 
parents  demanding  that  children  with  AIDS  be  ex- 
cluded from  school  regardless  of  the  medical  facts.6 

But  before  we  contrast  the  response  of  the  Camden 
citizenry  in  the  1918  to  1919  influenza  pandemic  to 
the  popular  response  to  these  epidemics,  we  must  ex- 
plain briefly  the  circumstances  of  Camden’s  experi- 
ence. The  two  local  daily  newspapers  provided  detailed, 
independent,  and  sometimes  slightly  conflicting  ac- 
counts' of  the  nonmedieal  consequences  of  the 
epidemic. 

The  inherent  dispersive  characteristic  of  influenza 
was  inadvertently  enhanced  by  the  crowding  of  work- 
men, particularly  in  the  shipyards,  which  had  been 
expanded  even  before  the  outbreak  of  hostilities  in 
World  War  I and  long  before  the  epidemic  itself.  The 
proximity  to  Camp  Dix  (Fort  Dix),  a training  facility 
capable  of  accommodating  70,000  recruits  from  all 
parts  of  the  country,  not  only  influenced  the  onset  of 
the  epidemic  in  Camden,  but  also  placed  the  city  in 
an  unfavorable  competitive  position  with  the  federal 
government  for  drugs,  burial  caskets,  and  other 
needed  supplies  and  assistance.  The  most  serious  defi- 
ciencies, also  aggravated  by  the  war,  were  the  short- 
ages of  nurses,  physicians,  and  funeral  attendants. 
Moreover,  there  were  the  fundamental  dislocations  of 
normal  living  not  precipitated  by  the  war  but  by  the 
epidemic.  The  stresses  resulting  from  the  suppression 
of  public  meetings,  restriction  of  food,  fuel,  and  al- 
coholic beverages,  the  unattended  sick  and  the  un- 
buried dead  tested  the  spirit  of  the  community. 

Several  circumstances  placed  Camden  at  particular 
risk  of  experiencing  the  fuiy  of  such  a lethal  epidemic. 
This  epidemic  found  its  victims  largely,  but  not  ex- 
clusively, among  young  adults — the  group  that  is  most 


important  in  times  of  war.2  Camden’s  industrial 
growth  up  to  this  time  in  the  20th  century  had  been 
phenomenal  and  had  attracted  many  workers.  These 
newcomers,  often  from  rural  areas,  were  not  only  from 
all  parts  of  the  nation  but  also  from  Europe,  chiefly 
from  rural  Italy  and  Poland,  and  thus  they  had  less 
immunity.  The  population  growth  was  further  ac-i 
celerated  by  the  expansion  of  the  shipyards  and  the! 
conversion  of  several  plants  to  wartime  industry.  In- 
fluenza is  spread  from  person  to  person  by  droplets  or 
respiratory  secretions  and  the  incidence  of  the  disease 
is  increased  by  crowding.  The  sudden  growth  of  the 
population  found  the  city  unable  to  supply  sufficient 
housing,  transportation,  and  other  govemment-spon 
sored  facilities  and  services.  The  lack  of  such  facilities 
and  services  contributed  to  both  the  spread  and  the 
severity  of  the  disease.7  Undoubtedly,  the  frequent  vis- 
its between  the  civilian  population  and  the  infected 
military  personnel  at  Camp  Dix  assured  an  explosive1 
spread  of  the  virus.  Camden  was  less  than  ten  milesi 
from  Camp  Dix,  even  in  1918  only  a short  trip. 

The  nation  surprisingly  had  little  warning  of  the 
impending  epidemic.  Camden’s  first  indication  was 
September  12th:  the  Camden  Post  Telegram  noted 
that  there  was  influenza  on  the  east  coast,  brought 
there,  it  was  believed,  by  returning  troop  transports. 
The  symptoms  were  discussed  in  the  article,  but  the 
virulence  was  minimized  or  misunderstood.8  Five  days 
later,  the  same  paper  published  a press  release  by  the 
Surgeon  General,  Dr.  Blue,  confirming  the  epidemic’s 
presence.  Dr.  Blue  made  a few  therapeutic  suggestions.! 
He  recommended  that  patients  should  consult  a doc- 
tor, go  to  bed,  and  eat  plenty  of  food  and  fluids.  He 
recommended  quinine,  aspirin,  and  Dover’s  Powders.8 
On  September  19th,  the  Camden  Daily  Courier  re-j 
ported  that  1,500  recruits  were  stricken  at  Camp  DixJ 
but  the  seriousness  of  the  disease  again  was  mini- 
mized.9 Two  days  later  42  soldiers  were  dead  and  the! 
severity  of  the  illness  became  more  apparent.  On  Sep- ) 
tember  28th,  the  Camden  Daily  Courier  reported  72j 
more  deaths  at  Camp  Dix  and  the  first  death  in! 
Camden,  a William  Bowers.  The  paper  further  esti-j 
mated  800  people  were  sick  with  influenza;  250  ofj 
them  worked  at  the  New  York  Ship  Yard.9  A Marine! 
detachment  at  the  immigration  station  was  over- 
whelmed. Dr.  Davis,  the  president  of  the  Camden: 
Board  of  Health,  announced  a deadly  epidemic  was! 
loose  in  the  city  and  that  a quarantine  would  be  im- 
posed if  the  situation  worsened.9  The  next  day,  50!! 
teachers  and  2,500  students  were  absent,  effectively 
closing  the  schools.8  On  October  2,  Dr.  Davis  closed  the;  j 
churches,  moving-picture  houses,  and  theaters.  Public 
meetings  and  assemblages  were  banned.9  Initially,  the  I 
saloons  were  not  closed,  but  crowds  from  Philadelphia 
where  the  saloons  had  been  closed,  became  a nuisance.. 
It  was  more  a police  measure  than  a medical  action,; 
but  the  saloons  were  closed.8  Belatedly,  on  October  2, 
the  State  Board  of  Health  added  influenza  to  the  list 
of  reportable  diseases. 

At  the  same  time,  not  satisfied  with  requiring  thell 
reporting  of  the  disease,  the  state  health  authorities 
demanded  an  accounting  for  the  past  hectic  week  This 
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was  impossible.  The  physicians  were  laboring  long 
hours  both  in  the  office  and  on  house  calls.  Many 
[jcaught  only  eat-naps  while  sitting  up  dressed  in  their 
street  clothes.9  Furthermore,  many  early  cases  that 
were  seen  by  physicians  were  not  reported.  Those  who 
recovered  or  died  without  medical  attention  also  were 
among  the  uncounted.  Many  physicians  became  ill 
rwith  the  prevailing  illness;  some  died.  At  one  time,  one- 
half  of  practicing  physicians  in  Gloucester  were  either 
: sick  in  bed  or  had  died. 

Perhaps  the  most  stressful  manifestation  of  the 
isiege  was  the  inadequacy  of  supplies  and  personnel. 
The  pharmacists  were  overworked.  Shortages  of  glass 
medicine  bottles  and  milk  bottles  became  acute,  early 
in  the  epidemic.  Actually  at  one  time  all  appropriate 
.drugs  to  treat  the  symptoms  of  in- 
fluenza were  exhausted  in  Gloucester. 

During  the  first  week,  the  Camden 
undertakers  were  unable  to  obtain 
caskets.  This  initially  was  caused  by 
the  federal  government’s  appropria- 
tion for  Camp  Dix  of  the  entire  out- 
put of  the  Philadelphia  manufacturers. 

Makeshift  coffins  were  constructed  of 
pine  boards  in  the  basement  of  the 
emergency  hospitals  and  in  several 
firehouses  in  Camden.  Grave  diggers, 
unfortunately,  were  unobtainable,  the 
few  remaining  were  sick  or  over- 
worked, and  the  rest  were  in  defense 
, jobs.  Male  relatives,  after  work  and  on 
weekends,  dug  graves  for  their  dead. 

At  one  time,  30  convicts  from  the 
county  jail  dug  graves  while  under 
armed  guards.8  Later,  mechanical 
ditch  diggers  were  employed.  Un- 
fortunately, this  made  the  marking  of  graves  very  dif- 
ficult. Even  today,  elderly  people  of  the  area  are  dis- 
turbed by  the  inability  to  locate  their  families’  graves.10 
Cemetery  records  often  are  jumbled  for  this  period. 

Embalmers  were  also  at  a premium,  particularly 
after  the  complications  of  influenza  began  to  take  an 
even  bigger  toll.  The  unembalmed  corpse  in  a pine  box 
! resting  on  a porch  of  a row  house  for  several  days  was 
a definite  health  hazard.  The  Board  of  Trade  eventually 
formed  a committee  to  restore  some  order  and  helped 
the  surviving  families  preserve  the  corpse  and  buiy  the 
dead. 

During  the  first  week,  two  unsuccessful  plans  were 
suggested  in  an  effort  to  relieve  the  pharmacists  and 
physicians.  It  was  suggested  a committee  develop  a 
formulary  to  treat  the  prevailing  illness.  These  prep- 
arations were  to  be  made  in  large  lots,  bottled  and 
j distributed  to  the  individual  drug  stores,  and  then 
labeled  and  dispensed.  This  plan  had  many  obvious 
difficulties  and  was  never  implemented.  The  second 
plan  was  to  divide  the  city  into  sectors,  roughly  the 
wards,  and  assign  physicians  to  each  district.  The 
physicians  were  to  practice  only  within  these  assigned 
areas.  This  pleased  neither  the  physicians  nor  the  pa- 
tients.9 

A plan,  suggested  by  one  of  the  newspapers,  to  dis- 


tribute medical  care  did  succeed.  It  was  suggested  that 
large  meeting  rooms  of  several  social  lodges  be  used 
to  care  for  the  unattended  bedridden  sick.  Nurses  and 
physicians,  under  such  conditions,  could  care  for 
many  more  patients  and  care  for  them  more  efficient- 
ly.9 A meeting  was  called  in  Camden  of  interested 
citizens  on  the  morning  of  October  6th,  and  several 
sites  for  hospitals  were  visited.  It  was  decided  to  take 
over  Batteiy  B Armory  as  an  ideal  hospital.  The  Com- 
mandant was  agreeable.9  Later  in  the  morning,  there 
was  a meeting  of  this  group  with  the  mayor  and  his 
associates  who  arranged  financing.  That  afternoon 
trucks  made  repeated  trips  to  the  warehouses  of  de- 
partment stores — providing  beds  and  furnishings.  Dr. 
T.B.  Lee  organized  a medical  staff.  Miss  Mary  Rockhill 
was  given  the  responsibility  of  or- 
ganizing a staff  of  registered  nurses. 
The  Red  Cross  organized  the  volun- 
teers who  appeared  that  afternoon  in 
large  numbers.  The  volunteer  staff 
consisted  of  men  and  women  from  all 
walks  of  life;  from  factories,  offices, 
convents,  households,  and  schools. 
After  a grueling  day,  early  that  eve- 
ning of  October  6th  the  first  patients 
were  admitted.11 

The  facility  worked  so  efficiently 
that  the  following  week  a program  of 
home-care  was  begun.  Nurses  carried 
out  the  more  sophisticated  treat- 
ments and  taught  the  women  in  the 
homes  basic  nursing  care.11  Several 
nurses  made  20  house  calls  per  day. 
These  visits  into  the  homes  were  at 
times  grim  experiences  for  these 
women.  Mothers  were  sometimes 
found  dead  in  the  same  bed  with  a surviving  child. 

Although  the  severity  of  the  epidemic  in  Camden  is 
well  documented,  there  is  no  evidence  of  general  panic, 
no  record  of  a collapse  of  moral  values,  and  no  evidence 
of  a widespread  repudiation  of  human  virtues.  No  de- 
terioration of  human  conduct  was  observed  in  this 
epidemic.  This  absence  of  panic  and  desolation  has 
been  specifically  noted  by  at  least  three  writers.  Dr. 
Davidson  of  Cedar  Grove,  New  Jersey,  wrote,  "And  yet 
this  pandemic  caused  practically  no  panic.  It  inspired 
no  poetry,  no  art.  It  never  developed  a mythology.’’12 
Geddes  Smith  noted,  “Yet  we  are  struck  by  the  absence, 
in  1918,  of  the  degree  of  panic  and  desolation  which 
is  reported  in  comparable  waves  of  death  in  earlier 
years.”13  Walters  echoed  these  opinions.14 

These  three  authors  ascribe  this  cool,  cooperative 
spirit  to  the  co-existing  war.  They  believed  the  people 
were  distracted  by  the  carnage  of  war  and  tended  to 
accept  death  from  influenza  with  poise.  Since  the  war 
killed  52,000  U.S.  soldiers  and  sailors  and  influenza 
ten  times  this  number,  it  seems  to  be  an  unconvincing 
conclusion. 

Today,  we  are  aware  of  the  panic  of  certain  people 
faced  with  just  the  probable  beginning  of  an  epidemic 
of  AIDS.  Our  culture  has  not  handled  the  threat  of 
AIDS  with  either  dignity  or  discretion. 
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The  reason  for  the  absence  of  panic  or  the  absence 
of  a collaspe  of  moral  values  during  the  1918  influenza 
epidemic  actually  is  unknown.  It  may  have  been  a re- 
sult of  the  propaganda  and  restraint  associated  with 
the  war  effort.  Several  times  it  was  rumored  that  the 
Germans  had  surreptitiously  seeded  the  country  with 
influenza  germs.  Thus  the  epidemic  became  at  least  a 
part  of  the  war  effort.  The  newspapers  had  described 
the  compassionate  volunteers  as  “good  soldiers,” 
therefore  coping  with  the  epidemic  became  a patriotic 
duty.  The  first  press  release  in  September  of  the  presi- 
dent of  the  Board  of  Health,  who  was  nominally  in 
charge  of  controlling  the  epidemic,  indicated  it  was  a 
patriotic  duty  to  avoid  contracting  influenza9 

The  compilers  of  a report  of  the  Pandemic  of  In- 
fluenza 1918-1919,  for  the  Ministry  of  Health  of  Great 
Britain,  surveyed  the  characteristics  of  the  pestilence 
in  Europe,  Western  Hemisphere,  Australia  Asia  and 
Africa  A review  of  this  compilation  reveals  only  two 
instances  of  noteworthy  loss  of  composure  in  the  nu- 
merous epidemic  sites  reported — Stockholm,  Sweden, 
and  Rio  de  Janeiro,  Brazil.  In  both  instances,  the  panic 
was  instigated  by  an  irresponsible  press. 

In  Stockholm,  after  the  circulation  of  an  unfounded 
iumor  that  the  epidemic  of  1918  was  actually  pneu- 
monic plague,  a deadly  disease,  and  a drastic  shortage 
of  food  and  the  exhaustion  of  drug  supplies  without 
the  possibilities  of  replenishment,  the  morale  of  the 
populace  became  badly  shattered. 

Rio  de  Janeiro  experienced  a more  severe  panic.  At 
the  onset  of  the  epidemic,  the  authorities  announced 
it  was  a very  mild  outbreak,  but  when  the  number  of 
deaths  began  to  mount,  panic  ensued.  “The  sanitary 
administration  broke  down,  business  was  at  a stand- 
still, the  food  supplies  ran  short,  and  what  articles  were 
available  were  sold  at  such  exorbitant  prices  as  to  place 
them  out  of  the  reach  of  the  poorer  classes.  Many 
shops  were  closed  and  the  streets  were  almost  de- 
serted. Restaurants  and  places  of  amusement  also 
closed  their  doors  . . . the  railway  services  were  greatly 
reduced;  communication  by  telegraph  and  telephone 
was  almost  suspended.  At  some  of  the  public  relief 
stations  no  medical  stores  were  available  and  medical 
assistance  could  not  be  obtained.  The  druggists  raised 
their  prices  enormously,  making  such  drugs  as  qui- 
nine quite  unobtainable  by  the  lower  classes.  Some  of 
the  newspapers  added  to  the  panic  by  printing  alarm- 
ing accounts  of  the  ravages  of  the  epidemic  and  at- 
tacked with  bitterness  the  sanitary  authorities  of  the 
city.  . . . Many  corpses  could  not  obtain  burial,  at  more 
than  one  cemetery  over  100  coffins  were  lying  awaiting 
burial.”5 

Compared  with  this  “panic  and  desolation”  Camden 
was  an  example  of  composure  and  social  responsi- 
bility. Although  the  reason  for  such  composure  and 
responsibility  is  uncertain,  numerous  factors  surely 


contributed  to  both.  The  influenza  epidemic  was  of 
short  duration.  The  recurrent  plague  epidemics  were 
months  and  years  in  span,  and  even  the  yellow  fever 
epidemic  lasted  four  months.  Profiteering  was  a 
causative  factor  in  Brazil.  In  Camden,  only  one  phy-1 
sician  was  found  to  be  culpable;  he  made  restitution 
and  was  dismissed  with  a warning  by  the  prosecutor. 
Several  complaints  against  funeral  directors  were  in- 
vestigated by  the  prosecutor  and  found  to  be  without 
merit.  Because  of  the  war,  food  was  tightly  rationed 
and  prices  fixed,  therefore  profiteering  was  more  dif- 
ficult. Legally,  saloons  were  closed,  so  any  profiteering 
from  the  sale  of  whiskey  for  medical  purposes  would 
have  been  a serious  offense.  Another  factor  that  sup- 
ported the  sense  of  community  was  the  close  and  coop- 
erative relationship  between  the  local  press,  the  civil! 
authorities,  and  the  people.  The  editors  were  mature 
and  behaved  intelligently.  The  facts  were  explicated 
carefully  without  dramatic  effects.  Two  days  before  the 
lifting  of  the  quarantine  on  October  23rd,  the  Camden 
Daily  Courier  editor  wrote,  “All  in  all  Camdenites 
should  feel  that  out  of  the  accompanying  gloom  that 
has  necessarily  followed  in  the  wake  of  the  epidemic, 
there  has  been  a glorious  recognition  that  we  have  in 
our  midst  a splendid  spirit  of  cooperation.  It  makes 
one  feel  proud  of  his  mature  city  and  revives  faith  in 
humanity.”9  And  even  today,  we  can  say,  somewhat 
wistfully,  true,  true  cooperation  and  a faith  in  human- 
ity rose  above  the  easy  and  often  disappointing  im- 
mediate acts  of  self-preservation. 
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Pseudofracture  of  Dual  Chamber  Pacemaker 
Lead:  Avoidance  of  Surgical  Intervention 


Stephen  M.  Austin,  m.d.  east  orange* 


I present  a case  of  radiographic  pseudofracture  of  the 
ventricular  lead  of  a “committed” DVI pacemaker.  Surgical 
revision  was  avoided  by  correct  interpretation  of  the  unique 
electrocardiographic  pacemaker  patterns.  Use  of  the 
manufacturer’s  anchoring  sleeve  will  obviate  pseudofracture 
caused  by  suture-related  insulation  compression. 


Pseudofracture  of  a transvenous 
pacemaker  electrode,  an  infre- 
quently reported  benign  radio- 
graphic  observation,  is  caused  by  compression  of  the 
electrode  insulation  by  tightly  applied  anchoring 
sutures.1 4 In  order  to  obviate  unnecessary  surgical  in- 
tervention, pseudofractures  must  be  distinguished 
from  true  lead  fractures,  which  have  been  reported  in 
2.7  to  3.9  percent  of  transvenous  electrodes  on  long- 
term followup  and  require  operative  revision  or  re- 
placement.5-6 We  treated  a patient  with  a pseudofrae- 
ture  of  the  urethane  ventricular  lead  of  a “committed” 
DVI  pacemaker. 

CASE  REPORT 

A 38-year  old  man  with  a dual  chamber  pacemaker 
was  transferred  to  the  East  Orange  Veterans  Adminis- 
tration Medical  Center  on  June  25,  1985,  for  surgical 
revision  of  a suspected  fracture  of  the  ventricular  lead 
observed  on  chest  roentgenogram.  He  had  been  ad- 
mitted to  the  coronary  care  unit  of  a local  community 
hospital  because  of  an  episode  of  lightheadedness  and 
visual  blurring  with  diplopia  Pacemaker  stimuli  with 
apparent  failure  of  ventricular  capture  were  seen  on 
electrocardiographic  rhythm  strips. 

An  Intermedies  259-01  “committed"  DVI  pacemaker 
had  been  implanted  on  July  29,  1980,  at  another  hos- 
pital because  of  sinus  bradycardia  with  lightheaded- 
ness and  recurrent  syncopal  episodes.  Medtronic 


transvenous  unipolar  urethane  6971  ventricular  and 
6991  atrial  endocardial  leads  were  inserted  from  the! 
left  subclavian  vein  using  a Littleford-Speetor  in- 
troducing sheath.  Unipolar  thresholds  at  implantation 
were  0.3  volt  and  0.3mA  for  the  ventricular  lead,  and 
0.5  volt  and  0.5mA  for  the  atrial  lead.  Following  inser-i 
tion  of  his  pacemaker,  he  had  been  asymptomatic  until; 
the  episode  prompting  his  present  hospitalization. 

Chest  roentgenogram  on  admission  (Figure  1)1 
showed  a radiolucent  disruption  in  the  ventricular 
lead  about  3 cm  below  the  left  clavicle,  suggestive  ol| 
a lead  fracture.  On  close  inspection,  however,  the  defect, 
appeared  to  be  in  the  insulation,  and  the  helical  coil  | 
of  the  lead  was  intact.  Initial  electrocardiographic  trac- 
ings (Figure  2,  DVI)  showed  normal  atrial  capture  fob 
lowed  by  an  appropriate  AV  delay  of  about  150  mseo 
and  ventricular  pacemaker  stimuli  occurring  within  i 
spontaneously  conducted  narrow  QRS  complexes 
superficially  giving  the  appearance  of  failure  of  ven-j 
tricular  capture.  Ventricular  sensing  was  normal.  With! 
slowing  of  intrinsic  AV  nodal  conduction  by  carotid 
sinus  massage,  appropriate  ventricular  capture  by  the 
pacemaker  was  demonstrated  (Figure  2,  CSM).  Ad-j 
ditionally,  with  temporary  reprogramming  of  thej! 

*Dr.  Austin  is  affiliated  with  the  Cardiology  Section,  Medical 
Service,  East  Orange  Veterans  Administration  Medical  Cen 
ter,  and  UMDNJ-New  Jersey  Medical  School,  Newark.  Cor- 
respondence may  be  addressed  to  Dr.  Austin,  East  Orange  VA 
Medical  Center,  East  Orange,  NJ  07019. 
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Figure  1 — Posteroanterior  chest  roentgenogram  showing  ap- 
parent ventricular  lead  disruption,  with  a radiolucent  defect 
seen  about  3 cm  below  the  left  clavicle  (arrow). 


LEAD 


Figure  2 — Upper  panel  shows  lead  I and  Vi  electrocardio- 
graphic rhythm  strips  in  the  committed  AV  sequential  de- 
mand mode  (DVI),  with  ventricular  pacemaker  stimuli  occur- 
ring at  the  beginning  of  spontaneously  conducted  supraven- 
tricular QRS  complexes,  giving  the  appearance  of  noncapture. 
Middle  panel  during  carotid  sinus  massage  (CSM)  shows 
transient  emergence  of  ventricular  paced  beats  as  a result  of 
slowing  of  intrinsic  AV  nodal  conduction.  Bottom  panel  re- 
corded during  reprogramming  to  a ventricular  inhibited  de- 
mand mode  (WI)  shows  consistent  ventricular  capture  by 
pacemaker  stimuli. 

pacemaker  to  a WI  mode  and  increasing  the  paced 
rate  to  96  beats/min,  complete  ventricular  capture  was 
present,  indicative  of  normal  ventricular  electrode 
function  (Figure  2,  WI).  No  loss  of  capture  occurred 
on  manipulation  of  the  pacemaker  generator  in  the 
pocket.  Subsequently,  a 24-hour  Holter  continuous 
electrocardiographic  recording  showed  sinus  rhythm 
with  intermittent  pacemaker  activity  with  normal  pac- 
ing and  sensing  function  of  the  “committed"  DVI 
pacemaker  at  the  programmed  rate  of  60  beats  per 
minute.  Both  telephonic  pacemaker  monitoring  three 
months  after  discharge  and  a 12-lead  electrocardio- 
gram also  showed  normal  DVI  pacemaker  function. 

DISCUSSION 

The  Intermedies  259-01  “committed”  DVI  pace- 
maker is  designed  electronically  so  that  each  atrial 


stimulus  is  followed  by  an  obligatory  ventricular  pac- 
ing stimulus  after  an  atrioventricular  delay  of  155 
msec.  Ventricular  events  are  sensed  and  initiate  or 
inhibit  an  atrial  pacing  response.  Because  each  ven- 
tricular pacing  stimulus  is  irrevocably  linked  to  the 
immediately  preceding  atrial  stimulus,  either  fully  ven- 
tricular paced  beats,  fusion  beats,  or  ventricular  stim- 
uli falling  within  spontaneously  conducted  supraven- 
tricular QRS  complexes  may  occur,  depending  upon 
the  patient’s  intrinsic  AV  conduction  time.78  In  the 
present  case,  the  occurrence  of  ventricular  stimuli  at 
the  beginning  of  spontaneously  conducted  supraven- 
tricular QRS  complexes  erroneously  gave  the  appear- 
ance of  failure  of  ventricular  capture  (Figure  2,  DVI), 
which  is  part  of  the  spectrum  of  “pseudomalfunction" 
of  dual  chamber  pacemakers.9  The  use  of  carotid  sinus 
massage  in  our  patient  produced  slowing  of  both  sinus 
rate  and  AV  nodal  conduction,  which  permitted  ven- 
tricular paced  beats  to  emerge  transiently  (Figure  2, 
CSM).  Furthermore,  temporary  reprogramming  of  the 
unit  to  a WI  mode  at  a higher  rate  demonstrated 
complete  ventricular  capture  (Figure  2,  WI).  Subse- 
quent 24-hour  Holter  electrocardiography  and  tele- 
phonic monitoring  also  showed  normal  DVI  pace- 
maker sensing  and  pacing  function.  Additional  find- 
ings seen  in  true  ventricular  lead  fractures,  not  present 
in  our  patient,  include  either  complete  absence  of 
pacemaker  stimuli  or  intermittent  absence  of  stimuli 
with  variation  of  stimulus  amplitude,  depending  upon 
the  degree  of  contact  of  the  fractured  ends.10 

Thus,  the  radiographic  observation  of  an  apparent 
break  in  the  integrity  of  the  ventricular  lead  in  this 
ease  represents  a pseudofraeture  rather  than  a true 
fracture,  caused  by  compression  of  the  urethane  in- 
sulation of  the  Medtronic  6971  lead  by  a retaining 
suture.4  The  correct  recognition  of  the  electrocardio- 
graphic patterns  of  the  Intermedies  259-01  “com- 
mitted” DVI  pacemaker  was  instrumental  in  distin- 
guishing a pseudofraeture  from  a real  break  in  the 
ventricular  lead,  and  avoided  an  unnecessaiy  surgical 
procedure  for  lead  revision  or  replacement.  Because 
radiographic  pseudofraeture  is  due  to  compression  of 
the  electrode  insulation  by  tightly  applied  retaining 
sutures  at  implantation,  the  situation  may  be  avoided 
by  using  the  silicone  anchoring  sleeve  supplied  by  the 
manufacturer  rather  than  placing  the  sutures  directly 
around  the  lead.  The  use  of  the  anchoring  sleeve  also 
will  prevent  the  occurrence  of  actual  suture-induced 
damage  to  the  insulation.11 

SUMMARY 

A case  of  radiographic  pseudofraeture  of  the  ven- 
tricular lead  of  a “committed”  DVI  pacemaker  is  pre- 
sented; however,  the  correct  interpretation  of  the  elec- 
trocardiographic patterns  unique  to  this  pacemaker 
design  avoided  unnecessary  surgical  intervention. 
Both  the  application  of  carotid  sinus  massage  to  pro- 
long the  patient’s  AV  nodal  conduction  and  temporary 
reprogramming  of  the  pacemaker  to  a WI  mode  elimi- 
nated ventricular  stimuli  occurring  within  spontane- 
ously conducted  QRS  complexes  and  demonstrated 
consistent  ventricular  capture.  Subsequent  24-hour 
Holter  electrocardiography  and  telephonic  monitoring 
also  demonstrated  normal  DV  pacemaker  sensing  and 
pacing  function.  Since  the  radiographic  appearance  of 
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pseudofracture  is  caused  by  compression  of  the  lead 
insulation  by  tightly  applied  retaining  sutures,  the  use 
of  the  anchoring  sleeve  supplied  by  the  manufacturer 
will  avoid  the  situation  as  well  as  prevent  potential 
insulation  damage. 
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Because  most  patients  on  INDERAL  LA  (propranolol  HC1)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients2  revealed  that  INDERAL  LA  has  a side  effects  profile 
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For  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
/veil  be  the  answer. 


Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
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when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  and  compliance 
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genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma. 

‘After  a 30-day  trial  with  INDERAL  LA,  physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA. 
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BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR.) 
INDERAL"  LA  brand  ol  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  lo  provide  a sustained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg,  120  mg,  and  160  mg  capsules. 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor  block- 
ing agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  competes  with 
beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites  When  access  to 
beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodilator  re- 
sponses to  beta  -adrenergic  stimulation  are  decreased  proportionately, 

INDERAL  LA  Capsules  (80,  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours.  When  measured  at  steady  state  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for 
the  capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose 
of  INDERAL  tablets  The  lower  AUCs  for.the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol.  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  the  end  of  the  dosing  interval.  In  most  clinical  settings,  however,  such  as 
hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA  can  provide 
effective  beta  blockade  for  a 24-hour  period. 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established  Among 
the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1 ) decreased 
cardiac  output,  (2)  inhibition  of  renin  release  by  ihe  kidneys,  and  (3)  diminution  of  tonic 
sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  read|usts  to  or  below  the  pretreatment  level  with  chronic  use 
Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has  been 
shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the  treatment 
of  hypertensive  patients. 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at  any 
given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate,  systolic 
blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction.  Propranolol  may  in- 
crease oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic  pressure 
and  systolic  ejection  period  The  net  physiologic  effect  of  beta-adrenergic  blockade  is  usually 
advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and  increased  work 
capacity. 

In  dosages  greater  than  required  for  beta  blockade,  INDERAL  also  exerts  a qumidine-like  or 
anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential  The  significance  of 
the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain 

Beta  receptor  blockade  can  be  useful  in 
conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  det- 
rimental to  the  patient  But  there  are  also  situa- 
tions in  which  sympathetic  stimulation  is  vital 
For  example,  in  patients  with  severely  dam- 
aged hearts,  adequate  ventricular  function  is 
maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  of 
AV  block,  greater  than  first  degree,  beta  block- 
ade may  prevent  the  necessary  facilitating  ef- 
fect of  sympathetic  activity  on  conduction  Beta 
blockade  results  in  bronchial  constriction  by 
interfering  with  adrenergic  bronchodilator  ac- 
tivity which  should  be  preserved  in  patients 
subject  to  bronchospasm 

Propranolol  is  not  significantly  dialyzable. 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension;  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache. 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance.  The' 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation. 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock,  2)  sinus 
bradycardia  and  greater  than  first  degree  block;  3)  bronchial  asthma,  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics. 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible). 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy.  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice.  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris.  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications. 


Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  — PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS.  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors. 
MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior 


to  major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of 
heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  s 
surgical  procedures. 

INDERAL  (propranolol  HCI).  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-reci 
tor  agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutam, 
or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe  hypotensi 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blocks' 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appearar; 
of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  ac 
hypoglycemia  in  labile  insulin-dependent  diabetes.  In  these  patients,  it  may  be  more  difficu* 1 2 
adjust  the  dosage  of  insulin. 

THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidi: 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  sympto 
of  hyperthyroidism,  including  thyroid  storm.  Propranolol  does  not  distort  thyroid  function  tet 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  bs 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycar 
requiring  a demand  pacemaker  In  one  case,  this  resulted  after  an  initial  dose  of  5 
propranolol. 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaii! 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment 
hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  sho 
be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  1 
return  of  increased  intraocular  pressure. 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disea^ 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  res, 
pine  should  be  closely  observed  if  INDERAL  is  administered.  The  added  catecholami 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  acti' 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthost; 
hypotension. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Long-term  studies  in  animals  hi 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  sigr 
cant  drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  of 
dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  v 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  in  anir 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 

Nursing  Mothers . INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  wt 
INDERAL  is  administered  to  a nursing  woman 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rar 
required  the  withdrawal  of  therapy 

Cardiovascular  bradycardia;  congestive  heart  failure;  intensification  of  AV  block;  hypoti 
sion;  paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of 

Raynaud  type 

Central  Nervous  System:  lightheadedne 
mental  depression  manifested  by  insomr 
lassitude,  weakness,  fatigue;  reversible  mer 
depression  progressing  to  catatonia,  vis 
disturbances;  hallucinations;  an  acute  reve 
ible  syndrome  characterized  by  disorientat 
for  time  and  place,  short-term  memory  lo 
emotional  lability,  slightly  clouded  sensorii 
and  decreased  performance  on  neuropsycl 
metrics. 

Gastrointestinal:  nausea,  vomiting,  epig, 
trie  distress,  abdominal  cramping,  diarrhi 
constipation,  mesenteric  arterial  thrombo: 
ischemic  colitis 

Allergic:  pharyngitis  and  agranulocyto: 
erythematous  rash,  fever  combined  with  aching  and  sore  throat,  laryngospasm  and  respirati 
distress. 

Respiratory:  bronchospasm 

Hematologic:  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpi 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
ported 

Miscellaneous:  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotent 
and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involvi 
the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  i 
been  associated  with  propranolol, 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  i 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDER 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapei 
effect  is  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute 
INDERAL.  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  rr 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 

HYPERTENSION  — Dosage  must  be  individualized.  The  usual  initial  dosage  is  80  r 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achievi 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily.  In  some  instances  a dosage  of  6 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage 
variable  and  may  range  from  a few  days  to  several  weeks. 

ANGINA  PECTORIS  — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  r: 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimi 
response  is  obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  i 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  a 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established. 

If  treatment  is  to  be  discontinued , reduce  dosage  gradually  over  a period  of  a few  weeks  (s 
WARNINGS). 

MIGRAINE  — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL 
once  daily.  The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may 
increased  gradually  to  achieve  optimum  migraine  prophylaxis.  If  a satisfactory  response  is  i 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  LA  there 
should  be  discontinued.  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a perioc ; 
several  weeks. 

HYPERTROPHIC  SUBAORTIC  STENOSIS -80-1 60  mg  INDERAL  LA  once  daily. 

PEDIATRIC  DOSAGE— At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are; 
limited  to  permit  adequate  directions  for  use. 

'The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 
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LONG  ACTING  CAPSULES 

Posterior  Fossa  Meningiomas 


OTAKAR  R.  HUBSCHMANN,  M.D.,  AND  ABBOTT  J.  KRIEGER,  M.D.,  NEWARK* 


Patients  with  persistent  vague  headaches  localized  to  the 
posterior  fossa  should  be  considered  suspects  for  posterior  fossa 
meningioma.  Experienced  neurosurgeons  in  appropriate  clinical 
centers  usually  can  resect  the  tumors  completely  with  no 
mortality  and  little  or  no  additional  morbidity . 


Recent  advances  in  radiodiag- 
nostic procedures  that  include 
sophisticated  CT  scanning  tech- 
niques and  magnetic  resonance  imaging  (MRI)  have 
made  a great  impact  on  diagnosis  and  treatment  of 
most  neurological  disorders.  These  diagnostic  ad- 
vances, paralleled  by  similar  advances  in  neurosurgical 
techniques  and  neuroanesthesia,  are  reflected  in  sig- 
nificantly decreased  mortality  and  morbidity  in  pa- 
tients undergoing  neurosurgical  procedures.  The  lat- 
Iter,  in  turn,  influenced  treatment  philosophies,  par- 
ticularly in  certain  types  of  brain  tumors.  The  avail- 
ability of  ultrasonic  aspirators  and  the  use  of  laser 
pave  made  possible  the  complete  resection  of  certain 
tumors  which  were  considered  either  totally  inoper- 
able or  limited  to  biopsy  only.  Among  these  lesions  are 
oosterior  fossa  meningiomas,  which  often  present 
clinically  in  an  unusual  fashion  and  pose  a diagnostic 
aroblem  to  the  primary  physician. 

We  have  reviewed  our  experience  with  posterior 
ossa  meningiomas  in  order  to  highlight  the  salient 
blinical  features  and  to  discuss  the  technological  im- 
provements that  enable  us  to  establish  the  diagnosis 
barly  and  to  remove  these  tumors  much  more  safely 
han  was  possible  in  the  past.13 

MATERIALS  AND  METHODS 

The  Table  summarizes  the  age,  sex,  location,  and 
extent  of  the  surgical  removal  of  1 1 tumors  in  the 
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posterior  fossa.  All  patients  were  followed  by  neu- 
rologists pre-  and  postoperatively.  All  patients  had  one 
or  more  CT  scans  and  most  had  preoperative  angio- 
gram. Every  patient  either  had  direct  or  reformated 
coronal  and  sagittal  images  to  provide  precise  tumor 
location  and  its  relationship  to  normal  anatomical 
structures.  Extra-thin  images  always  were  performed 
with  contrast  enhancement  to  reveal  the  relationship 
of  the  tumor  to  important  vessels.  When  MRI  became 
available,  it  also  was  obtained  when  possible. 

RESULTS 

There  were  no  operative  mortalities  in  this  series. 
One  patient  had  a decompression  of  foramen  magnum 
and  biopsy  only.  One  patient  had  a malignant  me- 
ningioma. Two  attempts  at  a complete  removal  of  a 
large  clival  tumor,  first  infraten  tori  ally  and  then 
supratentorially,  were  unsuccessful.  Each  time,  only 
part  of  the  tumor  was  removed;  the  patient  died  14 
months  after  the  second  surgery  from  tumor  recur- 
rence and  brain  stem  compression,  although  he  was 
neurologieally  functional  until  the  last  month  of  his 
life. 

*Drs.  Hubschmann  and  Krieger  are  affiliated  with  the  Section 
of  Neurological  Surgery,  Veterans  Administration  Medical 
Center,  East  Orange,  and  UMDNJ-New  Jersey  Medical  School. 
Correspondence  may  be  addressed  to  Dr.  Hubschmann,  Sec- 
tion of  Neurological  Surgery,  H-592,  100  Bergen  Street.  New 
ark,  NJ  07103. 
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TABLE 

Posterior  Fossa  Meningiomas 


Age 

Sex 

Location 

Complete 

Resection 

Subtotal 

Removal 

Biopsy 

Mortality 

Morbidity 

62 

M 

FM 

+ ** 

- 

- 

- 

- 

16 
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- 
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+ * 
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56 
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Figure  1— Sagittal  reformated  image  reveals  a large  foramen 
magnum  lesion  (top).  Routine  axial  cut  through  the  foramen 
magnum  (bottom). 


Operative  morbidity  included  one  patient  with  a 
meningioma  of  the  internal  acoustic  meatus  in  whom 
the  facial  nerve  was  initially  saved  but  who  had  a re- 
currence at  one  year.  This  time,  the  facial  nerve  was 
resected  together  with  the  large  dural  tumor  attach- 
ment. At  a later  date,  a hypoglosal  to  facial  nerve 
anastomosis  was  perfonned  with  good  functional  re- 
covery of  the  facial  musculature.  One  patient,  with  a 
large  tentorial  meningioma  that  involved  cranial 
nerves  V and  VII,  had  a postoperative  loss  of  function 
of  these  nerves.  He  refused  hypoglosal  to  facial  nerve 
anastomosis  and  was  left  with  a permanent  tarsor- 
rhaphy and  no  facial  function  on  the  appropriate  side. 
In  two  patients,  a temporary  partial  tarsorrhaphy  was 
performed  to  protect  the  cornea  because  of  loss  of  eye- 
lid blink.  The  rest  of  the  patients  did  well  and  had 
either  no  neurological  deficit  or  were  left  with  their 
original  neurological  deficit. 


CASE  REPORT 

Foramen  Magnum  Meningioma.  A 67-year  old  male 
complained  of  nonspecific,  vague  neck  pains  and  slow 
ly  increasing  difficulties  walking.  A neurologist  found 
a paucity  of  objective  findings  and  elected  to  observe 
the  patient.  Six  months  later,  the  patient  had  a mild 
quadriparesis.  A routine  CT  scan,  with  and  without! 
contrast,  was  reported  to  be  normal.  A myelogram  to 
the  C2  level  was  performed  and  it  too  was  reported  as 
normal.  Because  of  the  negative  diagnostic  studies  and 
increasing  complaints  from  the  patient,  with  little  in 
the  way  of  objective  neurological  findings,  he  was 
labeled  a hysteric  and  treated  for  another  ten  months 
with  various  psychotropic  medications.  Only  when  he 
was  unable  to  walk  unaided  was  he  readmitted  to  the 
hospital.  This  time  the  combination  of  quadriparesis 
and  nystagmus  suggested  a foramen  magnum  lesion. 
A CT  scan  of  the  region  with  reformated  images  re 
vealed  a large  foramen  magnum  tumor  (Figure  1).  Sur 
gery  was  performed  and  the  intracranial  portion  of  the 
tumor  was  completely  removed.  A small  extracranial 
portion  of  the  tumor  at  the  level  of  Cl -2  whichj 
enveloped  the  vertebral  artery  was  left  in  situ  (Figurej 
2).  His  postoperative  course  was  uneventful  with  a 
marked  neurological  improvement. 

Clivus  Meningioma.  A 62-year-old  female  executive! 
developed  a transient  hemiparesis  that  initially  was! 
thought  to  be  due  to  a transient  ischemic  episode.  The 
CT  scan  revealed  a clivus  tumor  displacing  the  brain 
stem.  The  reformated  images  showed  the  exact  lo- 
cation of  the  tumor  and  its  relationship  to  the  brain] 
stem  (Figure  3).  At  surgery,  the  tumor  was  completely 
removed  (Figure  4).  The  postoperative  recovery  was 
uneventful  and  she  had  no  neurological  deficit.  She 
returned  to  her  occupation  after  three  months. 

Tentorial  Meningioma.  A 32-year-old  female  com 
plained  of  moderate  headaches  and  depression  for  ap- 
proximately two  months  before  she  sought  medical 
attention.  When  she  was  seen,  however,  the  absence  ol 
clinical  findings,  depression,  and  only  moderate  head 
aches  led  to  a diagnosis  of  depressive  reaction  and  nc 
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Figure  2 — Postoperative  CT  scan  through  the  level  of  Cl 
shows  a complete  intradural  tumor  removal  (top).  A small 
portion  of  the  tumor  attached  to  the  vertebral  arteiy  was  left 
in  situ.  Postoperative  reformated  sagittal  image  shows  a com- 
plete intradural  tumor  removal  (bottom). 

further  studies  were  performed.  Two  months  later,  she 
had  severe  headaches  and  an  unsteady  gait;  fundu- 
seopic  examination  revealed  a bilateral  florid  papil- 
ledema with  extensive  retinal  hemorrhages.  CT  scan 
revealed  a large  infra-  and  supratentorial  meningioma 
with  hydrocephalus  due  to  obstruction  of  the  aque- 
duct (Figures  5 and  6).  The  cerebrospinal  fluid  was 
immediately  shunted  and  one  week  later  a complete 
removal  of  the  tumor  by  a combined  supra-  and  in- 
fratentorial resection  was  performed  (Figure  7).  She 
had  no  postoperative  neurological  deficit,  was  am- 
bulatory within  one  week  of  surgery,  and  was  dis- 
charged three  weeks  later.  At  the  time  of  discharge,  she 
was  left  with  a decrease  in  vision  and  early  optic 
atrophy  due  to  the  preoperative  papilledema  One 
month  later,  a significant  visual  impairment  and  de- 
finitive optic  atrophy  persisted. 

DISCUSSION 

These  illustrative  case  reports  highlight  both  the 
diagnostic  difficulties  as  well  as  the  technical  improve- 
ments that  allow  a complete  extirpation  of  these 
tumors  without  producing  a new  neurological  deficit. 

Tumors  in  the  posterior  fossa  produce  different 
symptoms  than  those  of  the  supratentorial  region.  The 
small  compartment  of  the  posterior  fossa  confined 
below  the  tentorium  and  above  the  foramen  magnum, 
contains  neuronal  centers  responsible  for  the  main- 
tenance of  blood  pressure,  respiration,  heart  rate,  and 
other  vital  functions.  All  the  cranial  nerves  originate 
in  the  posterior  fossa  with  the  exception  of  the  olfac- 

Itory  and  optic  nerves.  The  cerebrospinal  fluid  (CSF) 
pathways  in  the  posterior  fossa  easily  can  be  com- 
promised at  several  points  where  the  CSF  passes 
through  naturally  narrow  passageways  such  as  the 
aqueduct  and  perimesencephalic  cisterns.  These 
anatomical  factors  are  responsible  for  a biphasic 
course  of  the  disease.  During  the  first  phase,  the  slowly 
growing  tumors  may  cause  no  specific  symptoms  ex- 
cept for  nonspecific  headaches,  sometimes  referred  to 


Figure  3 — A reformated  sagittal  image  shows  a large  clival 
tumor  (arrow)  compressing  the  brain  stem  posteriorly  and 
superiorly  (top).  Axial  images  confirm  the  presence  of  the 
tumor  and  compression  of  the  brain  stem  (bottom). 


Figure  4 — Postoperative  CT  shows  a complete  tumor  removal. 
Postoperative  intracranial  air  is  noted. 


the  upper  neck  and  back  of  the  head.  Given  the  large 
number  of  middle-aged  and  older  persons  suffering 
from  cervical  discogenic  headaches,  this  symptom  is 
not  particularly  useful  in  establishing  the  diagnosis. 
On  the  other  hand,  the  development  of  cranial  nerve 
palsies  is  a useful  but  late  localizing  sign  because  slow- 
ly growing  meningiomas  stretch  and  displace  the 
cranial  nerves  without  causing  a deficit.  Spasticity  is 
a late  sign  that  clinically  cannot  be  distinguished  from 
the  more  common  cervical  spondylosis  compressing 
the  spinal  cord. 

The  transition  into  the  second  stage  is  more  omi- 
nous and  represents  the  development  of  compromise 
of  the  cerebrospinal  fluid  circulation.  The  headaches 
became  much  more  severe  and  the  patient  may  develop 
unsteadiness  of  gait  from  either  direct  compression 
of  the  cerebello  pontine  connections  or  due  to  the 
stretching  of  the  fronto-ponto-cerebellar  f ibers  second- 
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Figure  5 — A large  tumor  extending  through  the  tentorium. 
Sagittal  reformating  showing  the  supero-inferior  extent  (top). 
Axial  view  showing  the  mediolateral  extent  of  the  tumor  at 
this  level  (bottom). 


Figure  6 — Coronal  view  delineates  the  medial  portion  of  the 


tumor  (top).  Axial  view  of  the  tumor  (bottom). 


aiy  to  hydrocephalus.  This  stage  is  very  dangerous 
because  a process  that  may  have  taken  several  years 
to  develop  accelerates  at  a dramatic  rate.  If  not  treated 
immediately,  the  massive  increase  in  intracranial 
pressure  may  lead  to  a rapid  loss  of  vision  or  even 
sudden  death  due  to  a cardiorespiratory  dysfunction. 
Once  papilledema  and  hemorrhages  in  the  optic  nerve 
develop,  visual  impairment  may  progress  even  after 
successful  surgical  management  of  the  increased  in- 
tracranial pressure  (as  was  seen  in  case  report  3). 
Other  clinical  signs  such  as  depression  are  not  readily 
associated  with  a posterior  fossa  tumor  and  are  not 
part  of  its  classical  description.  Significant  depression, 
however,  was  seen  in  three  of  our  patients.  Diplopia 
nystagmus,  decreased  hearing,  or  facial  asymmetry 
were  more  common  and  were  related  to  a specific 
cranial  nerve  dysfunction.  A peculiar  distribution  of 
bilateral  numbness  and  weakness  of  hand  muscles  has 
been  described  in  patients  who  harbor  a tumor  at  the 
foramen  magnum. 


Figure  7— Postoperative  CT  scan  shows  a complete  tumor 
removal.  The  tumor  bed  is  filled  with  CSF  (low  density). 


The  paucity  of  clinical  findings  should  not  preveni 
the  family  physician  or  internist  from  proceeding  with 
appropriate  diagnostic  studies.  Presence  of  any  of  the 
specific  signs  or  persistence  of  the  nonspecific  signs 
for  more  than  two  weeks  indicate  the  need  for  a Cl 
scan  of  the  head  with  and  without  intravenous  con 
trast.  As  some  meningiomas  enhance  only  with  con 
trast,  a tumor  may  be  missed  if  it  is  too  small  tc 
produce  a significant  mass  effect  on  a noncontrast  Cl 
study.  Recently,  magnetic  resonance  imaging  of  the 
head  has  been  used  and  appears  to  offer  distinct  ad 
vantages  as  a screening  procedure.  Its  high  cost  anc 
limited  availability,  however,  make  it  less  attractive 
Routine  CT  scanning  may  be  adequate  and  less  ex 
pensive.  Once  the  diagnosis  is  suspected,  a neu 
rosurgeon  should  help  with  the  selection  of  furthei 
studies.  Coronal  and  sagittal  reconstructions  on  the 
CT  scan  are  essential  in  planning  the  appropriate 
surgical  approach.  The  role  of  cerebral  angiograph) 
has  changed  in  recent  years.  It  no  longer  serves  as  c\ 
diagnostic  tool,  but  rather  provides  specific  infor 
mation  to  the  surgeon  about  the  position  of  majoi 
feeding  vessels  and  the  position  and  patency  of  the 
transverse  and  sigmoid  sinuses.  The  MR1  has  noi 
eliminated  the  need  for  contrast  CT  or  cerebral  angio 
gram  in  most  instances. 

The  surgical  techniques  have  undergone  significant 
improvement  in  recent  years.  In  addition  to  routine 
use  of  the  surgical  microscope,  high  performance 
power  drills  permit  more  extensive  removal  of  bone^ 
which  provides  better  exposure  and  minimizes  the  ma 
nipulation  of  neural  structures.  The  use  of  speeializec 
pin  head  holders  allows  precise  positioning  of  the  heac 
based  on  the  detailed  preoperative  diagnostic  studies 
Intraoperatively,  the  newest  generation  of  bipolaj 
coagulators  allows  pinpoint  coagulation  of  the  bleed 
ing  vessels.  The  resection  of  firm  meningiomas  is 
markedly  facilitated  by  their  aspiration  after  emulsi 
fication  by  the  ultrasound  instrument.  This  allows  re 
moval  of  even  very  large  and  firm  tumors  withou 
undue  traction  on  the  surrounding  structures  which 
has  been  one  of  the  main  sources  of  mortality  anc 
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morbidity  in  the  past.  Laser  facilitates  the  surgery  in 
poorly  accessible  locations.  In  this  so-called  “no  touch 
technique,”  a defocused  laser  beam  evaporates  the 
exposed  tumor  from  a distance  through  the  open 
cranium  and  significantly  decreases  surgical  manipu- 
lation of  the  brain. 

New  anesthetic  techniques  also  have  contributed  to 
successful  surgical  results.  The  Swan-Ganz  catheter 
placement  preoperatively  with  computerized  evalu- 
ation of  cardiac  function  and  intraoperative  monitor- 
ing of  cardiac  output  have  been  helpful  in  patients 
with  significant  intraoperative  bleeding,  common  in 
meningiomas.  These  tumors  occur  in  elderly  patients 
with  depressed  cardiac  function  who  are  subjected  to 
intravenous  fluid  volume  loading  and  cardio-depress- 
ant  anesthetic  agents  during  surgery. 

CONCLUSION 

The  results  of  the  treatment  of  posterior  fossa  me- 
ningiomas have  improved  dramatically  in  the  last  ten 


years.  None  of  our  patients  died  as  a result  of  surgery; 
tumor  removal  was  incomplete  in  two.  None  of  the 
patients  suffered  serious  postoperative  morbidity  as  a 
result  of  surgery.  Better  results  can  be  expected  in  the 
future,  providing  the  tumors  are  identified  before  they 
cause  irreversible  damage  to  the  surrounding  neural 
structures.  These  tumors,  however,  need  to  be  handled 
in  centers  where  experienced  surgeons  have  access  to 
the  most  modem  diagnostic  and  treatment  technolo- 
gies. 
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Treatment  of  Erectile  Failure  with  Inflatable 
Prostheses:  Three- Year  Experience 


David  C.  Saypol,  m.d.,  George  M.  Uhran,  m.d.,  John  C.  Stockman,  m.d.,  Morristown* 


In  1983 , a new  model  of  the  Scott  inflatable  prosthesis  for  the 
treatment  of  erectile  dysfunction  was  released . We  describe  the 
results  of  42  successive  implants  performed  over  the  past  three 
years  using  the  current  prosthesis.  Forty  patients  are  using  the 
prosthesis  satisfactorily  for  a success  rate  of  95  percent. 


Impotence,  the  inability  to  ob- 
tain an  erection  satisfactory  for 
intercourse,  can  have  devastat- 
ing consequences  on  an  estimated  ten  million  men  in 
this  country.  Until  the  early  1970s,  successful  therapy 
was  not  available. 

As  early  as  1902,  Wooten  recommended  ligation  of 
the  dorsal  vein  of  the  penis  as  a way  to  improve  tur- 
gidity  and  thus  restore  erectile  adequacy.1  Thirty-four 
years  later,  attempts  were  made  to  implant  rib  cartilage 
within  the  penis  in  hopes  of  providing  enough  rigidity 
for  penetration.2  While  the  early  results  were  en- 
couraging, subsequent  resorption  of  the  cartilage 
proved  disappointing. 

By  the  1960s,  silicone  and  acrylic  devices3  were  im- 
planted with  some  successes;  by  the  early  1970s,  these 
devices  gained  popularity  with  the  introduction  of  the 
Scott  inflatable  prosthesis4  and  the  Small-Carrion 
semirigid  prosthesis.5  Since  then,  we  have  witnessed 
a blossoming  of  therapeutic  modalities  for  the  treat- 
ment of  erectile  failure.  Our  group  began  implanting 
the  Scott  inflatable  prosthesis  in  1975  and  to  date  has 
implanted  just  over  200  of  these  devices.6 

METHODS  AND  RESULTS 

We  evaluate  each  patient  with  erectile  difficulty  with 
a thorough  history  and  physical  examination  and  lab 
oratory  studies,  including  a serum  testosterone  and 


fasting  blood  glucose.  If  a clear  etiology  cannot  be  de- 
termined following  these  preliminary  studies,  further 
evaluation  includes  nocturnal  penile  tumescence 
monitoring,  psychiatric  evaluation,  and  other  studies.7 
It  has  been  the  overwhelming  experience  in  the  uro- 
logic  literature  that  when  patients  present  with  a 
diagnosis  of  impotence  in  the  absence  of  symptoms 
suggesting  hyperprolactinemia  and  absence  of  symp 
toms  consistent  with  thyroid  disease  that  these  stud- 
ies are  unnecessary  and  not  cost  effective.  Those  pa- 
tients who  have  clear-cut  organic  reasons  for  their 
impotence  and  those  with  psychogenic  problems  who 
fail  to  respond  to  psychotherapy  are  candidates  for  a 
prosthesis. 

The  patients  are  hospitalized  the  day  prior  to  sur- 
gery and  are  given  12  hours  of  prophylactic  intra- 
venous antibiotic.  Each  implant  is  inserted  via  the 
standard  infrapubic  approach;  a Foley  catheter  is  left 
in  place  for  24  hours.  The  patient  begins  inflating  and 
deflating  the  device  on  the  second  or  third  post- 
operative day,  and  most  patients  are  discharged  on  the 
fourth  or  fifth  postoperative  day.  Intercourse  may  be 
resumed  in  three  weeks. 

*From  Morristown  Memorial  Hospital  and  the  Department  of 
Surgery  (Urology),  UMDNJ  Robert  Wood  Johnson  Medical 
School.  Correspondence  may  be  addressed  to  Dr.  Saypol,  Mor- 
ristown Urology  Associates,  40  Franklin  Street,  Morristown, 
NJ  07960. 
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RESULTS 

The  average  age  of  the  42  patients  receiving  im- 
plants over  the  two-year  period  was  53.  The  causes  of 
erectile  dysfunction  were  diabetes  mellitus  in  22  pa- 
tients, atherosclerotic  cardiovascular  disease  in  16  pa- 
tients, neurologic  in  2 patients,  and  psychogenic  in  2 
patients.  Of  the  42  patients  receiving  the  Scott 
prosthesis  over  the  two-year  period,  2 patients  re- 
quired subsequent  removal  for  infection.  One  of  these 
patients  was  an  insulin-dependent  diabetic  and  the 
other  patient,  a quadriplegic.  The  diabetic  patient  re- 
fused a second  implant  and  the  quadriplegic  patient 
ultimately  had  a semi-rigid  (noninflatable)  prosthesis 
inserted  with  good  results.  A third  patient  had  a me- 
chanical pump  failure  one  year  after  surgeiy;  the  de- 
vice was  replaced  and  now  is  functioning  to  his  satis- 
faction. 

Thus,  40  of  the  total  patients  implanted  have  func- 
tioning prostheses.  All  patients  engage  in  intercourse 
regularly  with  excellent  patient  and  partner  satisfac- 
tion. 

The  average  operating  time  was  one  hour  and  40 
minutes  while  the  average  hospital  stay  was  five  days. 

DISCUSSION 

Since  the  introduction  of  improved  penile  prosthe- 
ses in  the  1970s,  the  urologist  has  become  actively 
involved  in  the  evaluation  and  treatment  of  erectile 
problems.  It  is  of  interest  that  prior  to  these  devices 
being  available,  90  percent  of  impotence  was  thought 
to  be  psychogenic;  psychotherapy  was  the  only  avail- 
able, and  often  unsuccessful,  means  of  therapy.  Today, 
with  more  sophisticated  scientific  studies  and  labora- 
tory investigations,  we  now  believe  that  approximately 
50  to  60  percent  of  all  impotence  is  organic  in  origin 
with  most  of  these  patients  having  diabetes  mellitus 
and  atherosclerotic  cardiovascular  disease. 

The  goal  of  the  urologist  with  special  interest  in 
erectile  dysfunction  is  to  determine  the  cause  and  to 
offer  the  most  appropriate  form  of  therapy.  If  all  signs 
and  symptoms  point  to  psychogenic  origin,  psycho- 
therapy is  recommended.  Those  patients  who  show  no 
improvement  following  psychotherapy  may  benefit 
from  a prosthetic  device. 


Patients  whose  impotence  is  organic  are  treated 
with  hormone  replacement  if  a clear-cut  hormone  defi 
ciency  is  manifest.  Those  who  fail  to  improve  with 
hormone  replacement  and  all  others  are  offered  s 
prosthetic  device.  Patients  who  are  unable  to  inflate 
the  device  themselves  and  patients  felt  to  be  psy 
chiatrically  unfit  are  advised  against  a prosthesis 
Most  candidates  for  surgeiy  are  counseled  by  individ 
uals  who  have  had  a prosthesis  or  attend  a self-helf 
group,  such  as  Impotence  Anonymous,  prior  to  the 
implantation.  The  reassurance  that  the  device  has 
worked  for  others  is  useful. 

SUMMARY 

Our  results  suggest  that  careful  evaluation  and  sur 
gery  may  restore  satisfactory  peno-vaginal  intercourse 
in  over  90  percent  of  patients.  While  the  long-tern 
results  of  the  current  device  remain  to  be  proved,  pa 
tients  who  have  had  mechanical  failures  can  be  re 
operated  successfully.  Many  patients  with  erectile 
problems  are  unaware  of  a solution  until  they  learn  o 
it  from  the  media  Primary  physicians  should  rec 
ommend  careful  urologic,  endocrine,  and  psychiatric 
evaluation  for  their  impotent  patients.  Where  in; 
dicated,  implantable  penile  prostheses  should  be  ree 
ommended  to  those  couples  who  desire  to  continue 
sexual  relations. 
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Very  specific  polyclonal  and  monoclonal  antibodies  can  be 
labeled  with  gamma-emitting  radionuclides  and  used  in  vivo  for 
cancer  localization  for  external  imaging  and  treatment.  Cancer 
markers , such  as  carcinoembryonic  antigen , alpha-fetoprotein , 
human  chorionic  gonadotropin,  and  prostatic  acid  phosphatase, 
have  been  found  to  be  suitable  targets. 


Most  of  the  search  for  the  identi- 
fication of  a simple  and  specific 
cancer  test  has  involved  immu- 
nological methods,  either  serological  or  cellular  in 
nature.  Similar  efforts  also  have  been  made  to  develop 
more  specific  therapeutic  strategies.  However,  it  is  only 
jin  recent  years,  with  the  advent  of  new  molecular  ap- 
proaches, such  as  recombinant  genetics,  cell  cloning, 
and  hybridoma  techniques,  that  progress  has  been 
noted.  This  article  summarizes  some  of  these  develop- 
ments, and  the  current  prospects  for  specific  methods 
of  cancer  detection  and  therapy  with  radio-labeled 
antibodies. 

MONOCLONAL  ANTIBODIES 

If  a human  or  animal  is  immunized  with  an  antigen, 
serum  taken  from  the  sensitized  host  will  have  anti- 
body molecules,  or  immunoglobulins,  reactive  with 
several  determinants,  or  epitopes,  of  the  antigen.  This 
'mixture  of  antibodies  derived  from  a population  of 
iplasma  cells  is  referred  to  as  polyclonal  antibodies. 
However,  if  individual  plasma  cells  or  lymphocytes 
icould  be  separated  and  cloned,  each  clone  would  have 
the  potential  to  produce  a single  species  of  antibody 
molecule,  or  a monoclonal  antibody.  This  could  not  be 
(achieved  readily  until  Kohler  and  Milstein  demon- 
strated that  murine  myeloma  cells,  which  are  immortal 
malignant  cells  capable  of  producing  immunoglobu- 
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lins,  could  be  fused  with  antibody-producing  lympho- 
cytes to  secrete  unlimited  quantities  of  the  desired 
antibody.1  These  clones  of  hybrid  cells  producing  anti- 
bodies are  called  hybridomas.  Whereas  the  originally 
stimulated  lymphocytes  do  not  survive  in  cell  culture 
and  myeloma  cells  cannot  be  induced  to  secrete  anti- 
gen-specific  antibodies,  the  hybridomas  resulting  from 
the  fusion  of  these  cells  express  both  the  specific  anti 
body  production  of  the  lymphocyte  and  the  immortal 
character  of  the  myeloma2  These  advances  have  stimu- 
lated the  development  and  identification  of  antibodies 
against  a diverse  array  of  antigen  molecules  of  use  in 
biology  and  medicine,  and  have  had  applications  in 
many  different  areas  of  biotechnology,  including 
purification  of  substances,  receptor  and  molecule 
characterization,  manufacturing  of  antigens  and  anti- 
bodies, in  vitro  and  in  vivo  diagnostics,  and  therapeu- 
tics. However,  despite  these  successes,  monoclonal 
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Figure— Posterior  abdominal  view  of  CEA-RAID  showing  liver 
metastasis  (arrows)  of  a colorectal  carcinoma,  using  com- 
puter-assisted subtraction  technology. 


TABLE  1 

Current  RAID  Results 

1.  Sensitivity,  specificity,  and  accuracy  levels  above  90 
percent  can  be  achieved  in  some  cancer  types  using 
1-131  antibodies  and  computer-enhancing  subtrac- 
tion methods. 

2.  Tumors  as  small  as  1 to  2 cm  in  diameter  can  be 
imaged. 

3.  RAID  can  disclose  occult  lesion,  even  up  to  a year 
before  confirmation  by  other  detection  measures. 

4.  Antibody  imaging  can  be  positive  even  when  blood 
antigen  (target)  levels  are  normal. 

5.  Host  antibody  produced  against  the  imaging  antibody 
is  usually  not  problematic. 

6.  Immune  complexes  formed  by  interaction  of  the  in- 
jected radioactive  antibody  with  circulating  antigen 
usually  are  not  problematic  for  image  interpretation. 

7.  RAID  is  a useful  adjunctive  method  of  cancer  detec- 
tion, often  complementing  and  extending  the  findings 
of  other  common  radiological  methods. 

8.  The  method  has  been  found  to  be  safe  in  over  800 
patient  studies  performed  by  CMMI  scientists,  and  at 
least  another  800  studies  performed  worldwide. 

antibodies,  in  cancer  immunology,  have  not  resulted 
in  the  identification  of  any  substances  which  are 
uniquely  restricted  to  cancer  cells,  so  that  a specific 
cancer  marker  test  still  remains  elusive. 

CANCER  MARKERS  AS  ANTIBODY  TARGETS 

Although  specific  substances  for  cancers  have  been 
sought  as  potential  immunodiagnostic  tests,  the  ex- 
perience with  polyclonal  antibodies  and,  more  recently, 
monoclonal  antibodies,  has  indicated  that  a qualita- 
tively unique  cancer  marker  as  yet  has  not  been  identi- 
fied. Most  cancer  markers,  instead,  are  tumor-asso- 
ciated substances,  i.e.  constituents  or  products  of 
tumor  cells  which  are  quantitatively  increased  as  com- 
pared to  their  presence  or  secretion  by  nonmalignant 
cells.  Whereas  this  lack  of  specificity  precludes  their 
use  as  screening  or  diagnostic  tests  for  cancer,  a suffi- 
cient quantitative  elevation  in  or  near  neoplasia,  as 
compared  to  adjacent  tissues,  permits  a selective  accre- 
tion of  antibodies  directed  against  these  markers. 
Thus,  many  different  kinds  of  cancer  markers,  such  as 
lymphocyte  markers,  oncofetal  antigens,  e.g.  carcino- 


embiyonie  antigen  and  alpha-fetoprotein,  ectopic  hor! 
mones,  enzymes  and  isoenzymes,  placental  and  feta 
proteins,  antigens  of  oncogenic  viruses,  oncogen* 
products,  and  even  normal  or  organ  antigens  that  be 
come  increased  with  neoplasia  may  function  as  suit 
able  target  substances  for  antibodies  carrying  diag 
nostic  or  therapeutic  modalities.  To  the  extent  tha 
there  is  a sufficient  gradient  between  the  level  of  thes* 
antigenic  markers  in  tumor  versus  normal  tissues 
immunoconjugates  (antibodies  labeled  with  isotope:; 
or  conjugated  with  drugs  or  toxins)  may  show  a selee 
tivity  for  cancer  cells  bearing  the  appropriate  markers: 
This  has  been  the  underlying  principle  for  our  studie: 
concerned  with  imaging  and  treating  cancer  wit! 
radioactive  antibodies,  and  even  before  the  advent  o 
hybridoma-derived  monoclonal  antibodies,  we  sue 
ceeded  in  using  polyclonal  antibodies  against  commoi 
cancer  markers;  these  cancer  markers  include 
carcinoembryonic  antigen  (CEA),  alpha-fetoproteir 
(AFP),  human  chorionic  gonadotropin  (HCG),  ane 
prostatie  acid  phosphatase  (PAP)  to  image  cancer: 
producing  these  substances. 

RADIOIMMUNODETECTION  METHODOLOGY 

A merging  of  the  disciplines  of  nuclear  medicine  am 
immunology,  by  more  specific  means,  for  the  imaging 
of  tumors  has  been  termed  radioimmunodetection  o 
cancer.34  If  a selective  accretion  of  antibodies  can  be 
achieved  in  cancer,  then  these  antibodies,  fulfilling  the 
expectations  of  Paul  Ehrlich’s  magic  bullets,  can  serve 
to  carry  diagnostic  and  therapeutic  substances  to  ma 
lignant  tissues.  However,  radioimmunodetectior 
(RAID)  is  an  experimental  procedure,  since  we  are  en 
gaged  in  defining  the  proper  antibodies,  radionuclides 
and  image  processing  method  since  our  first  experi 
mental  reports  of  this  method  in  1973  and  1974. 56 

There  are  numerous  requirements  for  the  selective] 
accretion  of  antibodies  in  tumors,  and  these  include] 
factors  related  to  the  antigen  target,  the  host,  and  the' 
character  of  the  antibody.  The  antigen  should  be  fairl) 
specific  to  the  cancer  cells,  accessible,  and  abundant: 
so  that  maximal  antibody  binding  is  feasible.  High 
tumor  accretion  will  be  effected  further  by  an  antibod) 
which  is  very  immunoreaetive  and  has  a high  binding 
constant  for  the  antigen.  Regarding  the  nature  of  the 
antibody,  there  is  as  yet  no  proof  that  monoclonal  anti- 
bodies are  superior  to  polyclonal  antibodies  for  cancel] 
imaging  or  therapy.  Monoclonal  antibodies  are  pre! 
ferred  because  of  ease  and  economy  of  production,  re 
produeibility,  and  specific  epitope  reactivity.  However 
binding  constants  of  monoclonal  antibodies  are  usual 
ly  less  than  those  of  polyclonals,  and  the  specificity  ol 
a monoclonal  for  a discrete  antigen  epitope  may  render 
it  too  restricted  for  adequate  binding  to  tumor  cells 
This  is  why  mixtures  of  monoclonal  antibodies,  not 
only  reacting  with  different  epitopes  of  the  same  anti-! 
gen,  but  also  directed  against  different  tumor-associ- 
ated antigens,  may  be  more  advantageous.  These  may, 
be  considered  engineered  polyclonal  antibodies.7  In  ad  I 
dition  to  the  particular  antibody  and  antigen  target, j| 
the  immunoglobulin  subtype  and  the  presence  or 
absence  of  the  Fc  component  of  the  immunoglobulin 
may  influence  antibody  kinetics  and  binding.  Antibody 
fragments  clear  the  circulation  much  faster  than 
whole  immunoglobulin,  retain  the  antigen-binding; 
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end  of  the  molecule,  and  are  less  immunogenic  than 
when  the  Fe  portion  is  present. 

The  radionuclide  attached  to  the  antibody  should 
have  optimal  imaging  energy,  decay  properties,  and 
conjugation  stability  for  remaining  intact  with  the 
antibody  in  vivo.  Iodine- 131  has  been  the  radionuclide 
used  most  for  labeling  immunoglobulins  for  human 
applications,  although  it  has  a number  of  limitations, 
such  as  high  radiation  exposure  due  to  its  beta  energy 
component,  a high  364  keV  photon  energy  which  is  not 
compatible  with  most  current  imaging  equipment,  and 
a tendency  for  rapid  deiodination  in  vivo.  On  the  other 
hand,  this  deiodination  may  be  advantageous  if  a rapid 
clearance  of  the  radionuclide  from  nontarget  tissues 
is  afforded.  Other  radionuclides,  particularly  radio- 
metals such  as  indium- 1 1 1,  appear  to  offer  some  ad- 
vantages over  1-131,  but  with  current  conjugation 
methods  they  have  a serious  defect  of  showing  an 
enhanced  retention  by  the  liver. 

If  the  tumor/nontarget  ratio  of  localization  is  great- 
er than  5:1,  then  conventional  planar  nuclear  medicine 
techniques  probably  would  suffice  for  cancer  imaging, 
or  RAID.  Often,  however,  these  ratios  are  in  the  range 
of  2.5:1  in  the  initial  days  after  administration  of  the 
imaging  antibody,  since  there  is  an  early  high  blood 
concentration  of  radioactivity,  particularly  noticeable 
in  the  heart  and  liver.  One  way  to  improve  the  target/ 
nontarget  ratio  is  to  delay  imaging  for  at  least  five  days 
with  whole  immunoglobulin,  so  that  background 
radioactivity  is  diminished,  or  to  use  an  antibody  frag- 
ment with  more  rapid  nontarget  clearance  than  larger, 
intact  immunoglobulin.  In  our  first  clinical  publi- 
cation of  RAID,  we  described  a method  of  subtraction 
by  which  another  radiolabeled  compound,  such  as 
technetium-99m  human  serum  albumin,  is  adminis- 
tered to  mimic  nontarget  (blood  pool)  radioactivity  of 
the  labeled  antibody,  and  then  the  areas  of  Tc-99m 
radioactivity  are  computer-subtracted  from  1-131  anti- 
body-associated  radioactivity.8  The  reduction  in  non- 
tumor count  activity  results  in  an  image  with  in- 
creased contrast,  or  a target-to-nontarget  ratio  which 
is  increased  by  a factor  of  2 or  3.9  Another  approach 
we  are  developing  is  the  use  of  a second  antibody, 
directed  against  primary  radiolabeled  antibody,  for 
binding  and  clearing  of  the  primary  antibody  from 
blood  and  nontarget  tissues.10  Moreover,  the  use  of 
single-photon  emission  computerized  tomography 
(SPECT)  is  believed  to  improve  image  definition,  since 
this  method  usually  requires  a target-to-nontarget 
ratio  of  only  about  2,  which  is  in  the  range  of  antibody 
targeting. 

RAID  CLINICAL  RESULTS 

Based  upon  our  experience  in  over  800  patient  stud- 
ies performed  with  RAID  over  the  past  eight  years, 
using  both  polyclonal  and  monoclonal  antibodies 
against  several  cancer  markers  (CEA,  AFP,  HCG,  PAP, 
and  colon-specific  antigen-p),  we  have  reached  the  con- 
clusions summarized  in  Table  1 as  the  current  status 
of  RAID.  It  is  apparent  that  although  RAID  still  is  a 
young  and  developing  discipline,  the  results  compare 
favorably  with  other  cancer  detection  measures. 

The  abundance  of  our  RAID  studies  have  involved 
CEA  antibodies  labeled  with  1-131,  and  we  have  found 
a high  degree  of  t rue-positivity  in  a number  of  tumor 


TABLE  2 

Potential  Uses  of  CEA  RAID 

1.  Contribute  to  preoperative  clinical  staging. 

2.  Evaluate  cancer  recurrence  or  dissemination. 

3.  Locate  the  source  of  a rising  CEA  titer  in  the  blood, 
especially  occult  lesions. 

4.  Confirm  other  detection  measures  that  are  less  tumor- 
specific. 

5.  Evaluate  response  to  therapy. 

6.  Serve  as  a basis  for  choosing  antibody-mediated  ther- 
apy strategies. 

types,  such  as  colorectal  carcinoma  ovarian  cancer, 
and  cervical  carcinoma"  In  a detailed  study  of  51 
consecutive  patients  with  a history  of  colorectal 
cancer,  an  overall  true-positive  rate  of  86  to  91  percent, 
a false-negative  rate  between  9 and  14  percent,  and  a 
false-positive  rate  of  less  than  4 percent,  on  a tumor 
site-basis,  were  found.12  In  1 1 of  the  51  patients  evalu- 
ated, tumor  sites  were  detected  that  were  not  disclosed 
by  other  detection  methods  until  up  to  40  weeks  later. 
Subsequent  studies  with  other  polyclonal  and  mono- 
clonal antibodies  against  CEA  have  supported  and  ex- 
tended these  results.  An  example  of  a colonic  cancer 
metastasis  revealed  by  CEA-RAID  is  shown  in  the  Fig- 
ure. This  experience  in  over  500  patients  given  CEA 
antibodies  has  indicated  to  us  that  this  new  imaging 
modality  can  be  used  in  the  management  of  patients 
with  colorectal  cancer  in  a number  of  ways  (Table  2). 
One  of  the  most  important  indications  for  CEA-RAID 
is  locating  sites  of  occult  cancer  in  patients  presenting 
with  a rising  CEA  titer,  suggesting  to  us  that  RAID  may 
provide  an  early  method  for  determining  tumor  recur- 
rence and  spread.  In  order  to  verily  this,  we  currently 
are  planning  a multi-institutional  prospective  clinical 
trial  of  CEA-RAID. 

The  basic  principles  and  findings  of  RAID  in  colorec- 
tal cancer,  using  CEA  antibodies,  have  been  found  in 
other  tumor  types  imaged  with  antibodies  against  AEP 
(testicular  and  hepatocellular  carcinomas),  HCG  (tro- 
phoblastic and  germ-cell  cancers),  and  PAP  (prostatic 
carcinoma).1315  It  is  interesting  to  note  that  in  all  these 
RAID  studies,  circulating  levels  of  the  antigen  target 
may  complex  with  the  administered  radioactive  anti- 
body without  compromising  the  RAID  findings.81213'15 

RADIOIMMUNOTHERAPY 

The  ability  to  locate  tumors  by  injection  of  relatively 
specific  antibodies  labeled  with  an  appropriate 
gamma-emitting  radionuclide  has  resulted  in  a strong 
interest  in  therapy  with  suitably  radioactive  anti- 
bodies. In  addition  to  1-131,  a number  of  alpha-  and 
beta-emitting  radionuclides,  such  as  copper-67,  scan- 
dium-47, and  yttrium-90,  are  of  interest. 

Order  and  coworkers  have  administered  1-131  anti- 
ferritin and  anti-CEA  antibodies  to  patients  with  pri- 
mary hepatic  carcinomas  (cholangiocarcinoma  and 
hepatoma),  while  also  applying  external  irradiation 
and  chemotherapy.  In  a recent  report  by  this  group, 
a remission  was  obtained  in  11  of  28  patients  having 
hepatomas  that  did  not  secrete  AFP,  with  the  longest 
remission  lasting  three  years.  In  biliary  cancer,  4 of  6 
patients  remitted  with  1-131  anti-CEA  IgG,  while  1-131 
antiferritin  antibody  resulted  in  regressions  in  4 of  5 
patients  with  non-oat-cell  lung  carcinomas.16  The 
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treatment  of  melanoma  with  1-131  melanoma  antibody 
has  been  reported  by  Carrasquillo  and  colleagues.17  At 
cumulative  doses  ranging  from  134  to  861  mCi.  it  was 
found  that  2 of  3 patients  at  the  higher  doses  showed 
a transient,  partial  tumor  regression.  The  intracavitary 
application  of  1-131  monoclonal  antibodies  for  the 
treatment  of  tumors  in  the  pleura,  pericardium,  and 
peritoneum  has  been  advocated  by  the  Hammersmith 
Oncology  Group,  who  reported  initial  promising  re- 
sults.18 

At  our  own  institution,  we  are  engaged  in  Phase  I 
clinical  therapy  trials  of  1-131  anti-CEA  and  anti-AFP 
antibodies  in  patients  with  advanced  cancers  which 
produce  CEA  or  AFP.  Doses  between  25  and  75  mCi 
1-131  monoclonal  antibodies  are  under  investigation 
in  different  schedules.  In  a current  series  of  14  pa- 
tients treated  with  radioimmunotherapy  (RAIT),  3 
have  shown  evidence  of  tumor  response,  mostly  mixed 
in  nature.  Bone  marrow  toxicity  at  the  higher,  repeated 
radiation  doses  has  appeared,  as  well  as  host  anti- 
mouse antibody  formation,  which  are  limiting  factors 
for  this  therapy.  The  use  of  different  dose  schedules, 
antibodies,  and  radionuclides  are  under  investigation 
in  an  attempt  to  improve  the  prospects  for  antibody- 
mediated  isotopic  therapy  of  disseminated  cancer. 

SUMMARY  AND  CONCLUSIONS 

The  development  of  highly  specific  polyclonal  and 
monoclonal  antibodies  against  common  cancer  mark- 
ers, such  as  CEA  AFP,  HCG,  and  PAP,  have  enabled 
their  use  to  locate  and  disclose  tumor  sites  producing 
these  substances  by  external  imaging  methods.  This 
approach,  called  radioimmunodetection,  involves  the 
injection  of  small  quantities  of  these  antibodies  labeled 
with  a suitable  gamma-energy  emitter,  such  as  1-131, 
which  then  accretes  in  the  antigen-containing  tumors 
and  shows  a target-to-nontarget  ratio  of  about  2.5:1  or 
greater  within  the  first  days  of  administration.  This 
ratio  increases  with  time,  and  can  be  higher  at  early 
imaging  times  if  antibody  fragments  are  used.  We  also 
have  developed  a computer-assisted  subtraction  meth- 
od which  enhances  this  ratio  by  a factor  of  2 or  3,  thus 
permitting  early  disclosure  of  tumor  sites  in  regions 
of  high  background  radioactivity,  such  as  blood-rich 
organs  (heart  and  liver).  Using  these  methods  of  RAID 
in  patients  with  breast,  lung,  colorectal,  pancreatic, 
liver,  ovarian,  testicular,  and  prostatic  carcinomas, 
sensitivity,  specificity,  and  accuracy  rates  approaching 
over  90  percent  have  been  achieved,  with  documented 
eases  of  occult  cancer  disclosed.  Using  similar  prin- 
ciples, antibody-mediated  isotopic  therapy  of  cancer  is 
under  active  investigation,  and  preliminary  results  by 
various  research  groups  have  indicated  some  respons- 
es can  be  achieved  with  1-131  labeled  antibodies  in 


cancers  of  the  liver,  colorectum,  pancreas,  lung,  and  in 
melanoma  However,  these  early  results  need  to  be  con- 
firmed and  extended,  preferably  with  additional  ad- 
vances which  would  decrease  bone  marrow  toxicity 
and  the  human  anti-mouse  antibody  response  noted 
with  repeated  administration  of  murine  monoclonal 
antibodies. 

REFERENCES 

1.  Kohler  G,  Milstein  C:  Continuous  cultures  of  fused  cells 
secreting  antibody  of  predefined  specificity.  Nature  256: 
495-497,  1975. 

2.  Milstein  C:  Monoclonal  antibodies.  Sci  Amer  243:66-74, 
1980. 

3.  Goldenberg  DM:  Careinoembiyonie  antigen  and  other 
tumor-associated  antigens  in  colon  cancer  diagnosis  and 
management,  in  Grundmann  E:  Colon  Cancer.  New  York,  NY: 
Fischer-Verlag,  Stuttgart,  pp.  163-178,  1978. 

4.  Goldenberg  DM,  Deland  FH:  History  and  status  of  tumorj 
imaging  with  radiolabeled  antibodies.  J Biol  Resp  Modi I 
1:121-136,  1983. 

5.  Primus  FJ,  et  al.:  Localization  of  human  GW-39  tumors 
in  hamsters  by  radiolabeled  heterospeeific  antibody  to 
carcinoembryonic  antigen.  Cancer  Res  33:2977-2982,  1973. 

6.  Goldenberg  DM,  et  al.:  Photosean  localization  of  GW-39 
tumors  in  hamsters  using  radiolabeled  anti-carcinoem- 
biyonie  antigen  immuoglobulin  G.  Cancer  Res  34:1-9,  1974. 

7.  Goldenberg  DM:  Tumor  imaging  with  monoclonal  anti- 
bodies. J Nucl  Med  24:360-362,  1983. 

8.  Goldenberg  DM:  et  al.:  Use  of  radiolabeled  antibodies  to 
carcinoembryonic  antigen  for  the  detection  and  localization 
of  diverse  cancers  by  external  photoscanning.  N Engl  J Med 
298:1384-1388,  1978. 

9.  Deland  FH,  et  al.:  Imaging  approach  in  radio- 

immunodeteetion.  Cancer  Res  3046-3049,  1980. 

10.  Sharkey  RM,  Primus  FJ,  Goldenberg  DM:  Second  anti- 
body clearance  of  radiolabeled  antibody  in  cancer  radio- 
immunodetection. Proc  Nat  Acad  Sci  81:2843-2846,  1984. 

11.  Goldenberg  DM,  et  al.:  Radioimmunodeteetion  of 
cancer  with  radioactive  antibodies  to  carcinoembryonic  anti- 
gen. Cancer  Res  40:2984-2992,  1980. 

12.  Goldenberg  DM,  et  al.:  Carcinoembryonic  antigen 
radioimmunodeteetion  in  the  evaluation  of  colorectal  cancer 
and  in  the  detection  of  occult  neoplasms.  Gastroenterology 
84:524-532,  1983. 

13.  Goldenberg  DM,  et  al.:  Clinical  studies  on  the  radio- 
immunodetection of  tumors  containing  alpha-fetoprotein. 
Cancer  45:2500-2505,  1980. 

14.  Goldenberg  DM,  Kim  EE,  DeLand  FH:  Human 
chorionic  gonadotropin  radioantibodies  in  the  radio- 
immunodetection of  cancer  and  for  the  disclosure  of  occult  | 
metastases.  Proc  Nat  Acad  Sci  78:7754-7758,  1981. 

15.  Goldenberg  DM,  DeLand  FH:  Clinical  studies  of  pro- 
static  cancer  imaging  with  radiolabeled  antibodies  against (l 
prostatic  acid  phosphatase.  Urol  Clin  North  Am  11:227-281,  1 
1984. 

16.  Order  SE:  Radioimmunoglobulin  therapy  of  cancer. 
Comprehens  Ther  10:9-18,  1984. 

17.  Carrasquillo  JA  et  al.:  Diagnosis  and  therapy  for  solid 
tumors  with  radiolabeled  antibodies  and  immune  fragments.' 
Cancer  Treatment  Rep  68:317-328,  1984. 

18.  Epenetos  AA  Antibody-guided  irradiation  of  malignant 
lesions:  Three  cases  illustrating  a new  method  of  treatment. 
Lancet  1:1441-1443,  1984. 


NEW  JERSEY  MEDICINE 


198 


DS  is  a complex  disease,  assaulting  the  psyche  as  well  as  the 
)dy.  The  Spellman  Center  for  the  Treatment  of  Persons  With 
DS  treats  both.  A comprehensive  medical  facility,  Spellman  is 
'voted  to  the  care  of  those  suffering  from  Acquired  Immune 
eficiency  Syndrome. 

aspect  for  individual  dignity  guides  the  Spellman  program, 
affed  by  trained  personnel  dedicated  to  working  with 
DS  patients,  the  Center  includes  family  and  friends  in  the 
anagement  of  the  patient’s  health  crisis.  Spellman  also 
)erates  a 24-hour  information  hotline  at  1-800-433-A1DS. 

)r  criteria  on  admission  and  referrals,  please  contact  the 
edical  Director,  at  1-212-307-0735.  Spellman  is  a division  of 
. Clare’s  Hospital  and  Health  Center,  designated  the  first 
DS  treatment  center  by  New  York  State. 


The  Spellman  Center 

for  the  Treatment  of  Persons  With  AIDS 

St.  Clare’s  Hospital  and  Health  Center 


415  W 51st  St 
New  York,  NY  10019 

An  Affiliate  of  New  York  Medical  College 


I An  AZT  Clinical  Site 
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MARY  ANN  HAMBURGER  ASSOCIATES. 

A Medical  Management  Consultant. 

IS  AN  EXPERT  IN  CPT  CODES. 

SHE  CAN  PUT  YOUR  PRACTICE 
ON  THE  RIGHT  REIMBURSEMENT  TRACK! 


Sorting  out  third-party  payment 
codes  accurately  and  fairly  is  essen- 
tial to  today’s  successful  office  prac- 
tice. 


MARY  ANN  HAMBURGER  AS- 
SOCIATES has  researched  the  CPT 
Codes  and  knows  them  thoroughly. 
Whatever  your  specialty,  she  can  help 
you  obtain  the  best  compensation  for 
your  services. 

Setting  a Fee  Schedule  appropriate 
to  your  specialty,  your  geographic 
area  and  changing  market  con- 
ditions is  the  first  step  in  a better 
billing  system. 

MARY  ANN  HAMBURGER  AS- 


SOCIATES has  the  know-how  and  the 
sensitivity  to  get  this  critical  office  func- 
tion working  at  its  best. 
State-of-the-art  office  administration 
frees  the  physician  to  practice  fine 
medicine  and  keep  on  the  latest  de- 
velopments. 

MARY  ANN  HAMBURGER  AS- 
SOCIATES makes  sure  the  business 
side  of  your  practice  gets  the  honest, 
personalized  attention  it  needs. 


MARY  ANN  HAMBURGER 

FOR  A WHOLE  NEW  MARY  ANN  HAMBURGER  ASSOCIATES 

APPROACH  TO  OFFICE  74  HUDSON  AVENUE 

PRACTICE,  CONTACT:  MAPLEWOOD.  NEW  JERSEY  07040 

201-763-7394 


ARE  YOU  PROPERLY  CLASSIFIED? 

professional  MALPRACTICE 

LIABILITY 

OCCURRENCE  PLUS— 1/3,000,000 

LIMITS 

New  Doctors  50%  of  Prem.  Urology-Surg. 

16,621 

GP— No  Surgery  4,927  Neurosurgery 

36,400 

Orthopedic  Surg.  30,418  Obst-Gynec. 

24,534 

Internal  Medicine  6,325  Abdominal  Surg. 

11,475 

General  Surgery  22,005  GP— Minor  Surg 

6,325 

Colon  & Rectal 

Surgery  11,475  Cardiology 

4,927 

OVER  100  OTHER 

CLASSIFICATIONS 

'DOYNTON 

BOYNTON,  INC 

42  MONMOUTH  ST. 

P.O.  BOX  887 

RED  BANK,  N.J.  07701 

MEDICAL  HOTLINE  1-800-822-0262 

OVER  66.000 
FAMILY  PHYSICIANS 
HEAD  THIS 
JOURNAL 


Practical  information 
on  the  medical  aspects  of 
fitness  and  exercise. 

Tennis  elbow:  Joint  resolution  by 
conservative  treatment. 
Hypertrophic  cardiomyopathy 
and  the  athlete. 

Effects  of  sunscreen  use  during 
exercise  in  the  heat. 

Overuse  injuries  to  the  knee  in 
runners. 

How  I manage  ingrown  toenails. 
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Status  of  AMA  Medicare  Lawsuit 


Although  disappointed  by  the 
court’s  denial  of  its  request  for 
a preliminary  injunction  to  pre- 
vent the  government  from  compelling  physicians  to 
make  immediate  participating  non-participating  elec- 
tions under  Medicare,  the  AMA  is  gratified  that  its 
Medicare  lawsuit  already  has  yielded  some  positive  re- 
sults for  the  profession. 

That  is  the  perspective  of  James  H.  Sammons,  M.D., 
AMA's  Executive  Vice-President  following  a detailed 
analysis  of  what  has  transpired  since  AMA  brought  its 
lawsuit  December  31,  1986,  against  the  Department  of 
Health  and  Human  Services.  The  suit  challenges  the 
:onstitutionality  of  certain  provisions  of  the  Omnibus 
Budget  Reconciliation  Act  (OBRA). 

AMA’s  request  for  a preliminary  injunction  was  de- 
nied January  20,  in  a decision  rendered  by  Judge 
Barefoot  Sanders  of  the  Federal  District  Court  for  the 
Nforthem  District  of  Texas. 

While  that  outcome  was  not  unexpected,  the  specific 
findings  of  fact  and  law  were  disappointing  and,  in 
many  cases,  not  reflective  of  the  record  of  evidence 
nefore  the  court.  Dr.  Sammons  noted. 

There  were  two  facts,  for  example,  that  were  un- 
disputed in  the  proceeding:  (1)  There  is  no  way  for 
nhysicians  who  don’t  have  Medicare  freeze  base-period 
:harges  to  make  even  crude  calculations  of  their  Maxi- 
mum Allowable  Actual  Charges  (MAACs).  (2)  Data  on 
Dase-period  charges,  prevailing  charges,  and  50th  per- 
:entile  charges— as  stated  explicitly  in  the  govern- 
ment’s own  carrier  memorandum— are  necessary  “to 
Dermit  an  informed  decision”  with  regard  to  partici- 
nation. 

Unfortunately,  Judge  Sanders’  legal  conclusions 
were  derived,  in  large  part,  from  the  non-AMA  physi- 
:ian  lawsuits  challenging  the  fee  freeze  in  the  11th 
Circuit  Court  of  Appeals  and  the  Oklahoma  District 
Court.  The  AMA  attempted  to  discourage  the  filing  of 
those  lawsuits. 

Since  the  AMA  takes  exception  to  Judge  Sanders’ 
findings,  it  may  appeal  even  this  preliminary  decision. 
It  is  now  pondering  the  merits  of  doing  so. 

In  his  ruling.  Judge  Sanders  said  that  “the  ap- 
oropriate  forum  for  plaintiffs’  grievances  is  the  Con- 
gress, not  the  courts.” 

That  opinion  leads  the  AMA  to  be  obviously  less 
than  optimistic  about  prevailing  on  the  underlying 
Constitutional  issues  which  remain  to  be  tried.  The 
AMA’s  case,  however,  will  be  pursued  vigorously  on 
behalf  of  the  profession  and  Medicare  patients,  be- 
cause of  the  important  principles  and  issues  that  are 
involved,  Dr.  Sammons  said. 

Despite  the  adverse  decision  on  AMA’s  plea  for  in- 
junctive relief,  several  beneficial  results  have  been 
achieved  within  the  past  30  days.  Dr.  Sammons  cited 
these  examples: 

• Some  relief  from  OBRA  was  achieved.  The  AMA 
sought  an  injunction  on  the  basis  of  the  unfairness 


involved  in  requiring  physicians  to  make  participation 
decisions  and  to  comply  with  OBRA  without  adequate 
time,  guidance,  and  data.  In  filing  for  injunctive  relief 
in  Lubbock  on  December  24,  AMA’s  attorneys  con- 
vinced Judge  Woodward  that  the  system  was  “unfair.” 
He  thus  granted  a ten-day  restraining  order  against 
enforcing  the  key  provisions  of  OBRA.  Judge  Sanders 
found  Judge  Woodward’s  action  and  rationale  sound 
enough  to  permit  an  additional  ten-day  extension  until 
Januaiy  20. 

• In  response  to  AMA’s  arguments  of  basic  unfair- 
ness the  government  also  made  several  concessions:  It 
strongly  hinted  that  any  apparent  charge  violations 
which  occur  during  the  period  Januaiy  1 to  March  1, 
1987,  will  not  be  used  for  bringing  sanctions  against 
physicians  for  exceeding  their  MAACs.  This  recognizes 
the  massive  confusion  existing  among  the  profession 
regarding  acceptable  OBRA  charge  levels.  It  reversed 
its  decisions  to  use  the  MEDIAN  of  base-period  charges 
rather  than  the  WEIGHTED  AVERAGE  in  computing 
MAACs.  This  decision  responded  to  AMA’s  contention 
that  the  government  had  violated  Administration 
Procedure  Act  provisions  by  not  permitting  public 
comment.  It  should  result  in  increased  reimbursement 
levels  for  both  physicians  and  patients. 

• The  government  directed  carriers  to  advance  by 
two  full  months  the  deadline  for  providing  all  phy- 
sicians with  their  complete  MAAC  data  Prior  to  AMA’s 
lawsuit  physicians  have  been  advised  they  would  re- 
ceive their  MAAC  data  by  March  3 1 . Under  a new  HCFA 
directive  issued  in  January,  carriers  were  advised  they 
must  provide  this  information  no  later  than  January  3 1 . 

• HCFA  also  consented  to  give  physicians  an  ad- 
ditional 10  days  (until  January  30)  to  make  their  1987 
Medicare  elections — if  they  had  not  already  made  such 
an  election.  This  additional  time  was  granted  by  HHS 
at  the  direct  request  of  the  AMA 

The  AMA’s  legal  action  sent  a clear  message  to  HHS 
and  to  Congress  that  it  will  challenge  arbitrary  health 
legislation  ramrodded  through  at  the  eleventh  hour  by 
congressional  leaders  and  ensuing  confusing  proce- 
dures that  are  hastily  devised  and  implemented 
without  a fair  comment  period.  Although  HHS  was  not 
responsible  for  OBRA,  its  subsequent  actions  con- 
tributed to  physician  problems  in  many  ways.  At  the 
injunction  hearing  the  plaintiffs  conveyed  striking  ex- 
amples of  how  HHS  communicates  differently  to  car- 
riers than  to  physicians — putting  obligations  on  car- 
riers to  help  physicians,  but  not  advising  physicians 
what  carriers’  obligations  are.  As  a result,  such  prac- 
tices may  be  prevented  in  the  future.  The  legal 
challenge  also  may  deter  Congressional  leaders  from 
rushing  through  arbitraiy  last-minute  legislation  in 
the  future.  The  HHS  has  estimated  that  the  temporary 
restraining  order  will  cost  the  government  at  least  $1.5 
million  a day.  This  reflects  the  cost  of  delaying  im- 
plementation of  the  4 percent  reimbursement  penalty 
on  non-participating  physicians  and  their  patients. 
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Americana  Host  Farm  Resort 


HOUSING  APPLICATION 
221st  ANNUAL  MEETING 
THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

THURSDAY,  APRIL  30,  TO  SUNDAY,  MAY  3,  1987 


THE  FOLLOWING  ARE  ALL-INCLUSIVE  PACKAGE  PLANS  BASED  ON 
MODIFIED  AMERICAN  PLAN,  INCLUDING  DINNER  AND  BREAKFAST 
DAILY  STARTING  WITH  DINNER  ON  THE  DAY  OF  ARRIVAL,  THE  SAT- 
URDAY NIGHT  BANQUET,  LIVE  CABARET  SHOWS  EACH  EVENING 
FEATURING  A DIFFERENT  SHOW  EVERY  NIGHT,  STATE  SALES  TAX, 
AND  ALL  GRATUITIES  COVERING  BELLMEN  FOR  IN/OUT  LUGGAGE 
SERVICE,  CHAMBERMAIDS,  AND  ALL  MEAL  SERVICE  AS  OUTLINED: 


FOUR-NIGHT  PACKAGE 

$441.00  PER  PERSON,  SINGLE  OCCUPANCY 
$326.85  PER  PERSON,  DOUBLE  OCCUPANCY 
$144.00  PER  CHILD  SHARING  A ROOM  WITH  PARENTS 

THREE-NIGHT  PACKAGE 

$345.00  PER  PERSON,  SINGLE  OCCUPANCY 
$255.00  PER  PERSON,  DOUBLE  OCCUPANCY 
$108.00  PER  CHILD  SHARING  A ROOM  WITH  PARENTS 

TWO-NIGHT  PACKAGE 

$249.00  PER  PERSON,  SINGLE  OCCUPANCY 
$183.65  PER  PERSON,  DOUBLE  OCCUPANCY 
$ 72.00  PER  CHILD  SHARING  A ROOM  WITH  PARENTS 


Forms  received  after  April  1, 
will  be  confirmed  on  an  “if  avai 
basis. 

Fill  out  only  one  form  for  each 
required. 

DEPOSIT  OF  $100  PER  F 
MUST  ACCOMPANY  FORM 
CONFIRM  RESERVATIONS. 

Please  make  check  payable  to  l 
FARM.  Major  credit  cards  acc 
at  hotel,  but  not  for  deposit. 

Hotel  confirmation  is  require 
check-in. 

Send  form  and  deposit  to: 
Host  Reservations 
2300  Lincoln  Highway  Ea 
Lancaster,  PA  17602 
717-299-5500 


CHECK  TYPE  OF  ROOM  REQUIRED:  □ SINGLE  OCCUPANCY  □ DOUBLE  OCCUPANCY 


PLEASE  NOTE:  Number  of  persons  attending  the  Inaugural  Dinner-Dance  honoring  President-Elect  and  Mrs. 
M.  Carnes  on  Saturday,  May  2,  1987 


PLEASE  PRINT  OR  TYPE  THE  FOLLOWING  INFORMATION: 


NAME: 


NO.  of  CHILDREN:. 


SHARING  ROOM  WITH: 


CHILDREN’S  AGES: 


ADDRESS:. 


CITY: 


STATE: 


ZIP: 


BUSINESS  PHONE  NO.. 


HOME  PHONE  NO. 


CHECK  IF  OFFICIAL  DELEGATE  □ 


COUNTY: 


ARRIVAL  DATE 


DAY. 


DEPARTURE  DATE. 


DAY. 


CHECK-IN:  AFTER  4 PM 
CHECK-OUT:  BY  12  NOON 
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BLOODLINE 


NEW  JERSEY  S 

FIRST  INDEPENDENT  LICENSED 
AUTOLOGOUS  BLOOD  CENTER 
THAT  ROUTINELY  COLLECTS 
BLOOD  FOR  FUTURE  USE. 

■ SHORT-TERM  LIQUID  AUTOLOGOUS 
Available  up  to  42  days  prior  to  surgery. 

■ LONG-TERM  FROZEN  AUTOLOGOUS 
Storage  up  to  three  years  . . . soon  to  be 
extended  to  ten  years  plus. 

■ DESIGNATED  (DIRECTED)  PROGRAM 

■ CONVENIENT  BLOOD  DRAWING  UNDER 
MEDICAL  SUPERVISION  . . . in  physician 
office,  patient  home/or  Bloodline. 

AUTOLOGOUS  BLOOD 

YOUR  OWN  BLOOD  IS  THE  SAFEST  BLOOD* 

(201)  593-0440 

•JAMA,  256;  17:2378-80. 


I 

MARKETING 
MEDICAL 
SERVICES 
REQUIRES 
A SPECIALIST. 


A PROVEN 
TRACK  RECORD  OF 
SUCCESSFUL  MARKETING  FOR 
SOLO  AND  GROUP  PRACTICES, 
SINGLE  AND  MULTISPECIALTY 
GROUPS,  IMMEDIATE  CARE 
CENTERS,  AND  AMBULATORY 
SURGICAL  CENTERS. 

MARKET  ANALYSIS 
DIRECT  MAIL  • NEWSLETTERS 
BROCHURES  • ADVERTISING  • PUBLIC  RELATIONS 


Creative  Public  Relations 

21 1 Essex  Street 
Suite  405 

Hackensack.  New  Jersey  07601 

Call  for  a free  consultation  (201)342-9111 
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The  Exchange  Report 

a M alpractice  Refortn 
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DOCTORS’ 

NOTEBOOK 


Trustees’  Minutes 
January  18,  1987 

A regular  meeting  of  the  Board  of 
Trustees  was  held  on  Sunday,  Janu- 
ary 18,  1987,  at  the  Executive  Of- 
fices in  Lawrenceville.  Detailed  min- 
utes are  on  file  with  the  secretary  of 
your  county  society.  A summary  of 
significant  actions  follows: 

Medical-Political  Action  . . . Noted 
the  information  presented  by  Harold 
L.  Colburn,  M.D.,  Chairman,  As- 
sembly Committee  on  Health  and 
Human  Resources,  and  Mr.  Joseph 
W.  Katz,  MSNJ  legislative  represen- 
tative: 

(1)  A-2511  and  A-3305  . . . Noted 
these  two  bills  dealing  with  Medi- 
care assignment  are  in  Assembly 
Committee. 

(2)  How  the  Medical  Community 
Can  Help  . . . Noted  that  physician 
participation  at  the  committee  or 
pre-committee  level  is  more  likely  to 
impact  the  end  result  of  legislation; 
also,  noted  telephone  and  letter  writ- 
ing campaigns  do  make  a difference. 

(3)  S-2261  and  A-2647  . . . Noted 
the  first  bill  allowing  optometrists  to 
prescribe  drugs  was  in  Senate  Com- 
mittee and  the  second  bill  concern- 
ing referrals  to  physical  therapy  ser- 
vices was  out  of  Assembly  Commit- 
tee. 

(4)  Proposed  Measures  for  Cost- 
Cutting  . . . Noted  that  two  rec- 


ommendations would  be  opposed  by 
MSNJ:  the  first  that  DRGs  be  ap- 
plied to  restructure  New  Jersey’s 
cardiac  care  costs  to  keep  them  com- 
petitive with  other  states  and  the 
second  that  physician  assistants  be 
licensed. 

(5)  Financial  Support  for  Political 
Candidates  . . . Noted  that  substan- 
tial funding  is  needed  by  JEMPAC  to 
reach  established  goals — from  coun- 
ty societies  and  from  individual 
members. 

Report  of  Executive  Director  . . . 

(1)  MSNJ  Paid  Membership  . . . 

Noted  that  as  of  December  31,  1986, 
total  membership  was  7,598. 

(2)  MSNJ  Financial  Statements  . . . 

Approved  financial  statements  for 
the  period  ending  November  30, 
1986. 

(3)  Pronouncement  of  Death  and 
Completion  of  Death  Certificate- 
State  Board  of  Medical  Examiners 

. . . Noted  that  MSNJ  sent  a com- 
munication urging  the  SBME  to  re- 
scind publication  of  a pronounce- 
ment of  death/completion  of  death 
certificate  proposal  and  to  establish 
a working  committee  which  in- 
cludes the  Department  of  Health, 
SBME,  the  State  Board  of  Nursing, 
the  State  Board  of  Funeral  Directors, 
the  Attorney  General's  Office,  the 
State  Medical  Examiner,  MSNJ,  the 
New  Jersey  State  Nurses  Associa- 
tion, the  Funeral  Directors  Associa- 
tion, and  the  State  Association  of 
Chiefs  of  Police  to  assist  in  settling 
the  issues  and  resolving  problems. 

(4)  Legislative  Update  . . . 

(a)  Tort  Reform  . . . Noted  that  ef- 
forts will  be  continued  to  achieve 
favorable  action  on  tort  reform. 

(b)  No-Fault  Fee  Schedule  . . . 
Noted  that  an  impasse  on  the 
amended  bill  is  likely  in  the  Senate. 

(c)  Medicare  Participation  . . . 
Noted  that  HCFA  had  instructed 
Part  B carriers  to  mail  materials  on 
the  new  Medicare  participation  law 
to  physicians  by  January  31;  as  of 
January  16,  Prudential  responded  to 
3,400  requests  for  information  re- 
garding the  new  Medicare  format. 

(5)  Medical  Licensure  . . . Con- 
curred with  the  action  of  the  Ex- 
ecutive Committee;  the  Committee 
approved  and  forwarded  a response 
to  the  AMA  Council  on  Medical 
Education  regarding  the  medical 
licensure  issue  to  be  considered  by 
a task  force. 

(6)  Students  Attending  AMA  Lead- 
ership Conference  . . . Voted  to 


maintain  its  present  protocol  for  re- 
imbursing the  expenses  of  one  stu- 
dent from  each  of  the  medical 
schools,  with  the  understanding 
that,  should  Newark  Medical  School 
voluntarily  waive  the  opportunity  for 
representation  at  the  Conference, 
funds  would  be  allocated  appropri- 
ately by  staff  for  the  expenses  of  two 
students  from  Robert  Wood  John- 
son Medical  School.  (If  a school 
wishes  to  send  more  than  one  stu- 
dent reimbursement  will  be  capped 
at  $1,000  per  school.) 

(7)  Bergen  County  Medical  Society 
versus  PRO  of  New  Jersey,  Inc.  . . . 
Noted  that  this  issue  will  not  be  liti- 
gated. 

(8)  Responsibility /Accountability 
in  University  Hospital  Teaching 
Programs  . . . Noted  that  UMDNJ, 
the  Association  for  Hospital  Medical 
Education,  and  PRO  of  New  Jersey, 
Inc.  are  willing  to  meet  to  discuss 
the  issue  of  responsibility  in  de- 
cision making  by  residents  and  fel- 
lows in  hospital  teaching  programs 
and  the  accountability  of  the  phy- 
sicians teaching  them. 

UMDNJ  Report  . . . Received  from 
Dr.  Bergen  his  monthly  written  re- 
port. Also,  noted  that  Dr.  Bergen  re- 
quested that  specific  difficulties 
with  the  advertisements  for  Robert 
Wood  Johnson  University  Hospital 
be  pointed  out  so  that  he  can  take 
appropriate  action.  And,  noted  that 
Dr.  Bergen  hopes  that  a recommen- 
dation to  the  Board  of  Higher 
Education  and  to  the  Department  of 
Health  requesting  a 25  percent  re- 
duction in  graduate  medical  educa- 
tion slots  in  New  Jersey  over  the 
next  five  years  be  received  favorably. 
(Note;  Dr.  Bergen  explained  that 
many  of  the  residency  programs  are 
being  used  for  service  purposes 
alone,  rather  than  educational  pur- 
poses, which  is  a violation  of  the 
residency  principle;  and,  further, 
that  residency  programs  are  a criti- 
cal factor  in  supplying  physicians 
into  a community.) 

New  Jersey  Hospital  Association 

. . . Received  from  Mr.  Scibetta  his 
written  report  noting:  the  Un- 

compensated Care  Trust  Act  was 
enacted  and  is  effective  immediately; 
S-2137  (allowing  funding  for  three 
or  four  Health  Systems  Agency-type 
entities  to  be  paid  for  a pass- 
through levy  on  hospital  licensing 
fees  and  a local  certificate  of  need 
fee)  passed  in  the  Senate  and  is 
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scheduled  for  a hearing  in  the  As- 
sembly Health  and  Human  Services 
Committee;  and  the  proposal  relat- 
ing to  Medicaid  emergency  room  re- 
views will  be  discussed  at  a future 
time. 

Council  on  Public  Health  . . . 

(1)  Resolution  #44E  . . . Granted 
Dr.  Moloney’s  request  to  postpone 
review  of  a recommendation  on 
bedside  reagent  strip  blood  glucose 
determination  in  the  hospital  set- 
ting until  he  had  a chance  to  review 
additional  information  he  received. 

(2)  Irradiated  Foods  . . . Approved 
the  following  recommendation  . . . 

That  the  Medical  Society  of  New  Jersey 
take  a position  of  active  opposition  on 
S-1801. 


for  New  Jersey . . . Approved  the  fol-  vices  . . . Did  not  adopt  the  follow 
lowing  recommendation:  ing  recommendation: 


That  the  Medical  Society  of  New  Jersey 
endorse  the  concept  of  a comprehensive 
cancer  center  for  New  Jersey,  under  the 
auspices  of  UMDNJ,  to  be  developed  in 
consultation  with  the  major  existing  or- 
ganizations that  are  concerned  with 
cancer  control,  such  as  the  Committee 
on  Cancer  Control  of  the  Medical  Society 
of  New  Jersey,  the  New  Jersey  State  Com- 
mission on  Cancer  Research,  the  Ameri- 
can Cancer  Society,  the  Oncology  Society 
of  New  Jersey,  the  New  Jersey  Depart- 
ment of  Health,  and  other  responsible 
groups. 


(4)  Opposition  to  Ocean  Dumping 

. . . Approved  the  following  two  rec- 
ommendations: 


That  the  Medical  Society  of  New  Jerse; 
endorse  the  Gold  MemberCard  Progran 
administered  by  Trans  National  Finan  ; 
cial  Services  as  a service  to  be  offered  t 
the  membership.  s 


Young  Physicians  Steering  Com 
mittee  . . . Approved  the  following 
recommendations: 

That  the  Board  of  Trustees  approve  th 
establishment  of  a Committee  on  Youn. 
Physicians. 

That  the  President  of  the  Medical  Societ 
appoint  a young  physician  as  chairmar 
and  that  each  county  select  a youn,, 
physician  representative  and  alternate  t 
serve  as  members. 

That  the  Young  Physician's  Steerin 
Committee  be  discharged. 
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(Note:  S-1801  requires  food  pro- 
cessors and  public  eating  places  to 
provide  written  notice  to  consumers 
whenever  food  offered  for  sale  has 
been  treated  with  radiation  in  the 
course  of  processing  for  preservative 
purposes  or  any  other  reason.) 

(3)  Comprehensive  Cancer  Center 


That  the  Medical  Society  of  New  Jersey 
reaffirm  its  position  of  opposition  to 
ocean  dumping  and  continue  to  pass 
these  views  on  to  the  appropriate  state 
and  federal  legislators:  and 


That  the  Medical  Society  of  New  Jersey 
encourage  epidemiological  research  on 
the  health  effects  of  ocean  pollution. 


Committee  on  Membership  Ser- 


Committee  on  Long-Range  Plan 
ning  and  Development  . . . Notei 
the  following  items  of  interest: 

(1)  Need  for  Holding  an  Interin 
Meeting  . . . Noted  that  the  Bylaw 
provide  for  the  calling  of  a spec! 
session  of  the  House  to  conside 
major  issues,  and  monthly  meeting 


)! 


1987  MSNJ  MEMBERSHIP  DIRECTORY 


The  1987  Membership  Directory  of  the  Medical  Society  of  New  Jersey  is 
available.  The  latest  issue  contains  all  vital  statistics  on  the  membership  of  the 
Medical  Society  of  New  Jersey,  as  well  as  information  on  most  hospitals  in  the 
Garden  State. 

All  members  of  the  Medical  Society  of  New  Jersey  will  receive  a free  copy. 
Copies  of  the  600-plus  page  Directory  are  available  for  $50  plus  sales  tax. 

Please  complete  the  form  and  submit  with  payment  for  quick  delivery  of 
this  valuable  edition. 


YES!  I want  to  receive 


copies  of  the 


MSNJ  MEMBERSHIP  DIRECTORY 
I have  enclosed  $50  plus  sales  tax  for  each  Directory. 
Make  checks  payable  to  the  Medical  Society  of  New  Jersey. 

Membership  Directory 


Medical  Society  of  New  Jersey 
Two  Princess  Road 
Lawrenceville,  NJ  08648 
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of  the  Board  of  Trustees  can  be  used 
as  a forum  to  present  problems. 

(2)  Resolutions  . . . Approved  the 
following  recommendation: 

That  a study  be  conducted  to  determine 
the  manner  in  which  the  county  medical 
societies  perceive  the  intent  and  format 
of  Resolution  *13— Interim  Meeting  of 
the  MSNJ  House  (1986). 

And  adopted  a recommendation  to 
have  a joint  meeting  of  the  Commit- 
tees on  Annual  Meeting  and  Long- 
Range  Planning  and  Development. 

New  Business  . . . 

American  Medical  News  . . . Referred 
the  following  resolution  to  the  AMA 
Delegation: 

j 

Whereas,  American  Medical  News  is  cur- 
rently received  by  only  AMA  members: 
ijand 

Whereas,  American  Medical  News  is  an 
exemplary  publication;  and 
Whereas,  we  are  enjoined  in  an  effort  to 
recruit  new  members  for  organized 
medicine:  and 

Whereas,  American  Medical  News  is  one 
of  the  major  benefits  of  AMA  member- 
Iship;  now  therefore  be  it 
Resolved,  that  the  AMA  consider  send- 
ing the  American  Medical  News  to  all  li- 
censed physicians  in  a restricted  geo- 
graphic location  (such  as  the  state  of 
New  Jersey)  on  a trial  basis  for  a six- 
month  period  in  order  to  measure  the 
impact  that  such  distribution  would 
have  on  AMA  membership. 

UMDNJ  Notes 

Stanley  S.  Bergen,  Jr.,  M.D. 
President 

To  fulfill  its  mission  as  the  state 
health  care  system,  the  University 
of  Medicine  and  Dentistry  of  New 


Jersey  reaches  out  to  provide  ac- 
cessible high-quality  medical  ser- 
vices for  all  New  Jerseyans — urban, 
suburban,  and  rural.  In  this  ca- 
pacity, one  of  the  University’s  top 
priorities  has  been  delivery  of  medi- 
cal care  to  the  urban  poor,  primarily 
in  Newark,  where  UMDNJ  serves  as 
the  “family  doctor”  for  thousands  of 
indigent  patients. 

And,  as  the  state-designated 
medical  provider,  the  University  is 
constantly  creating  and  enhancing 
health  services  to  meet  the  emerging 
needs  of  New  Jersey  residents.  Many 
of  UMDNJ’s  recent  innovations  in 
primary  and  community  health  care 
involve  child  and  adolescent  medi- 
cine, mental  health  services,  den- 
tistiy,  and  geriatrics. 

Children’s  teeth  got  a new  look 
last  year  from  New  Jersey  Dental 
School’s  Pediatrics  Department. 
With  a $25,000  grant  from  the 
state’s  Department  of  Health, 
UMDNJ  dental  teams  screened 
4,000  youngsters  in  eight  high 
schools  around  the  state. 

In  New  Jersey  Medical  School’s 
Adolescent  Medicine  Clinics,  5,000 
teenagers  with  problems  ranging 
from  sports  injuries  to  pregnancy 
were  seen  in  its  three  Newark  facili- 
ties at  University  Hospital,  United 
Hospitals  Medical  Center,  and  St. 
Michael’s  Medical  Center.  The 
Adolescent  Medicine  Division  plans 
to  expand  its  services  to  Newark 
teenagers  with  a school-based  clinic 
in  a city  high  school  this  year.  Also 
planned  is  a clinic  for  New  Bruns- 
wick's teenagers,  jointly  operated 
by  Robert  Wood  Johnson  Medical 


School  and  its  core  teaching  facility, 
Robert  Wood  Johnson  University 
Hospital. 

The  University’s  mental  health 
programs,  administered  by  the  Com- 
munity Health  Centers  at  Piscat- 
away  and  Newark,  meet  a variety  of 
needs  for  individuals  and  families  in 
community-based  settings.  Recent- 
ly, the  Piscataway  Center  has  ini- 
tiated a number  of  specialized  ser- 
vices aimed  at  children  and  families: 

• A program  for  the  3,000  stu- 
dents at  Piscataway  High  School 
educates  young  people,  their  par- 
ents, and  school  staff  in  prevention, 
counseling,  and  treatment  for  sub- 
stance abuse. 

• In  Middlesex  Borough,  a Center 
program  teaching  children  decision 
making  and  coping  skills  has  been 
cited  by  the  state’s  Department  of 
Education  as  a model  for  all  school 
districts  in  New  Jersey. 

• A school-based  program  in 
Monroe  Township,  chosen  as  a 
state-funded  youth  suicide  preven- 
tion project,  is  staffed  and  adminis- 
tered by  the  Center’s  mental  health 
professionals. 

Like  the  Piscataway-based  Cen- 
ter, the  Newark  Community  Mental 
Health  Center  offers  a comprehen- 
sive service  delivery  program  for 
those  in  need  of  crisis  intervention, 
short-term  or  long-term  counseling, 
and  treatment.  New  and  expanding 
specialized  programs  include  bat- 
tered women  and  rape  victim  coun- 
seling services,  parenting  education 
for  troubled  families,  and  a phobia 
clinic. 

The  “graying”  of  New  Jersey— its 
aging  population— has  resulted  in 
the  University’s  major  initiative  in 
a relatively  new  medical  speciality, 
geriatric  medicine.  Some  200,000 
New  Jerseyans,  most  of  them  over 
65,  are  affected  by  Alzheimer’s  dis- 
ease, a terminal  brain  illness  charac- 
terized by  progressive  memoiy  loss. 
Last  year,  construction  for  the 
state’s  first  resource  for  this  debili- 
tating illness,  the  Institute  for 
Alzheimer’s  Disease  and  Related 
Disorders,  got  underway  on  the 
Piscataway  campus.  The  Institute 
will  function  as  a resource  and  refer- 
ral center,  a day  program,  respite 
and  support  system  for  families  af- 
flicted with  the  disease,  and  a 
diagnostic  and  treatment  service  in 
conjunction  with  Robert  Wood 
Johnson  Medical  School.  Also  in  de- 
velopment are  plans  for  a day  care 
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respite  program  for  Alzheimer’s  vic- 
tims and  caregivers  at  the  School  of 
Osteopathic  Medicine  on  the  South 
Jersey  campus  at  Stratford. 

Also  last  year,  another  geriatric- 
oriented  sendee,  a unique  county- 
wide dentistry  program,  imple- 
mented at  New  Jersey  Dental  School, 
was  the  recipient  of  a national 
award  from  the  American  Dental  As- 
sociation. The  program,  based  at  the 
Newark  and  1 1 satellite  centers, 
provided  dental  care  for  the  medi- 
cally needy  elderly. 

Since  the  state’s  population  is 
aging  most  rapidly  in  the  south,  the 
two  University  campuses  there  are 
developing  and  expanding  their 
geriatric  medical  services.  At  Robert 
Wood  Johnson  Medical  School-Cam- 
den,  the  Division  of  Gastroenterol- 
ogy, together  with  geriatric  medical 
and  community  programs,  is  enlarg- 
ing these  to  comprise  a compre- 
hensive medical  delivery  system  for 
the  elderly.  These  include  expansion 
of  the  geriatric  diagnostic  clinic  at 
Stratford  to  a regional  service  pro- 
gram and  the  establishment  of  a 
geriatric  inpatient  unit  at  the  Ken- 
nedy Memorial  Hospitals  in  Strat- 
ford, the  school’s  core  teaching  fa- 
cility, to  centralize  treatment  of 
elderly  patients  with  multiple  medi- 
cal problems,  for  improved  care. 

As  the  health  provider  for  New 
Jersey,  UMDNJ  continues  to  expand 
its  mission  of  providing  the  highest 
quality  medical  care  for  every  citizen 
of  the  state. 


Advances  in  Cancer 

The  article  by  Dr.  Goldenberg, 
“Monoclonal  Antibodies  for  Cancer 
Detection  and  Treatment,”  is  the 
next  in  our  series  on  advances  in 
cancer  (page  195).  It  provides  us 
with  a survey  of  how  techniques  de- 
veloped by  him  and  others  may 
enable  us  to  identify  occult  cancer  at 
an  earlier  time  when  treatment  is 
more  likely  to  be  effective,  and  how 
antibody-mediated  isotopic  therapy 
may  lead  to  beneficial  clinical  re- 
sults. 

Monoclonal  antibodies  are  a 


single  species  of  antibody  molecules 
produced  in  response  to  specific 
antigens.  They  may  be  produced  by 
immunizing  mice  with  antigenic 
material  and  fusing  splenic  B cells  of 
immune  mice  with  certain  murine 
plasmacytoma  cells.  The  B cells 
provide  specific  immunologic  infor- 
mation and  the  plasmacytoma  cells 
provide  the  cellular  machinery  for 
antibody  production. 

Current  bioteehnoloy  had  pro- 
vided a vast  methodology  making 
possible  the  application  of  such 
techniques  to  the  detection  of 
cancer  and  to  the  potential  role  for 
treatment  of  malignancy. 

Many  human  tumors  produce 
specific  tumor-associated  antigens. 
These  may  serve  as  targets  for  radio- 
labelled  antibody,  making  feasible 
ways  to  identify  the  presence  of  per- 
haps occult  cancer  cells.  Further, 
such  antibodies  potentially  could 
serve  as  immune  carriers  of  radio- 
isotopes or  chemotherapeutic 
agents  to  tumors,  serving  therefore 
as  a therapeutic  modality  as  well. 

Alan  J.  Lippman,  M.D. 


Physicians  Seeking 
Location  in  New  Jersey 

The  following  physicians  have  written 
to  the  Executive  Offices  of  MSNJ  seek- 
ing information  on  possible  oppor- 
tunities for  practice  in  New  Jersey. 
The  information  listed  below  has  been 
supplied  by  the  physicians.  If  you  are 
interested  in  any  further  information 
concerning  these  physicians,  we  sug- 
gest you  make  inquiries  directly  to 
them. 

ALLERGY — Jerome  Michael  Shier,  M.D., 
11546  February  Cir„  Apt.  201,  Silver 
Springs,  MD  20904.  UMDNJ  1982. 
Board  eligible.  Also,  clinical  immu- 
nology. Solo  or  partnership.  Available 
July  1987. 

ANESTHESIOLOGY— Lee  A Balaklaw, 
M.D.,  575  Easton  Ave.,  Apt.  6M,  Somer- 
set, NJ  08873.  Far  Eastern  University 
(Philippines)  1980.  Board  eligible. 
Group  or  partnership.  Available  July 
1987. 

Alan  Miller,  M.D.,  260  First  St.,  Apt. 
Cl 3,  Mineola  NY  11501.  Eastern  Vir- 
ginia 1982.  Board  eligible.  Group  or 
partnership.  Available  July  1987. 


DERMATOLOGY — Norman  R Friedmar 
M.D.,  1736  Humphrey,  Birmingharr 
MI  48008.  SUNY-Upstate  1983.  Board 
eligible.  Partnership,  solo,  group 
Available  July  1987. 

ENDOCRINOLOGY— John  Hodge,  M.D 
Naval  Hospital,  Endocrine  Brand 
P.O.  566,  San  Diego,  CA  0213^ 
UMDNJ  1979.  Board  eligible.  Boar 
certified  (IM).  Group  with  academi 
association.  Available  May  1987. 
Issac  Sachmechi,  M.D.,  61-55  98th  Stj 
#16B,  Rego  Park,  NY  1 1374.  Technioi 
1980.  Also,  internal  medicine.  Boar 
certified.  Group  or  partnership.  Avail! 
able  July  1987. 

FAMILY  MEDICINE— Raymond  L 
Ebarb,  M.D.,  61-14th  Ave.,  Wes 

Babylon,  NY  1 1704.  Guadalajara  1985 
Board  eligible.  Group  or  partnership 
Available  July  1987. 

Roberto  J.  Irving,  M.D.,  St.  Mary  Hospi 
tal,  308  Willow  Ave.,  Hoboken,  N«. 
07030.  Guadalajara  1985.  Boar* 
eligible.  Group  or  partnership.  Avail 
able  July  1987. 

IMMUNOLOGY — Jerome  Michael  Shie: 
M.D.,  11546  February  Cir.,  Apt.  201 
Silver  Springs,  MD  20904.  UMDN. 
1982.  Board  eligible.  Also,  allergy.  Sol 
or  partnership.  Available  July  1987. 

INTERNAL  MEDICINE— Jae  Hong,  M.D 
90-17  52nd  Ave.,  Elmhurst  NY  11373 
Seoul  National  (Korea)  1982.  Boar 
eligible.  Partnership  or  group.  Avar 
able  July  1987. 

Thomas  E.  Jackson,  M.D.,  251- 
Leveland  Ln.,  Modesto,  CA  9535( 
Guadalajara  1981.  Board  eligibh 
Group,  partnership,  solo.  Available. 
Harvey  Mossman,  M.D.,  120  Marcellu 
Rd„  #2U,  Mineola,  NY  11501.  Met 
Coll,  of  Pa  Board  eligible.  Group,  par 
nership,  solo.  Available  July  1987. 

Jashubhai  G.  Patel,  M.D.,  111-15  6 
Ave.,  Apt.  2B,  Forest  Hills,  NY  1137.' 
Medical  College  Baroda  (India)  1975 
Also,  pulmonary.  Board  certifier 
Group  or  partnership.  Available  Jul 
1987. 

Issac  Sachmechi,  M.D.,  61-55  98th  St 
#16B,  Rego  Park,  NY  1 1374.  Technio 
1980.  Also,  endocrinology.  Board  cei 
tified.  Board  eligible  (ENDOCRIN 
Group  or  partnership.  Available  Jui 
1987. 

Michael  F.  Scharle,  M.D.,  1754  E.  2nj 
St.,  Long  Beach,  CA  90802.  Guadal; 
jara  1979.  Also,  pediatrics.  Boai 
eligible.  Solo  or  partnership.  Availabl 
John  A.  Stankoski,  M.D.,  10  Overloo 
Rd„  Apt.  4H,  Summit,  NJ  0790 
Bologna  (Italy)  1984.  Partnership,  sol 
group.  Available  July  1987. 

NEUROLOGY—  M E.  Dughly,  M.D.,  900 
Ridge  Ave.,  Unit  28,  Philadelphia,  P 
19128.  Damascus  (Syria)  1974.  Boar 
eligible.  Group,  partnership,  solo,  ho.' 
pital.  Available. 


NEW  JERSEY  MEDICIN1 


MSNJ  ANNUAL  MEETING 

April  30-May  3, 1987 
Americana  Host  Farm 


208 


OBSTETRICS /GYNECOLOGY—  Rigo- 
berto  Cerda,  M.D.,  110  Font  Martero 
St.,  Humacao,  Puerto  Rico  00661. 
Santo  Domingo  1963.  Board  eligible. 
Available. 

Peter  Corey  Mandal,  M.D.,  4951 

Woodstone  Dr.,  #61  1,  San  Antonio,  TX 
78230.  Texas  (San  Antonio)  1983. 
Board  eligible.  Group  or  partnership. 
Available  July  1987. 

Michael  Molina,  M.D.,  4 Howard  Ct„ 
Staten  Island,  NY  10310.  Guadalajara 
1981.  Board  eligible.  Partnership. 
Available  July  1987. 

Michael  A.  Schiavone,  M.D.,  447 

Linwood  Ave.,  Buffalo,  NY  14209.  Pitts- 
burgh 1982.  Group,  partnership,  solo. 
Available  July  1987. 

Lee  Anthony  Tripp,  M.D.,  541  Brinton 
St.,  Philadelphia,  PA  19144.  Temple 
1981.  Board  eligible.  Solo  or  partner- 
ship. Available. 

PEDIATRICS— A-salam  Al-Hafidh,  M.D., 
2609  Featherstone  Rd„  #239,  Okla- 
homa City,  OK  73120.  Baghdad  Medi- 
cal College  1976.  Also,  pediatric  gas- 
troenterology. Board  eligible.  Group, 
partnership,  solo.  Available  July  1987. 

PULMONARY — Jashubhai  G.  Patel,  M.D., 
111-15  66  Ave.,  Apt.  2B,  Forest  Hills, 
NY  11375.  Medical  College  Baroda 
(India)  1979.  Also,  internal  medicine. 
Board  certified.  Group  or  partnership. 
Available  July  1987. 

PSYCHIATRY— Arthur  Dworetz,  M.D., 
2355  Tilbury  Ave.,  Pittsburgh,  PA 
15217.  North  Carolina  1983.  Board 
eligible  1987.  Group,  partnership, 
solo.  Available  July  1987. 

PULMONARY— Allen  J.  Salm,  M.D.,  3270 
Warrensville  Ctr.  Rd.,  Apt.  210,  Shaker 
Heights,  OH  44122.  Case  Western  Re- 
serve (1985).  Board  eligible.  Group, 
partnership,  solo.  Available  July  1987. 

RHEUMATOLOGY— Robert  Lesser,  M.D., 
7560  Woodcrest  Ave.,  Philadelphia,  PA 
19151.  Chicago  Medical  1982.  Board 
eligible.  Board  certified  (IM).  Group, 
partnership,  hospital-based.  Available 
July  1987. 


SURGERY— Peter  H.  Block,  M.D.,  1332 
Weathervane  Ln.,  Apt.  2A,  Akron,  OH 
44313.  New  York  Medical  1982.  Board 
eligible.  Group  or  partnership.  Avail- 
able July  1987. 

Patrick  P.  Montefusco,  M.D.,  4 
Montfort  Dr.,  Huntington,  NY  11743. 
Georgetown  1977.  Board  certified. 
Partnership.  Available. 

Dorian  J.  Wilson,  M.D.,  28  Diana  Dr., 
South  Plainfield,  NJ  07080.  UMDNJ 
1982.  Board  eligible.  Hospital  staff, 
medical  school  affiliate.  Available  July 
1987. 


UROLOGY— Steven  E.  Marks,  M.D.,  9207 
Groundhog  Dr.,  Richmond,  VA  23235. 
Bowman  Gray  1982.  Board  eligible. 
Group  or  partnership.  Available. 


A peripheral 
vasodilator 

for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


I §1f 


LIPO-NICIN 

Nicotinic  Acid  Therapy 


For  patient’s 

comfort/convenience 

in  choice  of 


3 strengths 


Gradual  Release 

LIPO-NICIN®/300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL(B-6) 10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Immediate  Release 

LIPONICIN®/250  mg. 


Each  yellow  tablet  contains: 


Nicotinic  Acid  250  mg 

Niacinamide 75  mg 

Ascorbic  Acid 150  mg 

Thiamine  HCL  (B-1) 25  mg 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B-6) 10  mg 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


LIPO-NICIN®/100  mg. 

Each  blue  tablet  contains: 

Nicotinic  Acid  100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 

DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 

Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 


Write  for  literature  and  samples 

( BRO'OTft  THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057  P®R 


June  8-12,  1987 

Update  Your  Medicine  1987. 

Association  of  Practicing  Physicians  of  The  New  York  Hospital 
and  Cornell  University  Medical  College.  34’/2  hours  Category  I 
credit,  (40’/2  if  optional  workshops  taken).  A one  week  review 
of  all  subspecialties  of  internal  medicine.  8 major  review  lec- 
tures, 12  workshops,  2 Meet  the  Professor  luncheons,  optional 
practice  workshops  in  breast/pelvic  and  male  genitorectal 
examinations.  Held  at  The  New  York  Hospital-Cornell,  1300 
York  Avenue  at  69th  Street,  New  York.  Information:  Office  of 
CME,  212-472-6119.  Dr.  Lila  A.  Wallis  is  Course  Director.  Also 
call  us  for  information  about  Update  Your  Medicine  Ithaca 
course  July  13-17,  1987. 


REPRESENTATION  OF  PHYSICIANS 
BY  ATTORNEY/PHYSICIAN 

• Defense  of  physicians  in  Medical  Malpractice  matters  as  co- 
counsel where  the  demand  is  greater  than  the  coverage 

• Defense  of  physicians  before  the  Board  of  Medical  Exam- 
iners as  counsel  where  the  license  is  subject  to  suspension 
or  revocation 

• Defense  of  physicians  in  criminal  matters  as  co-counsel 
where  there  is  an  underlying  medical  issue 

• Former  judge  of  the  Newark  Municipal  Court 

• Admitted  to  practice  before  the  State  and  Federal  Courts 
of  New  Jersey  and  New  York 

R.  Martin  OSiveras,  Esq.,  J.D.-M.D. 

5 Commerce  Street,  4th  Floor 
Newark,  N.J.  07102  (201)  622-1881 


ASSOCIATES  IN  SEX 
AND 

MARITAL  THERAPY 

• • • 

Richard  M.  Samuels,  Ph.D. 

Diplomate,  ABPP,  Fellow,  A.P.A. 

Clinical  Instructor,  Dept.  OB/GYN 
New  Jersey  Medical  School 

• 

Daniel  N.  Watter,  Ed.D. 

Board  Certified  Sexologist,  ACS 
Clinical  Member,  AAMFT 

• 

Martha  Calderwood,  M.A. 

Deputy  Director  of  Education, 

Human  Sexuality  Program,  Dept.  OB/GYN 
New  Jersey  Medical  School 

• • • 

Professional  Membership: 

Impotence  Institute  of  America 
Organizational  Membership: 

AASECT 

• • • 

Specializing  in  Sex  & Marital  Therapy 

• • • 

ONE  KINDERKAMACK  RD. 

ORADELL,  N.J.  07649 
(201)  599-9889 

118  NO.  BEVERWYCK  RD.  ONE  SHADOWLAWN  DR. 

LK.  HIAWATHA,  N.J.  07034  SPRINGFIELD,  N.J.  07081 

(201)  335-3677  (201)  376-7888 


THE  LIKOFF  CARDIOVASCULAR  INSTITUTE 

and 

THE  DIVISION  OF  CARDIOLOGY 
HAHNEMANN  UNIVERSITY 

PRESENT 


CARDIOLOGY  TODAY 


March  25,  1987 

“The  Management  of  Patients  Undergoing 

Cardiac  Surgery” 

MODERATOR:  CHARLES  BEMIS,  M.D. 

4:00  PM  PRE-HOSPITAL  AND  IN-HOSPITAL  PATIENT  PREPARATION  Charles  Bemis,  M.D. 

4:30  PM  MEDICAL  POST-OP  MANAGEMENT  William  S.  Frank/,  M.D. 

5:00  PM  COMPLICATIONS  Mark  Victor,  M.D. 

5:30  PM  REHABILITATION  Stuart  Snyder,  M.D. 


Designed  for  the  physician  in  practice  faced  with  the  care  of  critically  ill  patients. 
CME  CATEGORY  I CREDITS  CERTIFIED  • NO  REGISTRATION  FEE  REQUIRED 
Conferences  are  held  in  Lecture  Hall  “A” 

Second  Floor— New  College  Building 
Hahnemann  University,  15th  and  Vine  Streets,  Philadelphia,  PA  19102 
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CME  Calendar 


The  following  is  a list  of 
continuing  medical 
education  courses  for  the 
next  two  months.  Contact  the 
sponsoring  organization  for 
further  information. 


ANESTHESIOLOGY 

April 

1  Anesthesiology  Grand  Rounds 

8 4:00 — NJ  Medical  School, 

15  100  Bergen  Street,  Newark 

22  (UMDNJ) 

29 

6 Lecture  Series 

13  7:45  a.m.— Newark  Beth  Israel 

20  Medical  Center 
27  (UMDNJ  and  Newark  Beth  Israel 
Medical  Center) 

8  Anesthesiology  Case  Presentation 

7: 1 5 am. — Robert  Wood  Johnson 
Medical  School,  New  Brunswick 
(UMDNJ) 

May 

4 Lecture  Series 

11  7:45 am— Newark  Beth  Israel 

18  Medical  Center,  Auditorium, 

25  Newark 

(UMDNJ  and  Newark  Beth  Israel 
Medical  Center) 

6 Anesthesiology  Case  Presentation 

7:15  am. — Robert  Wood  Johnson 
Medical  School,  New  Brunswick 
(UMDNJ) 

6 Anesthesiology  Grand  Rounds 

13  4 p.m .—  1 00  Bergen  Street  Newark 

20  (UMDNJ) 

27 

CARDIOLOGY 

April 

10  Cardiac  Arrhythmias  in  Children 

8-9  am. — Overlook  Hospital, 
Summit 

(Overlook  Hospital  andAMNJ) 

May 

6 Cardiology  Update 
13  Seizures 

8:30- 10  am. — Alexian  Brothers 
Hospital,  Grassman  Hall,  Elizabeth 


(Alexian  Brothers  Hospital  and 
AMNJ) 

MEDICINE 

April 

1  Annual  Otto  Brandman,  M.D., 
Award  Ceremony 

6:30  p.m.— Hyatt  Regency  Hotel, 

New  Brunswick 

(American  Diabetes  Assoc.,  NJ 

Affiliate,  Inc.  and  AMNJ) 

1  AIDS 

4: 1 5-5: 1 5 p.m. — Kessler  Institute  for 
Rehabilitation,  West  Orange 
(NJ  Department  oj Health  and 
AMNJ) 

1  Continuing  Education  Series 
15  1986-1987 

4: 1 5-5: 1 5 p.m. — 1199  Pleasant 
Valley  Way,  West  Orange 
(UMDNJ  and  Kessler  Institute  for 
Rehabilitation) 

1  Treatment  of  Anxiety  and 
Depression  in  the  Elderly 

8:30- 10  am. — Elizabeth  General 
Medical  Center 
(Elizabeth  General  Medical 
Center) 

1 Allergy  Immunology  II 
8 Allergy  Immunology  m 
1 5 Pituitary  Adrenals  and 

Reproductive  Endocrinology 
22  Thyroid,  Calcium  Metabolism,  and 
Metabolic  Bone  Disease 
29  Diabetes  Mellitus,  Lipid 
Metabolism,  and  Ectopic 
Hormones 

8:30-10  am  — Alexian  Brothers 
Hospital,  Grassman  Hall,  Elizabeth 
(Alexian  Brothers  Hospital  and 
AMNJ) 

1 Medical  Lecture  Series 

8 1 0:30  am.-  1 2 noon — Christ 

15  Hospital,  Jersey  City 
22  (Christ  Hospital  and  AMNJ) 

29 

1 Treatment  of  Hypertension  in  the 
Elderly 

8 Grand  Rounds 

1 5 New  Concepts  in  the  Management 
of  Coronary  Artery  Disease 
22  Grand  Rounds 
29  Grand  Rounds 

12  noon-1  p.m  — Robert  Wood 
Johnson  Medical  School,  Rm.  102, 
Medical  Educ.  Bldg., 

New  Brunswick 
(UMDNJ) 

1 Endocrine  Conferences 

8 3:30-5  p.m  — Rotates  between 

15  Newark  Beth  Israel  Medical  Center, 
22  United  Hospitals,  University 
29  Hospital,  Newark,  and  VA  Medical 
Center,  East  Orange 
(Endocrine  Section,  AMNJ) 

2 Management  of  Abdominal 
Emergencies 

1 1  am.— St.  Joseph’s  Hospital  and 
Medical  Center,  Paterson 
(SL  Joseph's  Hospital  and  Medical 
Center  and  AMNJ) 

2  AIDS 

1 1:45- 12:45  p.m. — John  F.  Kennedy 
Medical  Center,  Edison 
(NJ  Department  of  Health  and 
AMNJ) 

2  Allergy,  Immunology,  and 


9  Infectious  Diseases 

16  1 1:00  am  — Children’s  Hospital, 

23  Newark 

30  (UMDNJ) 

2  Blood  Bank  Conferences 

9 4:00  p m — University  Hospital, 

1 1 Room  C- 1 28,  Newark 
23  (UMDNJ) 

30 

2 Molecular  Medicine 

9 4-6  p.m  — Copewood  Street,  Camden 

23  (Coriell  Institute  for  Medicine 
30  Research) 

3 Antibiotic  Resistance 

12  noon-1:  15  p.m.— Bridgeton 
Hospital 

(Bridgeton  Hospital  andAMNJ) 

3  Grand  Rounds— Rehabilitation 
Medicine 

1 :30-2:30  p.m. — New  Jersey  Medical 

School,  Newark 

(UMDNJ) 

3  Department  of  Medicine  Grand 
Rounds 

9-10  am  — St.  Francis  Medical 
Center,  Crean  Hall,  Trenton 
(St.  Francis  Medical  Center) 

3  Changes  in  Health  Care — Delivery 
and  Financing 
21  CDS  Prescribing 

Practices— Legal  / Illegal 

12  noon— St.  Mary’s  Hospital, 

Orange 

(AMNJ) 

3  Medieval  Foods  of  Love 
1 0 Nutritional  Support  of  the  Cancer 
Patient 

24  Medical  Mortality  Conference 

8:30  am. — United  Hospitals  Medical 
Center,  Annex.  Aud.,  Rms.  B and  C, 
Newark 

(United  Hospitals  Medical  Center 
and  AMNJ) 

3 Pain  Management  Center 

10  8:00  am. — NJ  Medical  School, 

17  100  Bergen  Street,  Newark 
24  (UMDNJ) 

3 Urology  Basic  Science  Conference 

10  3-4  p.m  —New  Jersey  Medical 

17  School,  Rm.  C-600,  Newark 
24  (UMDNJ) 

3 Urology  Grand  Rounds 

10  4-6  p.m. — New  Jersey  Medical 

17  School,  Newark 
24  (UMDNJ) 

4 Hyperalimentation 

28  Nutrition  and  High  Blood  Pressure 

8:30  am  — Palisades  General 
Hospital,  North  Bergen 
(Palisades  General  Hospital  and 
AMNJ) 

6 Rheumatology  Staff  Conferences 

5:30  p.m. — Robert  Wood  Johnson 
Medical  Center,  Academic  Health 
Science  Center,  Rm.  393, 

New  Brunswick 
(UMDNJ) 

6 University  Hospital  Tumor 

13  Conference 

20  8:00  am. — University  Hospital, 

27  Newark 
(UMDNJ) 

7 Pulmonary  Conference 

14  8-9  am. — University  Hospital, 

21  Rm.  H-349,  Newark 

28  (UMDNJ) 
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Medicolegal  Problems  in 
Obstetrical  and  Gynecological  Ultrasound 

at 

UMDNJ-Robert  Wood  Johnson  Medical  School 

PISCATAWAY,  NEW  JERSEY 

Saturday,  March  21,  1987 
8:30  a. m. -3:15  p.m. 

This  program  is  intended  for  all  Radiologists,  Gynecologists, 
Obstetricians,  and  technologists  (sonographers)  who  refer 
their  patients  for  or  actively  perform  diagnostic  ultrasound 
procedures.  The  discussions  will  include  the  current  extent  of 
the  malpractice  crisis  in  ultrasound  in  the  United  States  and 
locally  in  New  Jersey,  guidelines  in  the  proper  utilization  and 
practice  of  obstetrical  and  gynecological  ultrasound,  and  other 
emerging  legal  issues  in  ultrasound.  A display  of  ultrasonic 
and  radiographic  equipment  will  be  available. 

Sponsored  by: 

The  New  Jersey  institute  of  Uitrasound  in  Medicine 
The  New  Jersey  Obstetrical  and  Gynecological  Society 
The  Academy  of  Medicine  of  New  Jersey 

For  further  information  call  Cathy  Gillmer  at  the  Executive 
Offices,  (609)  896-1717. 


of  New  Jersey 


June  13, 1987 

7TH ANNUAL 
ADVANCES  IN 
GASTROENTEROLOGY 

Bally's  Park  Place  Hotel 
Atlantic  City,  New  Jersey 

Sponsored  by 

the  University  of  Pennsylvania 
Gastrointestinal!  Department 
and  the  Continuing  Medical 
Education  Department 
of  the  Underwood  Memorial  Hospital, 
Woodbury,  New  Jersey 

Accreditation:  Category  1 credit  offered 

information:  Registration  Supervisor 

SLACK  Incorporated 
6900  Grove  Road 
Thorofare,  New  Jersey 

08086-9447 
(609)  848-1000 


THE  EIGHTH  ANNUAL  VASCULAR  SYMPOSIUM 
HEMOACCESS  FOR  CHRONIC  DIALYSIS 

sponsored  by 

University  of  Medicine  and  Dentistry 
of  New  Jersey 
New  Jersey  Medical  School 
Section  of  Vascular  Surgery 

in  cooperation  with  the 

Englewood  Hospital, 
Englewood,  New  Jersey 
The  Vascular  Society  of  New  Jersey 

Wednesday,  April  1,  1987 

UMDNJ-New  Jersey  Medical  School, 
Newark,  New  Jersey 

This  program  has  been  designed  to  provide  you  with  the  basic 
knowledge  of  hemoaccess.  The  most  appropriate  procedure 
and  its  selection  will  be  discussed.  You  will  learn  how  to  ap- 
proach and  diagnose  the  failing  grafts,  the  treatment  of  the 
thrombosed  graft,  and  appropriate  options  for  secondary 
procedures  and  revisions.  Complications  will  be  discussed  in 
detail  including  those  which  are  reversible  and  those  which 
require  removal.  There  will  be  a generous  provision  of  time 
for  participation  in  panel  discussions. 

For  further  information,  please  contact  Linda  Gallmon  or 
Patricia  Sarles,  Office  of  Continuing  Education,  185  South 
Orange  Avenue,  Newark,  New  Jersey  07103  (201)  456- 
5631/4267. 


NEW  YORK 
FERTILITY  RESEARCH 
FOUNDATION,  INC. 

For  the  Investigation  of 

Problems  of  Human  Infertility 

The  Foundation  provides  a complete 
diagnostic  and  consultation  service  for  in- 
fertile couples.  Investigations  are  con- 
ducted by  well-known  specialists  in  con- 
junction with  consultants  in  the  various 
fields  of  medicine  related  to  infertility. 

The  Foundation  is  supported  by  an  in- 
house  modern  laboratory  equipped  to  do 
most  tests  required  for  diagnosis  and 
treatment.  Literature  on  request. 

1430  Second  Avenue,  Suite  103 
New  York,  N.Y.  10021 
Phone:  (212)  744-5500 
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8 Obesity 

10:30-1  1:30a.m.— St.  Maiy's 
Hospital,  Passaic 
(AMNJ) 

8 Office  Management  of  Common 
Medical  Issues 

12-4  p.M.— Kennedy  Memorial 
Hospital,  Stratford 
(UMDNJ) 

8 Urinary  Tract  Infections 

1:30  p.m— Essex  County  Hospital 

Center,  Cedar  Grove 

(AMNJ) 

10  Current  Clinical  Concepts  in 
Rheumatology  / Immunology 

1 2: 1 5- 1 : 1 5 p m. — Kennedy  Memorial 
Hospital,  Conf.  Rm„  Stratford 
(UMDNJ) 

13  Industrial  Medicine:  Chemicals 
and  Health 

7 p.m. — Wallkill  Valley  General 
Hospital,  Sussex 

(Wallkill  Valley  General  Hospital 
and  AMNJ) 

14  Hyperalimentation,  Nutrition,  and 
High  Blood  Pressure 

8:30  am  — Palisades  General 
Hospital,  North  Bergen 
(AMNJ) 

14  University  Echo  Club 

7:30  p.m  — University  Hospital, 

Rm.  H-349,  Newark 
(UMDNJ) 

14  Dermatology  Meeting 

8-10  p.m. — Sehering  Corp., 
Kenilworth 

(NJ  Dermatological  Society  and 
AMNJ) 

15  Regional  Urology  Rounds 

7:00-8:30  A.M. — Robert  Wood 
Johnson  Medical  School, 

Rm.  108-B,  New  Brunswick 
(UMDNJ) 

15  Nonoperative  Management  of 
Chronic  Back  Pain 

9 am  — Warren  Hospital, 
Phillipsburg 

(Warren  Hospital  and  AMNJ) 

1 5 Nutritional  Support  in  the 
Oncology  Patient 

1 -2  p.m.— West  Hudson  Hospital, 
Kearny 

(West  Hudson  Hospital  and  AMNJ) 

15  Interhospital  Rheumatology 
Rounds 

4:30-6  p.m. — University  Hospital, 

Rm.  1355,  Newark 
(UMDNJ) 

15  Dermatology  Conferences 

6-9  p.m. — Rutgers  Community 
Health  Plan 

57  U.S.  Hwy.  1,  New  Brunswick 
(UMDNJ) 

16  To  Be  Announced 

5-6:30  p.m.— Somerset  Medical 
Center,  Somerville 
(AMNJ  and  Somerset  Medical 
Center) 

16  CME  Series 

5-6:30  p.m. — Somerset  Medical 
Center,  Somerville 
(Somerset  Medical  Center  and 
AMNJ) 

1 7 Chronic  Pain  Management 

9 am. — St.  Francis  Medical  Center, 
Trenton 


(St.  Francis  Medical  Center  and 
AMNJ) 

2 1 CDS  Prescribing  Practices 
Legal /Illegal 

12  noon— St.  Mary's  Hospital, 
Orange 

(St.  Mary's  Hospital  and  AMNJ) 

2 1 Salt-Wasting  Nephropathy 

4-5  p.m. — Robert  Wood  Johnson 
Medical  School,  Rm.  393, 

New  Brunswick 
(UMDNJ) 

2 1 IVP  Conference 

4-6  p.m. — New  Jersey  Medical 
School,  Newark 
(UMDNJ) 

23  Nutrition  and  High  Blood  Pressure 

1 1 am  — St.  Joseph’s  Hospital  and 
Medical  Center,  Paterson 

(St  Joseph's  Hospital  and  Medical 
Center  and  JKMNJ) 

23  Visiting  Professor  Program 

4:00-5:00  p.m  — Saint  Barnabas 
Medical  Center,  Livingston 
(AMNJ  and  Saint  Barnabas 
Medical  Center) 

24  Medical  Implications  and 
Symptoms  of  Alcohol  Withdrawal 

10:45  am— Greys  tone  Park 
Psychiatric  Hospital 
(Greystone  Park  Psychiatric 
Hospital  and  AlMNJ) 

29  Annual  William  P.  Burpeau  Award 
Dinner 

6:30  p.m. — The  Manor,  West  Orange 
(Urology  Section  and  AMNJ) 

May 

1 Grand  Rounds— Rehabilitation 
Medicine 

1 :30-2:30  p.m. —New  Jersey  Medical 

School,  Newark 

(UMDNJ) 

1 Pseudomembranous  Ulcerative 
Colitis 

1 2 noon- 1:15  p.m  — Bridgeton 
Hospital 

(Bridgeton  Hospital  and  AMNJ) 

1 Current  Use  of  Plasmapheresis 
8 Management  and  Treatment  of  the 
Adult  Asthmatic 
15  Hypo  and  Hyperkalemia 


22  Pathology  of  AIDS  in  Children 
29  Medical  Mortality  Conference 

8:30  am. — United  Hospitals  Medical 
Center,  Annex  Auditorium,  Rms.  B 
and  C,  Newark 
(UMDNJ) 

1 Department  of  Medicine 
15  Grand  Rounds 

9-10:00  a m. — St.  Francis  Medical 

Center,  Crean  Hall 

(St.  Francis  Medical  Center  and 

AMNJ) 

1 Pain  Management  Center 

8 8 am. — 1 00  Bergen  Street,  Newark 

15  (UMDNJ) 

22 

29 

1 Urology  Basic  Science  Conference 

8 3-4  p.m.— New  Jersey  Medical 

15  School,  Rm.  C-600,  Newark 
22  (UMDNJ) 

1 Urology  Grand  Rounds 

8 4-6  p.m. — New  Jersey  Medical 

15  School,  Newark 
22  (UMDNJ) 

29 

4  Rheumatology  Staff  Conferences 

5:30  p.m. — Robert  Wood  Johnson 
Medical  School,  Academic  Health 
Science  Center,  Rm.  393, 

New  Brunswick 
(UMDNJ) 

4 University  Hospital  Tumor 

1 1 Conference 

18  8 am. — University  Hospital,  Newark 

25  (UMDNJ) 

5 Visiting  Professor  Program 

5-6  p.m. — Robert  Wood  Johnson 
Medical  School,  Lecture  Hall  102, 
New  Brunswick 
(UMDNJ) 

5 Pulmonary  Conference 

12  8-9  am. — University  Hospital, 

19  Rm.  H-349,  Newark 

26  (UMDNJ) 

6 Adrenal  Diseases 

1:30  p.m. — Essex  County  Hospital 

Center,  Cedar  Grove 

(AMNJ) 

6  Lecture  Series  1986-1987 

13  10:30  am  - 12  noon — Christ 


ARE  YOU  MOVING? 

If  so,  please  send  a change  of  address  to  NEW  JERSEY 
MEDICINE , Medical  Society  of  New  Jersey,  Two  Princess 
Road,  Lawrenceville,  NJ  08648,  at  least  six  weeks  before 
you  move. 

Name 

Address 

City State Zip 

County 
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THE  PHILADELPHIA  HEART  INSTITUTE 


of  Presbyterian-University  of  Pennsylvania  Medical  Center 

CARDIOLOGY  UPDATE  . . . 

is  designed  for  the  Physician  and  provides  an  intensive  survey  of  the 
current  status  of  Clinical  Cardiology  . . . 

WEDNESDAY 

APRIL  1,  1987 
3 :00  to  5:30  PM 

DIAGNOSIS  AND  MANAGEMENT  OF 
RHEUMATIC  HEART  DISEASE 

MODERATOR:  BERNARD  SEGAL,  M.D. 


Clinical,  Echocardiographic  and  Hemodynamic  Findings  in  Mitral  and 

Tricuspid  Valve  Disease  Bernard  Segal,  M.D. 

Clinical,  Echocardiographic  and  Hemodynamic  Findings  in  Aortic  Valve  Disease  Terry  Langer,  M.D. 
Case  Presentations  Steven  Nierenberg,  M.D. 

Indications  and  Results  of  Cardiac  Surgery  Grant  Parr,  M.D. 

Questions  and  Answers  The  Audience 

• No  Registration  Fee 

• No  Advance  Registration  Required 

• CME  Credits* 


* * Wine  and  Cheese  Served  Following  Each  Session  * * 

Scheie  Eye  Institute  Auditorium 
Presbyterian-University  of  Pennsylvania 
Medical  Center 
39th  and  Market  Streets 
Philadelphia,  Pennsylvania 

Parking  Available  (at  discount  rate.) 


*The  University  of  Pennsylvania  School  of  Medicine  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  to  sponsor 
continuing  education  for  physicians.  The  University  of  Pennsylvania  School  of  Medicine  designates  this  continuing  medical  activity  for  22 .5 
credit  hours  of  Category  I of  the  Physicians  Recognition  Award  of  the  AMA  (2.5  credit  hours  each  lecture). 


NEW  JERSEY  MEDICINI 


20  Hospital,  Jersey  Citv 
27  ( AMNJ ) 

6  New  Concepts  in  the  Management 
of  Coronary  Artery  Disease 

1 3 Academy  of  Medicine  Guest 
Lecture 

20  Newer  Approaches  to  the 

27  Treatment  of  Mild  Hypertension 

12  noon-1  p.m.— Medical  Education 
Building,  Rm.  102,  New  Brunswick 
(UMDNJ) 

6 Continuing  Education  Series 

20  1986-1987 

4: 1 5-5: 1 5 p.m  — 1 1 99  Pleasant 
Valley  Way,  West  Orange 
(UMDNJ  and  Kessler  Institute  for 
Rehabilitation,  Inc.) 

7 Allergy,  Immunology,  and 

14  Infectious  Diseases 

21  11:00  a.m. — Children’s  Hospital, 

28  Newark 

(UMDNJ  and  Children's  Hospital) 

7  Blood  Bank  Conferences 
14  4 p.m. — University  Hospital, 

21  Rm.  C- 128,  Newark 
28  (UMDNJ) 

7 Urology  Grand  Rounds 
14  3-5  p.m  — Robert  Wood  Johnson 

21  Medical  School,  Medical  Education 
28  Building,  Rm.  108-A, 

New  Brunswick 
(UMDNJ) 

7 Assessment  and  Differentiation  of 
Acute  vs  Chronic  Pain 

1 1 A.M.- 1 2 noon— St.  Joseph’s 
Hospital  and  Medical  Center, 

Paterson 

(St  Joseph’s  Hospital  and  Medical 
Center) 

8 Pulmonary  Embolus 

1 2 noon- 1:15  p.m  — Bridgeton 
Hospital 

(Bridgeton  Hospital  and  AMNJ) 

8  Sun  Exposure,  Skin  Cancer 
Screening 

12  noon— Warren  Hospital, 

Phillipsburg 
(AMNJ) 

12  Menopause 

8:30  a.m.— Palisades  General 
Hospital,  North  Bergen 
(AMNJ) 

12  NJ  Dermatological  Society 

6:30  p.m. — Chanticler,  Millbum 
(AMNJ) 

12  University  Echo  Club 

7:30  p.m.— University  Hospital, 

Rm.  H-349,  Newark 
(UMDNJ) 

1 4 Current  Clinical  Concepts  in 
Rheumatology/  Immunology 

12:15-1:15  p.m. — Kennedy  Memorial 
Hospital,  Conference  Rm. 

(UMDNJ)  , 

15  Pancreatic  Transplants  and 
Genetic  Engineering  in  Diabetes 

1 2 noon- 1:15  p.m. — Bridgeton 
Hospital 

(Bridgeton  Hospital  and  AMNJ) 

19  Endocarditis 

12  noon — St.  Mary's  Hospital, 

Orange 

(AMNJ)  2 

19  Evaluation  and  Therapy  of  the 

Newly  Discovered  Hypertensive  9 

4-5  p.m. — Robert  Wood  Johnson 


Medical  School,  Rm.  393, 

New  Brunswick 
(UMDNJ) 

19  IVP  Conference 

4- 6  p.m. — New  Jersey  Medical 
School,  Rm.  C-600,  Newark 
(UMDNJ) 

20  Dermatology  Conferences 

6- 9  p.m.— Rutgers  Community 
Health  Plan,  57  U.S.  Highway  #1, 
New  Brunswick 

(UMDNJ) 

20  Interhospital  Rheumatology 
Rounds 

4:30-6  p.m. — University  Hospital, 

Rm.  1-355,  Newark 
(UMDNJ) 

20  Regional  Urology  Rounds 

7- 8:30  A.M.— Robert  Wood  Johnson 
Medical  School,  New  Brunswick 
(UMDNJ) 

2 1 20th  Annual  CME  Series 
1986-1987 

5- 6:30  p.m.— Somerset  Medical 
Center,  Auditorium,  Somerville 
(AMNJ  and  Somerset  Medical 
Center) 

2 1 Bums:  Current  Treatment 

2 p.m— John  E.  Runnells  Hospital, 

Berkeley  Heights 

(AMNJ) 

26  The  Spectrum  of  Epstein-Barr 
Virus  Infections /State  of  the  Art 

8:30- 1 0:30  am —St.  Joseph’s 
Hospital  and  Medical  Center, 
Johnson  Auditorium,  Paterson 
(St  Joseph's  Hospital  and  Medical 
Center) 

26  Vaginal  Discharge  and  P.I.D. 

8:30  a.m.— Palisades  General 
Hospital,  North  Bergen 
(AMNJ) 

28  Visiting  Professor  Program 

4-5  p.m  — St.  Barnabas  Medical 
Center,  Classroom  A,  Livingston 
(AMNJ  and  St  Barnabas  Medical 
Center) 

NEUROLOGY/PSYCHIATRY 

April 

1 Treatment  of  Anxiety  and 
Depression  in  the  Elderly 

8:30- 10  a.m.— Elizabeth  General 
Medical  Center 
(Elizabeth  General  Medical 
Center) 

1 Grand  Rounds 

10:30  a.m.- 12  noon— New  Jersey 
Medical  School,  Newark 
(UMDNJ) 

2 Neurology  Grand  Rounds 

9 3-5  p.m— Robert  Wood  Johnson 

17  Medical  School,  Rm.  108A,  Medical 
23  Ed.  Bldg.,  New  Brunswick 
30  (UMDNJ) 

2 Case  Seminars  and  Supervision 
16  To  Improve  Psychotherapeutic 
Technique 

8:00- 10:00  am  — 312  Harding  Drive, 
South  Orange 

(Advanced  Psychiatric  Study 
Group  and  AMNJ) 

The  Somatizer:  Diagnosis  and 
Treatment 

Hyperventilation  Syndrome:  The 
Brain  and  Heart  Connection 


1 6  Psychiatric  Aspects  of  Terrorism 
30  Mental  Retardation  and  the 
Elderly 

12  noon-1  p.m  — Carrier  Foundation, 

Belle  Mead 

(Carrier  Foundation) 

9  Psychiatric  Lecture  Series 

1:00  p.m  — Essex  County  Hospital 
Center,  Cedar  Grove 
(UMDNJ  and  Essex  County 
Hospital  Center) 

16  Alzheimer’s  Disease 

2- 3  p.m  — John  E.  Runnels  Hospital 
of  Union  County,  Berkeley  Heights 
(NJ  State  Departments  oj  Health 
and  Community  AJJairs  and 
AMNJ) 

1 6 Medical  and  Physical  Aspects  of 
Drags  and  Alcohol  Abuse 

3- 4  p.m— Ancora  Psychiatric 
Hospital,  Hammonton 
(AMNJ) 

1 7 Anxiety  Disorder:  Diagnosis  and 
Management 

7- 8  p.m  — Trenton  Psychiatric 
Hospital,  Trenton 
(Psychiatric  Hospital  and  AMNJ) 

22  Women  in  1987:  Psychologically 
Free  or  Frantic? 

All  day — Carrier  Foundation, 

Belle  Mead 
(Carrier  Foundation) 

24  Medical  Implications  and 

Symptoms  of  Alcohol  Withdrawal 

10:45-1 1:45  a m — Greystone  Park 

Psychiatric  Hospital 

(AMNJ) 

28  Suicide  in  Children  and 
Adolescents 

8:30-10:30— St.  Joseph's  Hospital 
and  Medical  Center,  Paterson 
(St  Joseph's  Hospital  and  Medical 
Center) 

May 

6 Grand  Rounds 

1 0:30- 1 2:00  p.m.— New  Jersey 
Medical  School,  Newark 
(UMDNJ) 

7 Anorexia  Nervosa/Bulimia 

1 4 Speechmaking  for  the  Clinician 
2 1 Rights  and  Responsibilities  of 
Treatment  Decisions 

12  noon-1  p.m.— Carrier 
Foundation,  Belle  Mead 
(Carrier  Foundation) 

7 Case  Seminars  and  Supervision 
21  To  Improve  Psychotherapeutic 

Technique 

8- 10:00  p.m— 312  Harding  Drive, 
South  Orange 

(Advanced  Psychiatric  Study 
Group  and  AMNJ) 

8 Lithium  Toxicity  Indications, 
Assessment 

10:45  a.m.— Greystone  Park 
Psychiatric  Hospital, 

Greystone  Park 
(AMNJ) 

14  Psychiatric  Lecture  Series 

1 p.m— Essex  County  Hospital, 

Rm.  200,  Cedar  Grove 
(Essex  County  Hospital  Center 
and  UMDNJ) 

20  Double  Trouble:  Challenge  of  the 
Dually  Diagnosed  Chemical 
Abuser 
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The  Comprehensive  Headache  Center 

at  The  Germantown  Hospital  and  Medical  Center 

in  cooperation  with  Temple  University  School  of  Medicine,  Department  of  Neurology 


Presents 


Third  Annual- 

A HEADACHE  SYMPOSIUM 


Hew  Advances  in  Headache  Treatment 


Moderator:  Stephen  D.  Silberstein,  M.D. 

Chief,  Neurology  Section  and  Co-Director 
Comprehensive  Headache  Center 
The  Germantown  Hospital  and  Medical  Center 
Associate  Professor  of  Neurology,  Temple  University 


Saturday,  April 4,  1987  8:30  AM- 3:00  PM 
at  The  Germantown  Hospital  and  Medical  Center 

One  Penn  Boulevard,  Philadelphia,  Pa. 

(adjacent  to  LaSalle  University  at  the  intersection 
of  Wister,  Chew  and  Olney  Avenues) 


Featured  Speakers  and  Topics: 


Welcoming  Remarks 

Wallace  McCune,  M.D. 

Professor  of  Medicine 

Temple  University  School  of  Medicine 

The  Germantown  Hospital  and  Medical  Center 

Psychological  Aspects  of  Migraine 

Fred  D.  Sheftell,  M.D. 

Director,  New  England  Center  for  Headache 
Clinical  Assistant  Professor, 

Department  of  Psychiatry, 

New  York  Medical  College 

Headache  and  the  Pathophysiology  of  Migraine 

James  W.  Lance,  M.D. 

Chairman,  Department  of  Neurology, 

Prince  Henry  and  Prince  of  Wales  Hospital; 
Professor  of  Neurology,  University  of  South  Wales, 
Sydney,  Australia 


Migraine  in  the  Emergency  Room 

Elliott  A.  Schulman,  M.D. 

Attending  Neurologist  & Co-Director 
Comprehensive  Headache  Center 
The  Germantown  Hospital  and  Medical  Center 
Assistant  Professor  of  Neurology, 

Temple  University 

Evaluation  and  Management  of  Chronic 
Facial  Pain 

Raymond  J.  Maciewicz,  M.D. 

Assistant  Professor  of  Neurology  and 
NeuroScience, 

Harvard  Medical  School 
Assistant  Neurologist, 

Massachusetts  General  Hospital 


Additional  participants  will  include: 

Gregory  J.  Tramuta,  M.D.,  Psychiatrist  and  Co-Director,  The  Comprehensive  Headache  Center;  Clinical  Assistant 
Professor  of  Psychiatry,  Temple  University. 

Ronald  S.  Kaiser,  Ph.D.,  Clinical  Psychologist  and  Co-Director,  The  Comprehensive  Headache  Center;  Assistant 
Professor  of  Psychology,  Hahnemann  University. 

Joseph  P.  Primavera  III,  M.A.,  Clinical  Psychologist  and  Co-Director,  The  Comprehensive  Headache  Center;  Vocational 
Services  Director  of  The  Rehabilitation  Diagnostic  Center,  The  Germantown  Hospital  and  Medical  Center. 


A roundtable  discussion  will  include  controversial  topics  in  headache  management  and  difficult  cases. 
*Plan  to  bring  your  difficult  cases  for  discussion. 


Credit. : 

4.5  credit  hours  in 
Category  I credit  provided 
it  is  completed  as 
designed.  A.A.F.P. 
prescribed  credits. 

AOA  credit. 


Registration  Fee: 

$15.00  includes  coffee  breaks,  lunch  and 
registration  material. 

Please  make  checks  payable  to: 

The  Germantown  Hospital  and  Medical  Center 

and  send  by  March  30,  1987  to: 

The  Comprehensive  Headache  Center 

The  Germantown  Hospital  and  Medical  Center 
One  Penn  Boulevard,  Philadelphia,  PA  19144 


COMPREHENSIVE 
HEADACHE  CENTER 
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NEW  JERSEY  MEDICINE 


All  day — Carrier  Foundation,  Belle 
Mead. 

(Carrier  Foundation) 

PATHOLOGY 

April 

1  Pathology  Grand  Rounds 

8 1 :30-5:30  p.m.— NJ  Medical  School, 
L5  Newark 

22  (UMDNJ) 

29 

1 Experimental  Pathology  Seminar 

L5  12:00  noon— NJ  Medical  School, 

29  Newark 
(UMDNJ) 

2 Pathology/Radiology/Orthopedic 

9 Conference 

16  8-9  am  — University  Hospital, 

23  Newark 

30  (UMDNJ) 

7  Anatomic  Pathology  Specialty 
L4  Conference 

21  5:15-6:00— NJ  Medical  School, 

28  C-555,  Newark 

(UMDNJ) 

7 Pathology-G.I.  Conference 

L4  3 p.m.— University  Hospital,  E- 1 55, 

21  Newark 
28  (UMDNJ) 

8 Neuropathology  Conference 

22  1 0:30- 1 2:00  noon— NJ  Medical 
School,  Newark 

(UMDNJ) 

1 4  Renal  Biopsy  Conferences 

12:30-2  p.m— Bamert  Memorial 


Hospital  Center,  Paterson 
(AMNJ  and  Barnert  Memorial 
Hospital  Center) 

16  Renal  Pathology  Conference 

4 p.m—  University  Hospital,  Rm. 

E-155,  Newark 

(UMDNJ) 

May 

1 Pathology/Radiology/Orthopedic 
Conference 

8-9  am. — University  Hospital,  H 
Level,  Conference  Rm.,  Newark 
(UMDNJ) 

5 Anatomic  Pathology  Specialty 
1 2 Conference 

19  5: 15-6  p.m. — New  Jersey  Medical 

26  School,  Rm.  C-555,  Newark 
(UMDNJ) 

5 Pathology — GI  Conference 

12  3 p.m.— University  Hospital, 

19  Rm.  E-155,  Newark 

26  (UMDNJ) 

6 Experimental  Pathology  Seminar 

20  12  p.m.— New  Jersey  Medical  School, 
Newark 

(UMDNJ) 

6 Pathology  Grand  Rounds 

13  1 :30-5:30  p.m. — New  Jersey  Medical 
20  School,  Newark 

27  (UMDNJ) 

9  NJ  Society  Pathologists  Annual 
Meeting 

7:45  am. -4:45  p.m.— Somerset 
Marriott  Hotel,  Somerset 
(AMNJ) 


12  Renal  Biopsy  Conference 

12:30-2  p.m— Bamert  Memorial 
Hospital  Center,  Conference  Rm., 
Paterson 

(AMNJ  and  Barnert  Memorial 
Hospital  Center) 

13  Neuropathology  Conference 

27  10:30-12:00  noon — New  Jersey 
Medical  School,  Newark 
(UMDNJ) 

2 1  Renal  Pathology  Conference 

4 p.m.— University  Hospital, 

Rm.  E-155,  Newark 
(UMDNJ) 

PEDIATRICS 

April 

3  Children’s  Pediatric  Surgical 
10  Conference 

17  8:00  a.m.— United  Hospitals  Medical 

24  Center,  Rm.  A,  Annex  Bldg.,  Newark 
(Children's  Hospital  oj NJ  and 
UMDNJ) 

3 Advances  in  Pediatrics 

10  9:30- 1 0:30  am.-NJMS,  MSB, 

17  Rm.  B-610,  Newark 
24  (UMDNJ) 

1 0  Cardiac  Arrhythmias  in  Children 

8-9  am.— Overlook  Hospital,  Summit 
(Overlook  Hospital  and  AMNJ) 

2 1 Rehabilitation  of  the  Pediatric 
Head  Trauma  Patient 

8  a.m.-4:30  p.m— Woodbridge  Hilton, 
Iselin 

(Children's  Specialized  Hospital 
and  AMNJ) 

May 

1 Advances  in  Pediatrics 

8 9:30-10:30  am  — New  Jersey 

15  Medical  School,  Medical  Science 

22  Building,  Rm.  B-610,  Newark 

29  (UMDNJ) 

1 Children’s  Pediatric  Surgical 
8 Conference 

15  8 a.m.— United  Hospitals  Medical 

22  Center,  Annex  Building, 

Conference  Rm.  A Newark 
(Children’s  Hospital  of  New  Jersey 
and  UMDNJ) 

8 Controversies  in  Pediatrics 

8-9  am. — Overlook  Hospital, 

Summit 

(Overlook  Hospital  and  AMNJ) 

RADIOLOGY 

April 

2 Pathology/Radiology/Orthopedic 

9 Conference 

16  8-9am  — University  Hospital, 

23  Newark 

30  (UMDNJ) 

8 Radiology  Grand  Rounds 

2 p.m.— University  Hospital,  Newark 
(UMDNJ) 

10  Nuclear  Hazards 

1 2 noon- 1:15  p.m.— Bridgeton 
Hospital 

(Bridgeton  Hospital  and  AMNJ) 

28  MRI  Update 

8- 1 0 p.m.— Englewood  Club. 
Englewood 

(The  Englewood  Surgical  Society 
and  AMNJ) 

May 

1 Pathology/Radiology/Orthopedic 
8 Conference 

15  8-9  am. — University  Hospital, 


221st  MSNJ  ANNUAL  MEETING 
Americana  Host  Farm  Resort 

Wednesday,  April  29,  1987 

3:30  p.m —Board  of  Trustees’  Meeting 

Thursday,  April  30,  1987 

9:00  am. — Registration  Opens 
9:00  am  — Message  Center  Opens 
2:00  p.m. —House  of  Delegates 
4:00  p.m  — Reference  Committees 

Friday,  May  1,  1987 

8:00  am.— Registration  Opens 

8:00  a.m. — Message  Center  and  Exhibits  Open 

9:00  a.m.— House  of  Delegates  (election) 

12:00  noon — Golden  Merit  Award  Ceremony  followed  by  Reception 
2:30  p.m. — Reference  Committees 
5:00  p.m. — JEMPAC  Political  Forum 
5:45  p.m —JEMPAC  Wine  and  Cheese  Reception 

Saturday,  May  2,  1987 

8:00  am.— Registration  Opens 

8:00  am— Message  Center  and  Exhibits  Open 

8:30  am  — House  of  Delegates 

1:30  p.m. — House  of  Delegates 

6:00  p.m  — Inaugural  Reception  followed  by  Inaugural  Dinner 

Sunday,  May  3,  1987 

8:00  am. —Registration  Opens 
8:00  am  — Message  Center  Opens 

8:30  am. — General  Session:  “The  Impact  of  Health  Care  Rationing  on 
Physician  Autonomy — The  Cases  of  Generic  Substitution 
and  DRGs” 

1:00  p.m. —Board  of  Trustees’  Meeting 


70L.  84— NUMBER  3— MARCH  1987 


217 


you’re  invited... 

CUINCAL 

DECISION-MAKING 
IN  GERIATRICS 


A three-day  course 
to  be  held  at 
Mount  Sinai 
Medical  Center, 
New  York  City, 
April  6-8, 1987 


Sponsored  by  the  Department  of  Geriatrics  and  Adult  Devel- 
opment, The  Page  and  William  Black  Postgraduate  School  of 
Medicine  of  the  Mount  Sinai  Medical  Center.  Course  Directors: 
David  T.  Lowenthal,  MD,  PhD,  and  Barbara  Katzeff,  MD. 

Monday,  April  6:  Lectures  will  be  presented  on  general  aspects 
of  clinical  geriatrics,  patient  evaluation,  and  special  drug  ther- 
apy considerations.  Attention  will  be  directed  to  the  evaluation 
and  treatment  of  peripheral  vascular  disease  and  problems 
such  as  ischemic  heart  disease,  hypertension,  dizziness  and 
syncope,  and  stroke.  The  closing  session  will  feature  a special 
lecture  on  the  Goteburg  Longitudinal  Study. 

Tuesday,  April  7:  This  segment  will  concentrate  on  musculo- 
skeletal problems— pain,  hip  fracture,  and  osteoporosis;  nutri- 
tion in  the  elderly;  various  infectious  diseases;  and  use  of 
antibiotics. 

Wednesday,  April  8:  The  final  day  will  begin  with  lectures  on 
the  central  nervous  system— brain  function,  dementia,  depres- 
sion, and  pharmacologic  management  of  Alzheimer’s  disease. 

Special  attention  will  be  given  to  the  significant  role  played  by 
allied  health  professionals.  Experts  will  also  delve  into  matters 
such  as  nursing  home  placement,  legal  issues,  and  financing. 

The  course  will  conclude  with  the  annual  Mount  Sinai  Medical 
Center  Alzheimer’s  Disease  Update. 

Supported  through  a grant-in-aid  by  the  Sandoz  Pharmaceu- 
ticals Corporation. 

For  registration  and  further  information,  contact  Kenneth 
Smith,  PhD,  at  The  Page  and  William  Black  Postgraduate 
School  of  Medicine.  Phone:  (212)  650-7991. 


INST-387-1 
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22  Conference  Rin.,  Newark 
29  (UMDNJ) 

13  Radiology  Grand  Rounds 

27  2 p.m.—  University  Hospital, 

Newark 

(UMDNJ) 

2 1 Update  on  Interventional 
Radiology 

7:30  p.m— St.  Barnabas  Medical 

Center,  Livingston 

(AMNJ) 

SURGERY 

April 

1  Trauma  Conference 

8 8:00  a.m.— University  Hospital, 

15  Newark 

22  (UMDNJ) 

29 

1  Grand  Rounds 

1 0:30- 1 2:00  p.m.— New  Jersey 
Medical  School,  Newark 
(UMDNJ) 

1 Surgical  Grand  Rounds 

8 8:30-10  a m — Robert  Wood  Johnson 

15  Medical  School, 

22  Rm.  102,  New  Brunswick 
29  (UMDNJ) 

2 Management  of  Abdominal 
Emergencies 

1 1:00  a.m.— St.  Joseph’s  Hospital 
and  Medical  Center,  Paterson 
(AMNJ) 

3 Cancer  Research  Colloquium 

10  12-1: 15  p.m  — New  Jersey  Medical 

17  School,  MSB  Bldg.,  G-506B,  Newark 

24  (UMDNJ) 

4 Mortality  and  Morbidity 

1 1 Conference 

18  8:30-9:30  a.m.-NJ  Medical  School, 

25  MSB,  New  Brunswick 
(UMDNJ) 

6 Surgical  Grand  Rounds 

13  4:30-6  p.m.— NJ  Medical  School, 

20  Newark 
27  (UMDNJ) 

7 Surgery-Visiting  Professor 
Program 

5-6  p.m  — Robert  Wood  Johnson 
Medical  School,  Rm.  102, 

New  Brunswick 
(UMDNJ) 

24  Cardiothoracic  Journal  Club 
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7:30  p.m  — 1 3 Ridgeway  Drive, 

West  Orange 
(UMDNJ) 

May 

1 Cancer  Research  Colloquium 

8 12-L15  p.m. — Medical  Science 

15  Building,  Rm.  G-506B,  Newark 

22  (UMDNJ) 

29 

2 Mortality  and  Morbidity 

9 Conference 

16  8:30-9:30  a.m. — Medical  Science 

23  Building,  Rm.  B-6 10,  Newark 

30  (UMDNJ) 

4 Surgical  Grand 
1 1 Rounds/Distinguished  Lecture 
18  Series 

25  4:30-6  p.m  — New  Jersey  Medical 

School,  Newark 
(UMDNJ) 

6 Surgical  Grand  Rounds 

7 8:30-10  A.M — Robert  Wood  Johnson 
13  Medical  School,  Lecture  Hall, 

20  Rm.  102,  New  Brunswick 
(UMDNJ) 

6 Trauma  Conference 

13  8 A.M.— University  Hospital,  Newark 

20  (UMDNJ) 

27 

29  Cardiothoracic  Journal  Club 

7:30  p.m. — 1 3 Ridgeway  Drive, 

West  Orange 
(UMDNJ) 

SURGICAL  SPECIALTIES 
April 

2 Vascular  Surgery  Conference 
9 Rounds 

16  4-5  p.m  — Robert  Wood  Johnson 

23  Medical  School,  Medical  Ed.  Bldg., 

30  New  Brunswick 
(UMDNJ) 

6 Orthopedic  Grand  Rounds  and 
13  Lecture  Series 

20  6-8  p.m  — NJ  Medical  School,  MSB, 

27  B-556,  Newark 

(UMDNJ) 

1 5 Grand  Rounds  in  Ophthalmology 

7-9  p.m  — Eye  Institute  of  NJ,  Newark 
(UMDNJ  and  Affiliated  Eye 
Residency  Program) 

23  Distinguished  Lecturer 
Series— Neurosurgery 


4-5:30 — University  Hospital, 

Rm.  E-343,  Newark 
(UMDNJ) 

May 

4 Orthopaedic  Grand  Rounds  and 
1 1 Lecture  Series 

18  6-8  p.m. — New  Jersey  Medical 

25  School,  Medical  Science  Building, 
Rm.  B-556,  Newark 

(UMDNJ) 

7 Vascular  Surgery  Conference 
14  Rounds 

21  4-5  p m — Robert  Wood  Johnson 

28  Medical  School,  Medical  Education 
Building,  New  Brunswick 
(UMDNJ) 

20  Grand  Rounds  in  Ophthalmology 

7- 9  p.m. — Eye  Institute  of  NJ, 
Newark 

(UMDNJ,  Eye  Res.  Prog.) 

26  Advances  in  Eye  Surgery 

8-  1 0 p.m— The  Englewood  Club, 
Englewood 

(The  Englewood  Surgical  Society 
and  AMNJ) 

28  Distinguished  Lecturer 
Series — Neurosurgery 

4-5:30  p.m— University  Hospital, 
Rm.  E-343,  Newark 
(UMDNJ) 

MISCELLANEOUS 

April 

1 Cost  Containment 

10:30  a.m.— St.  Mary’s  Hospital, 

Passaic 

(AMNJ) 

3  Changes  in  Health  Care  Delivery 
and  Financing 

12  noon— St.  Mary’s  Hospital, 

Orange 

(AMNJ) 

May 

1 Medical  Aspects  of  Nuclear  War 

1 2 noon — St.  Mary’s  Hospital, 

Orange 

(AMNJ) 

13  Office  Management  of  Common 
Medical  Issues 

12-4  p.m— Kennedy  Memorial 
Hospital,  Stratford 
(UMDNJ) 
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A PRESCRIPTION  FOR 
PHYSICIANS. 


Bothered  by: 

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Malpracfice  insurance  cosfs? 

★ Not  enough  time  for  fhe  family? 

★ No  time  to  keep  current  with  technology  and  new  methods'? 

★ No  time  or  money  for  professional  development? 

Join  the  Air  Force  Medical  Team.  We'll  provide  the  following: 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force  recruiter  for 
information  at  no  obligation.  Call 


SSgt  Jim  Campbell 
609-667-9208  collect 


STATE-OF-THE-ART 

□ FONAR®  Magnetic  Resonance  Imaging  (MRI) 

No  risk  of  missile  effect  as  with  superconductive  units. 

Unique  capability  of  being  used  with  life  support  systems. 

□ Doppler  Ultrasound  Imaging 
Cardiac  and  Carotid 

□ Computed  Sonography 

□ Low  Dose  Mammography 

□ Fluoroscopy 

□ Traditional  X-rays  (all  low  dose) 


IMAGING 


Utilizing  cardiac  gating, 
MRI  produces  superior  contrast 
resolution  over  CT. 


SERVING  PHYSICIANS  AND  PATIENTS 


Written  reports  and  films  delivered  within  24  hours 
On-site  Board  Certified  Radiologists  • Highly  trained  technicians 
Prompt  scheduling  • Personalized  care  and  attention 

Patient  education  literature,  including  the  viewing  of  VCR  tapes, 
available  prior  to  testing. 


69  Orient  Way 
Rutherford,  NJ  07070 


MEDICAL  IMAGING,  P.A. 

(201)  933-0310 

JOSEPH  INZINNA,  M.D.,  MEDICAL  DIRECTOR 
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letters  to  the 
Editor 


HMO-IPA  Proposal 

November  24,  1986 
Dear  Dr.  Krosnick: 

I read  with  interest  the  eloquent 
essay  by  Dr.  Albert  Minzter  in  the 
November  1986  issue  of  NEW  JER- 
SEY MEDICINE. 

In  this  article,  he  has  clearly  de- 
fined the  problems  raised  by  the 
concept  of  a “freestanding  IPA” 
sponsored  by  the  Medical  Society  of 
New  Jersey.  He  also  cogently  points 
out  the  marked  disadvantages  of  the 
entire  HMO-IPA  system. 

Happily,  the  Medical  Society  of 
New  Jersey  did  reject  the  proposal  of 
a Medical  Society-sponsored  state- 
wide IPA  The  feasibility  study  com- 
missioned by  the  Medical  Society  of 
New  Jersey  concluded  that  such  an 


IPA  would  be  ill-advised,  mainly 
from  a financial  point  of  view. 

Unfortunately,  the  basic  fallacies 
in  such  a system  were  not  empha- 
sized. It  is  notable  that  at  the  Annual 
Meeting  of  the  Union  County  Medi- 
cal Society,  held  on  September  17, 
1986,  the  concept  of  a statewide 
Medical  Society-sponsored  IPA  was 
overwhelmingly  rejected  before  the 
feasibility  study  report  was  pre- 
sented. 

It  is  the  concept  of  the  HMO-IPA 
system,  not  merely  the  financial 
feasibility,  that  should  be  consid- 
ered and  rejected  by  the  physicians 
in  this  state. 

(signed)  Stephen  M.  Sachs,  M.D. 

No  Smoking 

December  11,  1 986 
Dear  Dr.  Krosnick; 

No.  We  should  not  encourage  Con- 
gress to  legislate  away  our  rights. 
Banning  advertising  of  a legal  prod- 
uct or  service  is  a major  step  in  whit- 
tling away  our  American  freedoms.  If 
a substance  such  as  nicotine  is  ad- 
dictive and  lethal,  then  it  should  be 
outlawed  or  at  least  highly  con- 
trolled. But  until  that  day  comes,  we 
should  not  look  for  a cure  that  would 
be  worse  than  the  disease. 

Don't  get  me  wrong.  I abhor  this 
situation  in  which  millions  of  people 
suffer  and  die  every  year  unneces- 
sarily. 

But,  there  is  a better  way,  within 
our  present  legal  system— swifter, 
surer,  more  effective,  and  one  in 
which  each  and  eveiy  doctor  can 
help  to  bring  this  death  wielding 
tobacco  industry  to  its  knees.  One 
way  would  be  for  each  physician  to 
find  the  best  examples  of  patients 
within  his  or  her  practice  who  be- 
came addicted  to  nicotine  and  who 
died  because  of  smoking.  The  physi- 
cian would  send  those  stories  to  a 


central  clearing  house  along  with  a 
check  for  two  dollars.  One  of  those 
dollars  would  go  into  a legal  defense 
fund  to  buy  the  “hired  guns”  to  sue 
the  tobacco  industry  for  manslaugh- 
ter (with  damages,  of  course). 

The  other  dollar  would  go  into  a 
kitty  to  be  awarded  to  the  physician 
who  submitted  the  winning  entry 
(well,  if  that’s  too  tacky,  I suppose 
you  could  elect  to  give  both  bucks  to 
the  lawyers). 

(signed)  Robert  G.  Jarmon,  M.D. 

Rate  Relief  Commission 

January  5,  1987 

Dear  Dr.  Krosnick: 

I refer  to  a letter  written  by 
Charles  Harris  in  your  December 
issue  on  page  843.  I was  dis- 
heartened to  learn  that  the  House  of 
Delegates  rejected  a resolution  to  es- 
tablish a rate  relief  commission  for 
physicians.  I was  even  more  dis- 
heartened to  learn  of  our  apparent 
indifference  to  the  plight  of  Massa- 
chusetts physicians  and  our  unwill- 
ingness to  put  together  a slush  fund 
to  counteract  the  similar  law  that  is 
being  put  forward  here  by  Doyle  and 
Karcher.  Judging  from  the  ex- 
perience of  HMOs  in  California  I 
concur  with  Dr.  Harris  that  money 
and  plans  for  a state  society  HMO 
should  be  diverted  immediately 
toward  a political  action  to  defeat 
Doyle  which  already  has  been  ini- 
tiated by  Ocean  County  physicians 
and  in  addition  a slush  fund  to  aug- 
ment the  legal  battle  against  the 
mandatory  Medicare  acceptance  bill. 

If  our  Medical  Society  is  going  to 
remain  a viable  entity  that  rep- 
resents the  interests  of  physicians 
and  maintenance  of  quality  health 
care,  it  must  take  a leadership  role 
in  activities  that  affect  all  of  our  fu- 
tures. 

(signed)  Robert  Dennis,  M.D. 
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book  Reviews 


Advances  in  Plastic  and 
Reconstructive  Surgery; 
Atlas  of  Female  Infertility 
Surgery;  Current  Pediatric 
Therapy;  General 
Ophthalmology;  1986  Year 
Book  of  Plastic  and 
Reconstructive  Surgery 


Advances  in  Plastic  and 
Reconstructive  Surgery , 
Volume  3 

Mutaz  B.  Habal,  M.D.,  (ed).  Chicago, 
IL,  Year  Book  Medical  Publishers, 
Inc.,  1987.  Pp.  315.  Illustrated. 

This  book  is  the  third  in  an  an- 
nual series  to  fill  the  information 
needs  of  the  practicing  specialist.  It 
contains  nine  chapters,  starting 
with  “Reflections  on  Advances  in 
Plastic  Surgery”  which  is  a good  and 
short  historical  review  of  recent  de- 
velopments. The  chapter,  “Fasciocu- 
taneous  Flaps,”  details  the  anatomy 
of  the  flap  and  discusses  the  perfo- 
rators as  well  as  the  flaps  located  on 
the  trunk,  upper  arm,  forearm, 
thigh,  lower  leg,  and  foot.  The  au- 
thors also  classify  their  flaps  in 
types  A to  D based  on  their  vascular 
anatomy.  The  chapter,  “Nipple- 
Areolar  Reconstruction,”  discusses 
the  current  methods  of  obtaining 
most  satisfactory  results  as  a final 
and  finishing  touch  of  the  total 
breast  reconstruction  including  tat- 
too to  obtain  the  most  satisfactory 
color.  In  the  chapter,  “Suction  Lipec- 
tomy  Revisited,"  the  history  of  the 
development  of  this  new  modality  is 
highlighted  followed  by  discussions 
of  the  different  techniques  and  their 
differences  and/or  similarities.  The 
preoperative  and  postoperative  care 


briefly  is  discussed  with  enough 
time  devoted  to  the  technical  vari- 
ations pertaining  to  the  regions  of 
suction.  The  chapter,  “Rehabilita- 
tion of  the  Cleft  Lip  Nose,”  is  a review 
of  the  current  techniques  of  re- 
construction. The  chapter,  “Bone 
Grafting  and  Bone  Substitutes,” 
contains  a discussion  of  several 
potential  donor  sites  with  emphasis 
on  the  cranial  bone  as  the  most  re- 
cently developed  donor.  An  excellent 
discussion  of  the  healing  of  bone 
grafts  and  their  functional  adapta- 
tion and  biological  predeterminism 
is  included.  An  update  on  diagnosis 
and  management  of  hemangiomas 
vascular  malformation  is  the  next 
subject  of  discussion.  A very  timely 
chapter  is  “Scientific  Basis  of  Skin 
Staple  Closure.”  It  includes  the 
biology  of  healing  and  infection  and 
the  latest  innovations  in  stapler  de- 
sign. The  final  chapter  is  an  update 
on  the  treatment  of  male  pattern 
baldness  ranging  from  the  different 
types  of  grafts  to  the  use  of  skin,  i.e. 
scalp  expanders. 

In  my  opinion,  this  recent  volume, 
on  Advances  in  Plastic  and  Recon- 
structive Surgery,  is  a worthwhile 
addition  to  any  library  and  worth- 
while reading  for  the  practicing 
specialist  who  wants  to  remain  cur- 
rent. Robby  Meijer,  M.D. 

Atlas  of  Female  Infertility 
Surgery 

Robert  B.  Hunt  M.D.  Chicago,  IL, 
Year  Book  Medical  Publishers, 
1986.  Pp.  415.  Illustrated. 

This  atlas  contains  most  of  the 
material  found  in  microsurgical 
courses  in  female  infertility.  It  is  in- 
tended to  be  a resource  text  to  learn 
specific  operations  and  to  know 
when  to  purchase  surgical  instru- 
ments and  sutures. 

In  addition  to  the  book  being  well 
written,  the  use  of  a professional 
medical  artist  and  photographer 
greatly  adds  to  its  value.  So  much 
understanding  of  the  surgical  tech- 
niques depends  on  clear  illustra- 
tions and  photographs  that  their 
need  to  be  excellent  cannot  be  over- 
stated. 

This  text  is  recommended  for  all 
students  of  female  infertility  surgery 
who  want  to  improve  their  skills  and 
learn  to  handle  tissue  gently.  It 
would  be  of  interest  to  gynecological 
surgeons  who  wish  to  improve  their 
standard  surgical  techniques.  It 


would  make  a great  present  for  grad-j  ® 
uating  residents  or  fellows!  ei 

Gerard  F.  Hansen,  M.D,  a 

! Ci 

Current  Pediatric 
Therapy , Volume  12  L 

Sydney  S.  Gellis,  M.D.,  and  Ben-  1 
jamin  M.  Kagan,  M.D.,  (eds).  Phila  5 
delphia,  PA  W.B.  Saunders  Co.,  11 
1986.  Pp.  790.  ($60) 

With  two  editors  of  such  stature, 
it  is  most  unlikely  this  book  would 
fail  to  at  least  meet  the  standards  set 
by  the  previous  editions.  To  enable 
them  to  produce  the  text,  Drs.  Gellis 
and  Kagan  had  the  assistance  of 
over  350  contributors — all  of  whom 
are  authorities  in  their  subspecial- 
ties. The  edition  incorporates  all  the 
significant  advances  of  the  past  two 
years  in  the  management  of  ill  chil- 
dren. 

There  are  24  chapters  covering  all 
the  body  tracts  and  systems.  The 
range  is  quite  extensive  and  the  fol- 
lowing should  give  the  reader  a fla- 
vor of  the  contents:  megaloblastic 
anemia  by  Philip  Lanzkowsky;  neu- 
rogenic bladder  by  Kevin  A Burbige 
and  Terry  W.  Hensle;  plague  by  Heinz 
F.  Eichenwald;  and  fluid  and  elec- 
trolyte therapy  by  Lewis  A.  Bamess. 

Considering  the  large  number  of 
contributors,  the  articles  are  con- 
sistently well  written  and  well  edited. 
The  articles  come  right  to  the  point 
and  are  packed  with  information. 
The  section  on  parasitic  infection 
especially  is  outstanding  with  tables 
of  drugs  listing  the  adult  and  pedi- 
atric dosages  as  well  as  a listing  of 
the  adverse  effects  of  each  drug. 

It  makes  for  pleasant  reading  and 
provides  an  excellent  review.  Consid- 
ering the  cost  for  a dinner  for  two  in 
this  day  and  age,  the  book  is  a 
bargain.  Albert  P.  Rosen,  M.D. 

General  Ophthalmology 

Daniel  Vaughan,  M.D.,  and  Taylor 
Asbury,  M.D.  East  Norwalk,  CT, 
Appleton-Century-Crojts,  1 986.  Pp. 
414.  Illustrated.  ($22) 

This  is  the  11th  edition  of  a jus- 
tifiably popular  textbook.  As  were  its 
predecessors,  this  text  is  written  in 
a clear,  concise  fashion  and  is  sur- 
prisingly complete  for  a book  of  its 
brevity.  Abundantly  illustrated  with 
line  drawings  and  photographs,  the 
book  is  thoroughly  up  to  date. 

This  volume  is  of  value,  not  only 
to  the  younger  student  and  resident 
but  also  to  the  older  practitioner.  It 
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makes  an  easily  available  quick  ref- 
erence for  refreshing  the  memory 
and  stimulating  the  reasoning  pro- 
cess for  diagnosis  and  treatment 
The  sections  on  the  conjunctiva 
and  cornea  are  especially  good  as  are 
those  on  neuro-ophthalmology  and 
strabismus.  The  closing  chapter  on 
commonly  used  medications  is  par- 
ticularly useful. 

I would  recommend  this  soft-cov- 
ered volume  for  ophthalmologists. 

S.  Jerome  Greenfield,  M.D. 


1 986  Year  Book  of  Plastic 
and  Reconstructive 
Surgery 

Frederick  J.  McCoy,  M.D.,  ( ed ).  Chi- 
cago, IL,  Year  Book  Medical  Pub- 
lishers, Inc.,  1986.  Pp.  349.  Il- 
lustrated. 

The  1986  Year  Book  oj  Plastic 
and  Reconstructive  Surgery  edited 
by  Dr.  McCoy,  covers  a wide  array  of 
subjects  collected  after  reviewing  58 
foreign  and  domestic  journals  up  to 


June  1985.  It  contains  chapters  on: 
congenital  anomalies,  neoplastic  in- 
flammatory and  degenerative  dis- 
eases, trauma  esthetic  surgeiy, 
breast,  flaps,  grafts,  and  transplants, 
and  general  topics. 

The  editorial  comments  are  excel- 
lent and  to  the  point.  I consider  this 
a worthwhile  addition  to  anyone’s 
library  who  wants  to  keep  abreast  of 
the  everchanging  aspects  of  plastic 
and  reconstructive  surgery. 

Robby  Meijer,  M.D. 


1987  MSNJ  MEMBERSHIP  DIRECTORY 

The  1987  Membership  Directory  of  the  Medical  Society  of  New  Jersey  is 
available.  The  latest  issue  contains  all  vital  statistics  on  the  membership  of  the 
Medical  Society  of  New  Jersey,  as  well  as  information  on  most  hospitals  in  the 
Garden  State. 

All  members  of  the  Medical  Society  of  New  Jersey  will  receive  a free  copy. 
Copies  of  the  600-plus  page  Directory  are  available  for  $50  plus  sales  tax. 

Please  complete  the  form  and  submit  with  payment  for  quick  delivery  of 
this  valuable  edition. 

YES!  I want  to  receive copies  of  the 

MSNJ  MEMBERSHIP  DIRECTORY 

I have  enclosed  $50  plus  sales  tax  for  each  Directory. 

Make  checks  payable  to  the  Medical  Society  of  New  Jersey. 

Membership  Directory 
Medical  Society  of  New  Jersey 
Two  Princess  Road 
Lawrenceville,  NJ  08648 

Name  _ 

Address — 
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Obituaries 


Dr.  Hyman  B.  Copieman 

A New  Brunswick  surgeon,  Hyman 
Benjamin  Copieman,  M.D.,  died  on 
October  11,  1986,  at  the  age  of  76. 
A native  of  New  Jersey,  Dr.  Copieman 
was  graduated  from  Rush  Medical 
College,  Chicago,  Illinois,  in  1933. 
He  was  a member  of  our  Middlesex 
County  component  and  of  the 
American  Medical  Association.  Dr. 
Copieman  was  a Fellow  of  the  Ameri- 
can College  of  Surgeons,  of  the 
American  College  of  Sports  Medi- 
cine, and  of  the  International  College 
of  Surgeons.  He  had  been  affiliated 
with  St.  Peter’s  Medical  Center  and 
Middlesex  General  Hospital,  both  in 
New  Brunswick.  During  World  War 
II,  Dr.  Copieman  served  in  the  medi- 
cal corps  of  the  United  States  Army, 
attaining  the  rank  of  major.  In  1 983, 
Dr.  Copieman  was  a recipient  of 
MSNJ’s  Golden  Award  in  recog- 
nition of  his  50  years  as  a physician. 

Dr.  Lena  F.  Edwards 

Credited  with  delivering  more 
babies  free  of  charge  in  Hudson 
County  than  most  people  have  hairs 
on  their  head,  Lena  Frances  Ed- 
wards, M.D.,  died  at  her  home  in 
Lakewood  on  December  3,  1986,  at 
the  remarkable  age  of  86.  Bom  in 


Washington,  D.C.,  daughter  of  a den- 
tist, Dr.  Edwards  was  graduated 
from  Howard  University  School  of 
Medicine,  in  that  city,  in  1924.  She 
established  a practice  in  obstetrics 
and  gynecology  in  Jersey  City  which 
she  shared  with  her  physician  hus- 
band, Dr.  L.  Keith  Madison.  In  1960, 
Dr.  Edwards  traveled  to  Texas  where 
she  cared  for  indigent  migrant 
workers  and  their  families,  and  fi- 
nally managed  to  raise  enough 
money  to  open  a 25-bed  hospital.  Dr. 
Edwards  retired  to  Lakewood  in 
1972,  and  devoted  her  time  to  im- 
proving the  lot  of  Ocean  County’s 
senior  citizens.  In  1979,  she  was  the 
recipient  of  the  Academy  of  Medi- 
cine of  New  Jersey’s  Edward  J.  Ill 
Award  for  extraordinary  service  to 
the  medical  profession.  Dr.  Edwards 
also  received  the  highest  award 
given  by  the  American  Cancer  So- 
ciety, the  Bronze  Medal.  She  received 
a number  of  other  awards,  among 
them  the  Freedom  Medal  in  1964 
(the  nation’s  highest  award  for 
peacetime  service  to  the  United 
States).  Dr.  Edwards  was  one  of  New 
Jersey’s  first  black  female  physi- 
cians, who  served  as  assistant  pro- 
fessor of  obstetrics  and  gynecology 
at  Howard  University  for  many 
years.  She  was  a Diplomate  in  ob- 
stetrics and  gynecology;  and  a Fellow 
of  the  American  College  of  Obstetri- 
cians and  Gynecologists,  and  of  the 
International  College  of  Surgeons.  In 
1974,  MSNJ  bestowed  on  Dr.  Ed- 
wards its  Golden  Merit  Award.  At  the 
time  of  her  death.  Dr.  Edwards  was 
a member  of  our  Hudson  County 
component. 

Dr.  George  F.  Hewson 

George  Francis  Hewson,  M.D.,  died 
in  Morristown  Memorial  Hospital  on 
October  12,  1986,  at  the  age  of  77. 
A surgeon.  Dr.  Hewson  had  prac- 
ticed vascular  surgeiy  in  Marco 
Island,  Florida,  for  the  past  15  years, 
retiring  just  three  months  ago.  Prior 
to  that  move,  he  had  maintained  an 
office  in  Newark  for  25  years.  Bom 
in  Newark,  Dr.  Hewson  received  his 
medical  degree  from  the  University 
of  St.  Louis,  Missouri,  in  1933.  He 
became  a member  of  our  Essex 
County  component  and  of  the 
American  Medical  Association.  Dr. 
Hewson  was  a Diplomate  in  surgery, 
and  a Fellow  of  the  American  College 
of  Surgeons.  Prior  to  his  move  to 
Florida  he  had  been  affiliated  with 


Presbyterian  and  City  Hospitals,  : 
Newark,  St.  Mary’s  Hospital,  Orange, 
and  Saint  Barnabas  Medical  Center,  * 
Livingston.  In  Florida  he  was  on  the 
staff  at  the  Community  Hospital, 
Naples.  Dr.  Hewson  served  in  the 
United  States  Navy  during  World 
War  II,  emerging  with  the  rank  of 
lieutenant  commander.  In  1983,  * 
honoring  his  50  years  in  medicine, 
MSNJ  bestowed  its  Golden  Merit 
Award  upon  Dr.  Hewson.  His  son, 
George  F.  Hewson,  Jr.,  M.D.,  also  is 
an  affiliate  member  of  the  Medical 
Society  of  New  Jersey. 


Dr.  Alexander  S.  Horowitz 

A Union  City  ophthalmologist, 
Alexander  Sam  Horowitz,  M.D.,  died 
in  August  of  this  year.  A native  of  1 
Jersey  City,  bom  in  1909,  Dr.  Hor-  < 
owitz  was  graduated  from  Dalhousie 
University  Faculty  of  Medicine,  Hali- 
fax, Nova  Scotia,  Canada,  in  1937. 
He  was  a member  of  our  Hudson 
County  component.  Dr.  Horowitz 
was  board  certified  in  his  specialty, 
and  had  been  affiliated  with  St. 
Mary’s  Hospital,  Hoboken.  During 
World  War  II,  he  served  in  the  medi- 
cal corps  of  the  Army  of  the  United 
States,  attaining  the  rank  of  captain. 

Dr.  Dorothy  H.  Marvin 

A New  Brunswick  obstetrician 
and  gynecologist,  Dorothy  Hope 
Marvin,  M.D.,  died  on  October  18, 
1986,  at  the  venerable  age  of  84.  A 
native  of  Cleveland,  Ohio,  Dr.  Marvin 
was  graduated  from  Columbia  Uni- 
versity’s College  of  Physicians  and 
Surgeons,  New  York,  in  1926.  She 
was  a member  of  our  Middlesex 
County  component  and  of  the 
American  Medical  Association.  Dr. 
Marvin  was  a Fellow  of  the  American 
College  of  Obstetricians  and  Gyne- 
cologists, and  had  been  affiliated 
with  Middlesex  General  Hospital, 
New  Brunswick.  In  1978,  she  was  a 
recipient  of  MSNJ’s  Golden  Merit 
Award  in  recognition  of  50  years  as 
a physician. 


Dr.  John  E.  McWhorter 

A former  president  of  the  Bergen 
County  Medical  Society,  John  Eng- 
lish McWhorter,  M.D.,  died  on  No- 
vember 8,  1986,  at  the  age  of  74.  A 
native  of  New  York  City,  Dr.  McWhor- 
ter was  graduated  from  Columbia 
University’s  College  of  Physicians 
and  Surgeons,  New  York  City,  in 
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1940.  An  internist  in  Englewood  for 
over  30  years,  he  had  been  affiliated 
with  Englewood  Hospital  and  Ber- 
gen Pines  County  Hospital,  Param- 
us.  Dr.  McWhorter  was  a member  of 
the  American  Medical  Association 
and  had  been  a trustee  of  the  Bergen 
County  chapter  of  the  American 
Heart  Association.  During  World 
War  II,  he  served  in  the  medical 
corps  of  the  United  States  Army  in 
the  European  Theater;  he  was 
awarded  the  Bronze  Star,  and  had 
been  company  commander  and  bat- 
talion surgeon  with  the  Fifth 
Armored  Division. 

Dr.  William  J.  O’Hare 

A practitioner  of  general  medicine, 
William  John  O’Hare,  M.D.,  died  on 
October  13,  1986,  at  the  early  age  of 
64.  Failing  vision  caused  an  early  re- 
tirement in  1984,  but  prior  to  that 
time.  Dr.  O'Hare  had  maintained  an 
office  in  Ramsey  for  18  years.  Bom 
in  New  York  City,  he  was  graduated 
from  Cornell  University  Medical  Col- 
lege in  1950.  Dr.  O’Hare  was  a mem- 
ber of  our  Bergen  County  compo- 
nent and  of  the  American  Medical 
Association.  He  had  been  medical  di- 
rector for  the  Ford  Motor  Company, 
Mahwah,  and  had  been  affiliated 
with  The  Valley  Hospital,  Ridgewood. 

Dr.  Walter  R.  Peterson 

Walter  Robert  Peterson,  M.D.,  an 
orthopedic  surgeon  in  the  Trenton 
area  for  over  30  years,  died  on  De- 
cember 1,  1986,  at  Mercer  Medical 
Center,  Trenton,  at  the  venerable  age 
of  86.  Bom  in  Washington  State,  Dr. 
Peterson  received  his  medical  degree 
from  Washington  University  Medical 
School,  St.  Louis,  Missouri,  in  1926. 
He  was  a member  of  our  Mercer 
County  component  (serving  one 
term  as  their  president)  and  of  the 
American  Medical  Association.  Dr. 
Peterson  was  an  instmctor  of  or- 
thopedic surgery  at  the  University  of 
Pennsylvania  Hospital  for  25  years. 
He  had  been  chief  of  orthopedic  sur- 
gery at  Mercer  Medical  Center,  and 
upon  his  retirement  continued  as 
an  orthopedic  consultant.  Dr.  Peter- 
son was  a Diplomate  in  surgery;  in 
1976,  he  was  a recipient  of  MSNJ’s 


Golden  Award,  honoring  his  50 
years  in  medicine. 

Dr.  Charles  C.  Royer 

A Montclair  radiologist,  Charles 
Cost  Royer,  M.D.,  died  on  October  18, 
1986.  Bom  in  1921,  at  Bellefontaine, 
Ohio,  Dr.  Royer  was  graduated  from 
Harvard  Medical  School,  Boston,  in 
1946.  He  was  a member  of  our  Essex 
County  component  and  of  the 
American  Medical  Association.  Dr. 
Royer  was  a Diplomate  in  radiology, 
and  had  been  affiliated  with  The 
Mountainside  Hospital,  Montclair. 
During  World  War  II,  he  served  in  the 
medical  department  of  the  United 
States  Air  Force,  emerging  with  the 
rank  of  captain. 

Dr.  Frederick  J.  Scott 

A family  physician  for  over  50 
years  in  Franklin,  Frederick  John 
Scott,  M.D.,  died  on  November  11, 
1986,  in  Newton  Nursing  Home,  at 
the  advanced  age  of  88.  Bom  in  Bar- 
rie, Ontario,  Canada,  Dr.  Scott  re- 
ceived his  medical  degree  from  the 
University  of  Toronto,  Canada,  in 
1924.  He  had  been  a member  of  our 
Sussex  County  component  and  of 
the  American  Medical  Association. 
Prior  to  his  retirement  in  1975,  Dr. 
Scott  had  delivered  over  2,000 
babies  in  the  Franklin  area  He  also 
served  as  school  physician  for  the 
Franklin,  Hardyston,  and  Ogdens- 
burg  school  systems.  Dr.  Scott  had 
been  affiliated  with  Franklin  Hospi- 
tal and  Wallkill  Valley  Hospital, 
Franklin.  In  1974,  honoring  his  50 
years  as  a physician.  Dr.  Scott  re- 
ceived MSNJ’s  Golden  Merit  Award. 

Dr.  Medard  A.  Selecky 

An  Allentown  internist  whose  ill 
health  forced  him  into  early  retire- 
ment, Medard  Anthony  Selecky, 
M.D.,  died  in  Helene  Fuld  Medical 
Center,  Trenton,  on  November  23, 
1986,  at  only  63  years  of  age.  Bom 
in  Glen  Lyon,  Pennsylvania,  Dr. 
Selecky  was  graduated  from  the  Uni- 
versity of  Pennsylvania’s  School  of 
Medicine  in  1947.  He  had  been  a 
member  of  our  Mercer  County  com- 
ponent and  of  the  American  Medical 


Association.  Dr.  Selecky  had  been  af- 
filiated with  Mercer  Medical  Center, 
St.  Francis  Medical  Center,  and 
Hamilton  Hospital,  all  in  Trenton.  He 
was  a Fellow  of  the  American  Acade- 
my of  Family  Practice.  Dr.  Selecky 
served  as  school  physician  for  the 
Freehold  Region  school  district  for 
over  38  years. 

Dr.  Ellen  F.  Soefer 

Seriously  injured  in  an  auto- 
mobile accident  while  returning  to 
her  area  from  a meeting  at  the  Medi- 
cal Society  of  New  Jersey,  Lawrence- 
ville,  Ellen  Frances  Soefer,  M.D.,  died 
on  November  7,  1986,  at  Freehold 
Area  Hospital,  at  only  37  years  of  age. 
Bom  in  Philadelphia,  Dr.  Soefer  was 
graduated  from  Temple  University 
School  of  Medicine  in  1974.  Upon 
completion  of  her  internship  in 
Pittsburgh  and  residencies  in  Phila- 
delphia and  Texas,  she  became  a 
member  of  our  Monmouth  Coun- 
ty component.  Dr.  Soefer,  whose  spe- 
cialty was  pediatric  and  adolescent 
medicine,  was  board  certified.  She 
was  a clinical  assistant  professor  in 
pediatrics  at  Temple  University  and 
affiliated  with  Riverside  Medical 
Center,  Red  Bank.  At  its  Interim 
Meeting  on  Sunday,  November  9,  the 
House  of  Delegates  of  the  Medical 
Society  of  New  Jersey  observed  a mo- 
ment of  silence  in  memory  of  their 
deceased  colleague. 

Dr.  Edward  C.  Thompson 

A Paterson  family  physician  for 
over  30  years,  Edward  Charles 
Thompson,  M.D.,  died  on  September 
21,  1986.  Bom  in  1913,  and  a native 
of  Paterson,  Dr.  Thompson  was 
graduated  from  Columbia  Univer- 
sity’s College  of  Physicians  and  Sur- 
geons, New  York,  in  1938.  He  had 
been  a member  of  our  Passaic  Coun- 
ty component,  later  switching  to 
Sussex  County.  Dr.  Thompson  also 
was  a member  of  the  American  Med- 
ical Association.  During  World  War 
II,  he  served  in  the  medical  corps  of 
the  Army  of  the  United  States,  at- 
taining the  rank  of  captain.  Dr. 
Thompson  had  been  affiliated  with 
St.  Joseph’s  Hospital  and  Medical 
Center,  Paterson. 
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New  Jersey  Medicine  is  the 
official  organ  of  the 
Medical  Society  of  New 
Jersey.  The  goals  are 
educational  and 
informational.  All  material 
published  in  New  Jersey 
Medicine  is  copyrighted  by 
MSNJ. 


CONTENT 

The  educational  content  of  each 
issue  appears  as  scientific  articles, 
based  on  research,  original  concepts 
relative  to  epidemiology  of  disease, 
and  treatment  methodology;  case  re- 
ports based  on  unusual  clinical  ex- 
periences; review  articles;  clinical 
notes,  succinct  items  on  some 
aspect  or  new  observation  or  tech- 
nique of  a case  experience;  and 
special  articles,  which  include  evalu- 
ations, policy  and  position  papers, 
and  reviews  of  nonscientifie  sub- 
jects. Other  topics  include  commen- 
tary (critical  narration);  medical  his- 
tory; therapeutic  drug  information; 
pediatric  briefs;  nutrition  update; 
and  an  opinion  column.  Editorials 
are  prepared  by  the  Editor  and  by 
guest  contributors  on  timely  and  rel- 
evant subjects;  editorials  are  the  re- 
sponsibility of  the  author.  The  Doc- 
tors’ Notebook  section  contains  or- 
ganizational, informational,  and  ad- 
ministrative items  from  MSNJ  and 
from  the  community.  Letters  to  the 
Editor  and  book  reviews  are  wel- 
come and  will  be  published  as  space 
permits.  The  principal  aim  in  the 
preparation  of  a contribution 
should  be  relevance  to  diagnosis  and 
treatment  and  to  education  of  pa- 
tients and  professionals.  Preference 
will  be  given  to  professional  authors 
from  New  Jersey  and  to  out-of-state 
lecturers  who  submit  a suitable 


manuscript  based  on  a presentation 
made  in  New  Jersey. 

ASSIGNMENT  OF  COPYRIGHT 

In  compliance  with  the  Copyright 
Revision  Act  of  1976  (effective  Janu- 
ary 1,  1978),  a transmittal  letter  or 
a separate  statement  accompanying 
material  offered  to  New  Jersey 
Medicine  must  contain  the  follow- 
ing language  and  must  be  signed  by 
all  authors: 

“In  consideration  of  New  Jersey 
Medicine  taking  action  in  reviewing 
and  editing  my  submission,  the 
author(s)  undersigned  hereby  trans- 
fers, assigns,  or  otherwise  conveys 
all  copyright  ownership  to  the  Medi- 
cal Society  of  New  Jersey,  in  the 
event  that  such  work  is  published  in 
New  Jersey  Medicine. 

SPECIFICATIONS 

Submit  two  manuscripts  that 
must  be  typewritten  and  double- 
spaced on  8V2"  by  11"  paper. 
Statistical  methods  used  in  articles 
should  be  identified.  Acknowl- 
edgements will  be  made  only  for 
specific  preparation  of  an  essential 
part  of  the  manuscript. 

Authors  are  asked  to  seek  clarity, 
accuracy,  and  originality;  attention 
to  details  of  grammar,  spelling,  and 
typing  are  important. 

The  title  page  should  include  the 
full  name,  degrees,  and  affiliations  of 
all  authors,  and  the  name  and  ad- 
dress of  the  author  to  whom  reprint 
requests  should  be  sent. 

The  author  should  submit  a 40- 
word  abstract  to  be  used  at  the  be- 
ginning of  the  article. 

Tables  must  be  typewritten  and 
double-spaced  on  separate  8V2"  by 
1 1"  sheets,  with  a title  and  number. 
Symbols  for  units  should  be  con- 
fined to  column  headings,  and  ab- 
breviations, properly  explained, 
should  be  kept  to  a minimum. 

Illustrations  should  be  pro- 
fessional quality,  black-and-white 
glossy  prints.  The  name  of  the 
author,  figure  number,  and  the  top 
of  the  figure  should  be  noted  on  a 
label  attached  to  the  back  of  each 
illustration.  Where  photographs  of 
patients  are  used,  the  subjects 
should  not  be  identifiable  or  publi- 
cation permission,  signed  by  the 
subject  or  responsible  person,  must 
be  included  with  the  photograph. 
Material  taken  from  other  publi- 
cations must  give  credit  to  the 


source;  written  permission  for  re- 
publication from  the  original  pub- 
lisher must  be  submitted.  The  cost 
of  color  photographs  must  be  borne 
by  the  author. 

Generic  names  should  be  used 
with  proprietaiy  names  indicated 
parenthetically  or  as  a footnote  with 
the  first  use  of  the  generic  name. 
Proprietary  names  of  devices  should 
be  indicated  by  the  registration  sym- 
bol— K. 

The  summary  of  the  article  should 
not  exceed  250  words;  it  should  con- 
tain only  essential  facts. 

References  should  not  exceed  35 
citations  except  in  review  articles,, 
and  should  be  cited  consecutively  in 
the  text  by  numbers  in  parentheses 
at  the  end  of  the  sentence.  The  refer- 
ence list  should  be  typewritten  and 
double-spaced  on  separate  8V2"  by, 
11"  sheets  in  the  numerical  order  in 
which  they  are  first  cited  in  the  text. 
The  style  of  reference  is  that  of  Index 
Medic  us: 

1.  Goldwyn  RM:  Subcutaneous 
mastectomy.  J Med  Soc  NJ 
74:1050-1052,  1977. 

2.  Dixon  WJ,  Massey  FJ:  Introduc- 
tion to  Statistical  Analysis.  Newj 
York  NY,  McGraw-Hill,  1969,  pp. 
42-48. 

PUBLICATION  POLICY 

Receipt  of  each  manuscript  will  be 
acknowledged  and  a copy  delivered; 
to  the  Editor  who  refers  the  paper  to 
one  or  more  members  of  the  Edi-j 
torial  Board.  The  final  decision  is  re- 
served for  the  Editor.  No  direct  con-  J 
tact  between  the  reviewers  and  the 
authors  will  be  permitted,  but  4 
authors  will  be  informed  of  the  re- 
viewers’ comments.  The  publication 
lag  for  original  articles  may  be  six 
months  or  more.  Galley  proofs  will 
be  submitted  to  the  author  for  cor-j 
rection  of  typographical  errors. 

REPRINT  ORDERS 

Reprints  may  be  ordered  after  the 
author  is  notified  that  the  article;  j 
has  been  selected  for  a specific  issue 
of  New  Jersey  Medicine.  A check  foi  . 
the  cost  of  reprints  including  re 
make  charge  if  order  is  received  after 
due  date  must  accompany  the  order 

COMMUNICATIONS 

All  communications  should  be 
sent  to  the  Editor,  New  Jersey  Medi- 
cine. MSNJ,  2 Princess  Road,  Law- 
renceville,  NJ  08648. 
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Real  Estate 

See  Page  231 

Personnel 

See  Pages  228,  229 
230,  231 


PROFESSIONAL  HOME-OFFICE  INCLUDING  LUCRATIVE 
PHYSICIAN’S  PRACTICE!!  A GREAT  INVESTMENT!  PRIME 
NEW  BRUNSWICK,  LIVINGSTON  AVENUE  PROPERTY. 

45  minutes  from  NYC  and  minutes  to  Robert  Wood  Johnson 
University  Hospital  and  St.  Peter’s  Medical  Center.  40-year- 
old  active  medical  practice,  all  equipment,  building  and  land. 
Office  has  4 exam  rooms,  large  waiting  room  and  lavatory. 
Includes:  EKG,  ultrasound,  electrosurgical  unit,  and  usual  of- 
fice components.  Home  is  in  mint  condition,  aluminum  sided, 
and  has  24x18  living  room,  formal  dining  room,  modern 
kitchen,  4/6  bedrooms,  2 Vi  baths.  Central  air,  2-car  garage, 
full  basement,  ASKING  $315,000  FOR  ENTIRE  PACKAGE.  Pri- 
vate financing  available  to  qualified. 

Call  Gloria  Zastko,  Broker,  Fleming-McLoughlin  Agency 
201-246-0300. 


iltJMAYiAR 
FK  A H&WMraS; 


FULLY  EQUIPPED  • FULLY  FURNISHED  • FULLY  STAFFED 
NO  CAPITAL  INVESTMENT 


□ Medical  suite:  exam  & 
consultation  rooms 

□ Appointment  scheduling 

□ Reception  services 

□ Office  supplies 

□ Correspondence 

□ Cleaning/laundry 


□ 24-hour  answering 
service 

□ Stationary/announce- 
ments/postage 

□ Utilities 

□ On-site  laboratory 
services 


MEDICAL  TIME  SHARING: 

AN  ATTRACTIVE  ECONOMICAL  ALTERNATIVE 


CALL  NOW 
FOR  PRIORITY 
SELECTION 

212-505-9000 


SIXTH  AVENUE 
MEDICAL 
SUITES 

Conveniently  located  at  \ 

412  Sixth  Avenue  (Bet.  8th  & 9th  Sts.) 

near  St.  Vincents,  Cabrini,  & Beth  Israel  Hospitals 


mqW  LEASING  Mjacentt0 

**  Dieted  Excellent  location  *^mbulaW  surgery  «"ter' 
just complete  residential  centers  and  se(vices  as  desired, 
commercial  an  .fications  with  suPpc  (609)  235-1661 

Swn^sn”  possibles.  CallM^a^  ^ 

east  gate  -«■ 
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NEwIISClltJl  Inc. 

Offering  Business  Expertise  to 
Health  Care  Practitioners 

“Your  specialty  is  health  care. 
Ours  is  business. 

Let  us  help  you 
strike  a perfect  balance!” 

7 EAST  MAIN  ST. 
MOORESTOWN,  NJ  08057 
(609)  866-1777 


PRACTICE  WANTED 

Internist  seeks  to  purchase  an  established  prac- 
tice in  Bergen,  Essex  or  Hanover  County,  New 
Jersey.  Able  to  assume  practice  immediately. 
Write  Box  No.  208,  NEW  JERSEY  MEDICINE. 


EMERGENCY  MEDICINE  POSITIONS 

Full/part  time  emergency  medicine  physicians  sought 
by  multi  state  professional  association  for  openings  in 
metropolitan  NY,  PA,  MD,  DC,  FL,  New  England  and 
throughout  U.S.  Contact  or  send  CV  to: 

Liberty  Healthcare  Corporation 
399  Market  Street 
Ste.  400 

Philadelphia,  PA  19106 

(215)  592-7400  or  outside  PA  (800)  331-7122 


PRIMARY  CARE  PHYSICIANS 

Multi-state  practice  association  seeks  BE/BC  primary 
care  physicians  for  unique  opportunities  in  PA,  NJ,  New 
England,  MD,  FL,  and  other  areas  of  the  U.S.  Most 
positions  offer  Monday-Friday  8 AM  to  5 PM  schedules 
with  up  to  five  weeks  paid  time  off.  Paid  malpractice. 
Contact  or  send  CV  to: 

Liberty  Healthcare  Corporation 
399  Market  Street 
Suite  400 

Philadelphia,  PA  19106 

(215)  592-7400  or  outside  PA  (800)  331-7122 


Kirwan  Financial  Group , Inc . 

Financial  Planners,  Personal  and  Professional 

Investments,  Pensions,  Life  and  Health,  Shelters 

Kirwan  Financial  Advisory , Inc . 

Registered  Investment  Advisors 


Authorized  Representatives  of  the 
Medical  Society  of  New  Jersey 
For  Section  419  Benefits  Plan 


609-778-4388 


215-750-7616 


PHYSICIAN 

Industrial/Occupational  Health  Facility  is  seeking 
a full  time  Board  Certified/Eligible  Indus- 
trial/Occupational Physician.  Facility  is  part  of  a 
multi-hospital  system  in  southern  NJ.  Interested 
applicants  forward  CV  to:  WEST  JERSEY  OC- 
CUPATIONAL AND  INDUSTRIAL  HEALTH  SER- 
VICES, c/o  Burnt  Mill  Medical  Center,  200  Burnt 
Mill  Rd.,  Cherry  Hill,  NJ  08003. 

EOE. 


MEDICAL  PRACTICE 
SALES  AND  APPRAISALS 

We  specialize  in  the  valuation  and  selling  of 
medical  practices.  Listed  are  a few  available  prac- ; 
tices: 

ALLERGY— Philadelphia  (2)  and  Kansas 
DERMATOLOGY — Pennsylvania  and  Kansas 

FAMILY  PRACTICE — Ohio,  New  Jersey, 
Virginia  and  Delaware 
INTERNAL  MEDICINE— Pennsylvania, 
Maryland  and  Arizona 
OPHTHALMOLOGY— Illinois 
PEDIATRICS— Pennsylvania 
RADIOLOGY— Pennsylvania  (2) 

UROLOGY— Arkansas 

r 

If  interested  in  buying  or  selling  a medical 
practice,  contact  our  Brokerage  Division  at: 

HEALTH  CARE 
PERSONNEL  CONSULTING 

400  GSB  Building 
Bala  Cynwyd,  PA  19004 
or  call 

215-667-8630 
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A PRESCRIPTION 

FOR  PHYSICIANS 

BOTHERED  BY:  

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Malpractice  insurance  costs? 

★ Not  enough  time  for  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  for  professional  development? 

JOIN  THE  AIR  FORCE  MEDICAL  TEAM;  _____ 

WE’LL  PROVIDE  THE  FOLLOWING: 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force 
recruiter  for  information  at  no  obligation.  Call 


Capt  Al  Guggenberger 
at  1-800-USA-USAF 
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Doctors:  Are  you  in  need  of  improved  office 
efficiency  or  assistance  in  establishing  a practice? 

Real  Estate 

CALL  ARLENE  SIDNEY 

For 

See  Page  227 

A cost-effective  professional  service  that  will  provide  expertise  in 
the  following  areas: 

Complete  Turnkey  Services  including  • Demographic  Analysis  • Re- 
search and  Marketing  • Individual  or  Partnership  Practices  • Office 
Facilities  and  Requirements  • Recruitment  and  Hiring  of  Office  Staff 
and  Professionals  • Salary  and  Compensation  Studies  • Third-Party 
Billing  • Office  Systems  and  Procedures  • Staff  Training  • Employee 
Benefit  Program  Design  • Insurance  Plans  and  other  “Perks." 

Personnel 

See  Pages  228,  229, 
230,  231 

. ARLENE  SIDNEY 

r=z  IjKSE  PERSONNEL  CONSULTANT 

■■■■V  MwW  p q pox  Q05 

Mt.  Laurel,  NJ  08054 

(609)  778-0794 

Bergen  Transcriptions,  inc. 

“SELLING  PRACTICES 
IS  OUR  BUSINESS” 

EXPERT  MEDICAL  TRANSCRIPTION 

ACCURATE 

Want  to  maximize  the  return  on  your  investment? 
Before  you  buy  or  sell,  call  for  an  appraisal  to  assure 

FAST 

the  best  financial  and  transfer  terms.  We  guide  you 
through  the  entire  sales  process  from  initial  meeting  to 

CONVENIENT 

closing.  Serving  NJ,  NY,  CT  & MA. 

Dictate  from  any  phone 

Countrywide  Business  Brokerage,  Inc. 

or 

319  East  24th  St.  Suite  23-G 

mail  in  your  cassettes 

New  York,  N.Y.  10010 

106  E.  Ridgewood  Ave.  Paramus,  N.J.  07652 

(212)  686-7902  (617)  232-1075  (203)  869-3666 

201-783-6935 

PRACTICE  MEDICINE. 

NOT  PAPERWORK. 

In  Navy  Medicine  the  emphasis  is  on  patients, 
not  paperwork. 

As  a Navy  doctor,  you  step  into  an  active 
and  challenging  group  practice.  You  work  with 
state-of-the-art  equipment  and  the  best  facili- 
ties available. 

Highly  trained  physician’s  assistants,  hos- 
pital corpsmen,  nurses  and  hospital  adminis- 
trators not  only  provide  medical  support,  they 
attend  to  almost  all  the  paperwork.  As  a result, 
you’re  free  to  make  medical  decisions  based 
solely  on  the  needs  of  your  patients. 

Along  with  your  professional  development,  you’ll  enjoy  the  lifestyle  and  fringe  benefits  of  a Navy  offi- 
cer. Beginning  salaries  are  comparable  with  hospital  staff  positions  for  most  specialists. 

To  learn  more  about  the  Navy’s  practice  made  perfect,  send  your  curriculum  vitae  or  call: 

NAVY  RECRUITING  DISTRICT 
128  NORTH  BROAD  STREET 
PHILADELPHIA,  PA  19102-1483 
(215)  568-2042 

BE  THE  DOCTOR  YOU  WANT  TO  BE.  IN  THE  NAVY. 
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Advertisements 

Space  Use  For 
Members  Only 

Copy  deadline:  5th  of 
preceding  month;  Payment 
in  advance;  $5. 00 first  25 
words,  1 OQ  each  additional. 
Count  as  one  word  all  single 
words,  two  initials  of  name, 
each  abbreviation,  isolated 
numbers,  groups  of 
numbers,  hyphenated 
words.  Count  name  and 
address  as  five  words, 
telephone  number  as  one 
word.  Box  No.  000, 

NEW  JERSEY  MEDICINE 
as  five  words. 


ASSOCIATE — Family  Practice/Intemal 
Medicine,  growing  practice.  Central  NJ. 
Board  Eligible/Board  Certified  physi- 
cians completing  residency  in  1987  may 
apply.  Send  resume  and  salary  require- 
ments to  Box  No.  212,  NEW  JERSEY 
MEDICINE. 

ASSOCIATE — Needed  Associate  Radio- 
logist. Part-time,  full  time.  Private  prac- 
tice, out-patient,  no  weekends  or  nights. 
General  radiology,  mammography  and 
ultrasound.  Located  at  The  Jersey  Shore. 
Call  evenings  201-295-4117,  Amy  Cardo, 
MD. 

FAMILY  PRACTITIONER  TO  ASSO- 
CIATE— With  growing  practice  in  Cherry 
Hill/Evesham/Mt.  Laurel  area.  Call  609- 
424-9472. 

FAMILY  PRACTITIONER— For  Bucks 
County  area  in  Pennsylvania  Two  offices 
run  by  one  physician.  Great  opportunity 
for  BC/BE  interested  in  eventual  part- 
nership. Competitive  benefits  offered. 
Reply  Box  No.  227,  NEW  JERSEY  MEDI- 
CINE. 


FAMILY  PHYSICIAN — Needed  for  Family 
Practice  group  of  three  in  Flemington, 
NJ.  No  obstetrics;  automatic  coverage; 
excellent  hospital  with  Family  Practice 
Residency,  three  minutes  away;  generous 
salary,  vacation  benefits.  Please  send 
Curriculum  Vitae  to  Doctors  Doyle,  Ma- 
donia  and  Manchen  of  The  Flemington 
Medical  Group,  6 North  Main  Street, 
Flemington,  NJ  08822. 

PHYSICIANS- Needed  for  successful 
well  known  walk-in  medical  office  center 
in  Central  NJ.  Full  and  part-time.  Skilled 
and  personable  American  trained  MDs. 
Send  CV  to  E.  V.  McGinley,  MD,  1005  N. 
Washington  Avenue,  Green  Brook,  NJ 
08812.  201-968-8900. 

WEIGHT  LOSS  TUTORIAL— How  to  or 

ganize  an  uncomplicated,  effective  eco- 
nomical weight  loss  program  in  your  of- 
fice practice.  No  fee.  Contact  Allan  Lazar, 
MD,  420  Grant  Avenue,  Englewood,  NJ 
07631  or  call  201-568-3742. 

EQUIPMENT  NEEDED — Retiring?  Re- 
modeling? Have  used  equipment?  Young 
Family  Practitioner  is  looking  for  used 
equipment,  furniture,  etc.  If  interested, 
please  respond  to  Box  No.  225,  NEW  JER- 
SEY MEDICINE. 

PRACTICE  FOR  SALE — Burlington 
County.  Established  and  growing  Fam- 
ily/Intemal  Medicine  Practice.  Lab  on 
premises.  Good  location  and  terms. 
Owner  retiring  early  with  career  change. 
Reply  to  Box  No.  221,  NEW  JERSEY 
MEDICINE. 

PRACTICE  FOR  SALE— Family  Prac- 
tice/Intemal Medicine.  North  Jersey. 
Minutes  from  New  York  City.  Terms.  Call 
home  after  9:00  P.M.  or  weekends, 
201-836-1905. 

DOCTOR’S  HOME/ OFFICE — Centrally 
located  in  Livingston,  Essex  County. 
Raised  ranch,  four  bedrooms,  two  baths, 
studio,  family  room,  covered  deck  with 
gas  BBQ,  fireplace.  Separate  office  with 
five  rooms  and  dark  room.  Gas  hot  air 
heat,  central  air  and  all  the  extras.  Ap- 
praised at  $298,000— negotiable.  Call 
201-992-1030. 

HOME/OFFICE— South  Orange,  NJ. 
Custom-built  tri-level,  modem  Colonial 
office  and  home  in  prestigious  communi- 
ty. Accessible  to  shopping,  schools  and 
churches.  $310,000.  Call  AM.  842-8851 
or  P.M.  763-7464. 

SHARE  SPACE — Ear,  Nose  and  Allergy 
Specialist  is  looking  for  an  office  to  share 
with  some  doctors  in  Bergen  or  Essex 
County  or  to  work  with  some  physicians 
in  group  or  walk-in-clinic.  Call  201- 
587-0666,  Dr.  Berrin. 


OFFICE  SPACE — Rental  medical  office, 
Central  Morris  County  at  Rockaway 
Townsquare  Mall,  adjacent  to  1-80.  Ful- 
ly furnished  office  available  for  rental 
either  full  or  part-time  occupancy. 
Call  201-989-8600  for  additional  infor- 
mation. 

OFFICE  SPACE — Lease  or  Buy  a medical 
suite  in  Livingston,  NJ.  Walking  distance 
to  Saint  Barnabas  Hospital,  newly  estab- 
lished, luxurious  medical  offices  in  new 
Medical  Building.  Immediately  available 
and  reasonable.  Please  call  Dr.  O.M.K. 
201-994-9839. 

OFFICE  SPACE — Sub-Lease.  Subspe- 
cialist Office,  furnished,  available  now, 
evenings,  days,  weekends.  Near  hospitals, 
border  of  Cherry  Hill,  Evesham  Town- 
ship. Call  609-778-4222. 

OFFICE  SPACE — Sub- Lease,  Lakewood, 
NJ.  Subspecialist  present  tenant.  Fur- 
nished, available  two  days/week.  Lower 
than  the  lowest  rent.  Call  201-370-0202. 

OFFICE  SPACE — Sub-let  or  Lease,  Toms 
River.  Convenient  to  three  hospitals. 
Medical  Building,  available  immediately. 
Enjoy  The  Jersey  Shore.  Call  evenings 
201-295-4117;  days,  201-349-3500. 

BEACHFRONT  CONDO— New  Jersey, 
Highrise,  top  floor,  2 bedrooms,  2 baths. 
Bay  view.  Twenty  miles  south  of  Adantic 
City.  All  year  around  residential.  New 
furniture.  Call  609-235-7278. 

BEACHFRONT  CONDO— St.  Thomas, 
Virgin  Islands.  Cabrita  Point  beachfront 
condo  for  rent.  Bedroom,  kitchen,  living 
room;  sleeps  4,  2 full  baths.  $800  wk., 
Studio  w/kitchen  & bath,  sleeps  2,  $420/ 
wk.  New  community  with  clubhouse, 
pool,  tennis  on  beach  overlooking 
Red  Hook.  Call  201-228-1838  or  201- 
628-7433. 

VACATION  RENTAL— Akumal;  Las 
Celosias,  a snorkeler’s  paradise.  One 
hour  Cancun;  3 bedrooms,  3 baths,  staff. 
Overlooks  lagoon.  Caribbean  white  sand 
beach,  accredited  diving  school.  Mayan 
mins  near.  May-Oct.,  $800;  Nov.-Apr., 
$ 1 ,000  weekly.  Also  in  San  Cristobal  Las 
Casas,  Mexico,  El  Jacarandal,  enchant- 
ing guest  house  in  Chiapas  Mountains 
overlooking  Spanish  colonial  town.  In- 
dian villages,  markets,  fiestas.  Three  ex- 
cellent meals,  good  horses,  open  bar.  $85. 
each  day.  Write  PHW/Walker,  3506  Crag- 
mont,  Dallas.  TX  75205.  214-559-2054. 

CLASSIFIED  ADVERTISING  — Re 

quests/Replies  write  to  NEW  JERSEY 
MEDICINE  Advertising  Office,  370 
Morris  Avenue,  Trenton,  NJ  08611  or 
call  609-393-7196. 
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Sometimes  A Doctor  Needs  A Specialist  Too! 


PHYLLIS  KESSEL  ASSOCIATES,  New  Jersey’s  leading  public  relations/multi- 
media marketing  firm  for  the  medical  community,  announces  the  establishment  of  a 
Medical  Marketing  Division  that  will  exclusively  handle  the  special  needs  of  physicians. 


PHYLLIS  KESSEL  ASSOCIATES  has  been  providing  effective,  high  profile  public 
relations  and  marketing  for  more  than  100  of  your  colleagues  for  nearly  a decade.  We 
offer  an  impressive  record  of  achievement  as  evidenced  by  our  ever-growing  client  list. 


To  find  out  more  about  our  new  Medical  Marketing  Division,  write  or  call. 


The  Medical  Marketing  Division  of  PHYLLIS  KESSEL  ASSOCIATES  ....  because 
sometimes  a doctor  needs  a specialist  too! 


fTledical 

— .L.  JTB* 

Phyllis 


marketing  — a division  of 

kessel  ass© dates 


780  WEST  PARK  AVENUE  • OAKHURST,  NJ  07755  • 201-531-7080 


HEALTHY  COVERAGE 

through  the 

MSNJ  GROUP! 


MSNJ  offers  doctors  the  comprehensive  protection  most  patients  enjoy, 
with  the  service  and  efficiencies  inherent  to  large,  well-run  group  plans. 
MSNJ  Group  insurance  is  flexible.  You  prescribe  the  plan  that  will 
provide  healthy  coverage  for  yourself,  your  family,  and  your  practice. 
Take  advantage  of  MSNJ  Group  Blue  Cross/Blue  Shield,  Major 
Medical  and  Dental  insurance...  it’s  good  preventive  medicine! 


Donald  F.  Smith  & Associates 
One  Airport  Place,  Route  206  North 
P.O.  Box  2197 
Princeton,  New  Jersey  08540 
(609)924  8700  (800)227-6484 


DONALD  E SMITH  QJ ASSOCIATES) 


j 
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YOUR  ROCHE  REPRESENTATIVE 
WOULD  LIKE  YOU  TO  HAVE 
SOMETHING  THAT  WILL... 


. . . improve  patient  satisfaction  with  office  visits 
. . . improve  patient  compliance  with  your  instructions 
. . . reduce  follow-up  calls  to  clarify  instructions 


The  new  Roche  product  books 

• Offer  a supplement  to,  not  a substitute  for,  patient  contact 

• Support  your  specific  instructions  to  the  patient 

• Provide  a long-term  reinforcement  of  your  oral  counseling 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  Product  Booklets  shown  below  and  ask 
your  Roche  representative  for  a complimentary  supply  of  those  applicable  to 
your  practice. 


ROCHE 
MEDICATION 

ME 

EDUCATION 


Medicines  that  matter  from  people  who  care 


Howard  S.  Altschul 


Richard  M.  Cohn 


Kim  T.  Cote' 


Paul  F.  Julch  Gary  W.  Townsend 


Turn  to  the  preceding  page  and  find  out  how  your  award-winning 
Roche  representative  can  help  both  you  and  your  patients. 


Mary  Ann  T.  DeRosa 


Hoffmann-La  Roche  is  pleased  to  honor  these  outstanding  sales  repre- 
sentatives, chosen  for  their  unparalleled  dedication  to  the  health-care 
field,  professionalism  and  consistent  high  level  of  performance.  Please 
join  us  in  congratulating  these  exceptional  individuals. 


Presenting 

the  winners  of  the  1987 
Roche  President’s  Achievement  Awards 


Eo  & W.  EfLJWKSIEEN 

TEE 

ADM1IMISTMATOKS 

THE  MEDICAL  SOCIETY  OF  NEW  JEESEY 

ENDORSED  FLAMS  ©P° 

LONG-TERM  INCOME  PROTECTION  PLAN 

MAJOR  MEDICAL 

OVERHEAD  EXPENSE 

HOSPITAL-MONEY 

HIGH  LIMIT  ACCIDENT 

TERM  LIFE 

KEOGH 

★ ★ ★ 

ails©  mmiumm  mm 

NON-GROUP  PMOGIMMS  OF: 

HOMEOWNER’S 
OFFICE  PACKAGE 
LIFE 
IRA 

PENSION 

75  Mortgomeiry  Street 

Jersey  City,  KLJ . 07302 

(201)  333-4340  1 =(800)  BLANK  AG 


SOFTWARE 
We  Understand 
Your  Staff  Needs 
Time  To  Devote  To 
Patients.  As  Well  As  Time 
To  Manage  The  Business 
End  Of  Your  Practise. 

At  your  convenience  we  will 
show  you  how  the  industry's 
leading  computer  systems  and 
practise  management  software 
can  help  your  staff  with  billing, 
scheduling,  tracking,  word 
processing  and  more — leaving 
more  time  to  spend  with 
patients. 

So  if  you  want  to  find  out  what 
Health  Care  Professionals 
should  know  about  using 
Business  Computer  Systems— 


PUT  MDBASE  TO  WORK!!!!!!!!! 

JHJ 

SOFTWARE  INC. 

250  West  57th  Street  Suite  521 
New  York,  N.Y.  10107 


Call  Us  For  A FREE  DEMONSTRATION  AT  YOUR  LOCATION 


For  Further  Information: 

(21 2)  307-5722  Ask  For  Jay  (201 ) 499-0587  Ask  For  Jay  Shah 


BLOODLINE 


NEW  JERSEY'S 

FIRST  INDEPENDENT  LICENSED 
AUTOLOGOUS  BLOOD  CENTER 
THAT  ROUTINELY  COLLECTS 
BLOOD  FOR  FUTURE  USE. 

■ SHORT-TERM  LIQUID  AUTOLOGOUS 
Available  up  to  42  days  prior  to  surgery. 

■ LONG-TERM  FROZEN  AUTOLOGOUS 
Storage  up  to  three  years  . . . soon  to  be 
extended  to  ten  years  plus. 

■ DESIGNATED  (DIRECTED)  PROGRAM 

■ CONVENIENT  BLOOD  DRAWING  UNDER 
MEDICAL  SUPERVISION  . . . in  physician 
office,  patient  home,  or  Bloodline. 

AUTOLOGOUS  BLOOD 

YOUR  OWN  BLOOD  IS  THE  SAFEST  BLOOD* 

(201)  593-0440 

'JAMA,  256;  17:2378-80. 


. " ' 

You  Are  Invited  to  Attend  Our  Informative  Seminars  On  . . . 

PORTFOLIO  MANAGEMENT  & 
BUSINESS  FINANCIAL  PLANNING 

“Personal  Portfolio  Management  and  Retirement  Investment  Planning” 

May  7th,  14th  and  21st  at  the  Fort  Lee  Holiday  Inn  (Route  4 East) 

7:00  p.m.  to  9:00  p.m. 

Experts  will  discuss:  Portfolio  Management  Concepts  and  Techniques 
The  Economy  and  Forecasting 
Specialized  Investment  Areas 
And  more! 

“Business  Financial  Planning” 

May  12th  at  the  Fort  Lee  Holiday  Inn.  7:00  p.m.  to  9:00  p.m. 

Experts  will  discuss:  How  to  Keep  More  of  Your  Earned  Dollar 

Retirement  Plans/Deferred  Compensation  Plans 
How  to  Make  More  Money  with  Your  Dollar 
Prudent  Pension  Investments 
Appropriate  Tax  Shelters 
Buy/Sell  Agreements 
And  more! 

Call  today  for  reservations  and  more  information.  Attendance  is  limited. 

Seminar  Leader— FRED  J.  KARAGOSIAN,  CPA,  MBA,  Registry  Financial  Planner.  Mr.  Karagosian  has  over  15  years  of 
experience  in  financial,  tax,  business  and  accounting  areas.  He  frequently  lectures  on  the  subject  of  financial 
planning  and  was  recently  quoted  in  the  March  issue  of  New  Jersey  Monthly  magazine  as  an  area  authority 
on  financial  planning. 

KARAGOSIAN  FINANCIAL  SERVICES,  INC. 

“A  Full  Service  Financial  Planning  Firm” 

550  Sylvan  Avenue,  Englewood  Cliffs,  NJ 

(201)  567-9255 

There  is  no  charge  to  attend.  Refreshments  will  be  served. 
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AIDS  is  a complex  disease,  assaulting  the  psyche  as  well  as  the 
body.  The  Spellman  Center  for  the  Treatment  of  Persons  With 
AIDS  treats  both.  A comprehensive  medical  facility,  Spellman  is 
devoted  to  the  care  of  those  suffering  from  Acquired  Immune 
Deficiency  Syndrome. 

Respect  for  individual  dignity  guides  the  Spellman  program. 
Staffed  by  trained  personnel  dedicated  to  working  with 
AIDS  patients,  the  Center  includes  family  and  friends  in  the 
management  of  the  patient’s  health  crisis.  Spellman  also 
operates  a 24-hour  information  hotline  at  1 -800-433-AIDS. 

For  criteria  on  admission  and  referrals,  please  contact  the 
Medical  Director,  at  1-212-307-0735.  Spellman  is  a division  of 
St.  Clare’s  Hospital  and  Health  Center,  designated  the  first 
AIDS  treatment  center  by  New  York  State. 


The  Spellman  Center 

for  the  Treatment  of  Persons  With  AIDS 

St.  Clare’s  Hospital  and  Health  Center 


415  W 51st  St 
New  York,  NY  10019 


An  Affiliate  of  New  York  Medical  College 


j An  AZT  Clinical  Site 
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In  mild  to  moderate  hypertension 

THE  FIRST 
ONCE  DAILY 


CALCIUM 

CHANNEL 

BLOCKER... 


100 


(verapamil  HCI/Knoll) 

240  mg  scored,  sustained -release  tablets 


JAMES  B. 

38,  black  male,  heavy  smoker. 
Prescribed  a diuretic  by  an- 
other physician  last  year  for 
hypertension. 

YOUR  CONCERNS 

Presents  with  "smoker's 
cough."  Workup  reveals  a BP 
of  150/107. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 

ISOPTIN'  (verapamil 
HCI/Knoll)  because... 

— Black  hypertensives  often 
have  low  plasma  renin  ac- 
tivity and  generally  do  not 
respond  favorably  to  beta 
blockers. 

— Beta  blockers  may 
increase  the  likelihood  of 
bronchospasm. 


THOMAS  G. 

70,  asthmatic.  In  the  past,  BP 
adequately  controlled  with 
25  mg  hydrochlorothiazide 
daily. 

YOUR  CONCERNS 

Today  patient  presents  with 
symptoms  of  gout.  Workup 
reveals  high  uric  acid  level, 
low  serum  potassium,  and  BP 
elevated  to  180/98. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 

ISOPTIN*  (verapamil 
HCI/Knoll)  because... 

— Unlike  diuretics,  ISOPTIN 
will  not  decrease  serum  po- 
tassium levels  or  elevate  uric 
acid  levels. 

— Unlike  beta  blockers, 
ISOPTIN  can  be  used  safely  in 
asthma  and  COPD  patients. 


ALICE  W. 

65,  diabetic,  overweight.  Her 
BP  has  elevated  to  190/98. 

YOUR  CONCERNS 
She's  on  daily  insulin. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HER  BP 

ISOPTIN-  (verapamil 
HCI/Knoll)  because... 

— Unlike  most  beta  blockers 
and  diuretics,  ISOPTIN  has  no 
adverse  effects  on  serum 
glucose  levels. 

— Unlike  most  beta  blockers, 
ISOPTIN  does  not  mask  the 
symptoms  of  hypoglycemia. 


JOHN  K. 

42,  Annual  physical  uncov- 
ered diastolic  BP  of  102... 
confirmed  on  three  successive 
office  visits.  Unresponsive  to 
nonpharmacologic 
intervention. 

YOUR  CONCERNS 

Salesman,  spends  many  hours 
of  his  working  day  in  car... 
total  cholesterol  level  300, 
HDL  35. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 

ISOPTIN-  (verapamil 
HCI/Knoll)  because... 

— Unlike  diuretics,  ISOPTIN 
does  not  cause  urinary 
urgency. 

— Unlike  either  beta  blockers 
or  diuretics,  ISOPTIN  will  not 
adversely  affect  his  already 
seriously  compromised  lipid 
profile. 

— Unlike  with  propranolol, 
fatigue  and  impotence  are 
rarely  reported. 


Antihypertensive  therapy  you 
and  your  patients  can  live  with 


*A  product  of  Knoll  research. 

© 1986,  BASF  K & F Corporation 
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In  mild  to  moderate  hypertension  Brief  Summary 
THE  FIRST  ONCE  DAILY 
CALCIUM  CHANNEL  BLOCKER 

ISOPTIN®  SR 
(verapamil  HCI/Knoll) 

240  mg  scored,  sustained-release  tablets 

CONTRAINDICATIONS:  1)  Severe  left  ventricular  dysfunction  (see  WARNINGS),  2)  Hypotension 
(less  than  90  mmHg  systolic  pressure)  or  cardiogenic  shock,  3)  Sick  sinus  syndrome  or  2nd  or 
3rd  degree  AV  block  (except  in  patients  with  a functioning  artificial  ventricular  pacemaker). 

WARNINGS:  Heart  Failure:  ISOPTIN  should  be  avoided  in  patients  with  severe  left  ventricular 
dysfunction  (see  DRUG  INTERACTIONS).  Patients  with  milder  ventricular  dysfunction  should,  if 
possible,  be  controlled  before  verapamil  treatment.  Hypotension:  ISOPTIN  (verapamil  HCI)  may 
produce  occasional  symptomatic  hypotension.  Elevated  Liver  Enzymes:  Elevations  of  trans- 
aminases with  and  without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have 
1 been  reported.  Periodic  monitoring  of  liver  function  in  patients  receiving  verapamil  is  therefore 
prudent.  Accessory  Bypass  Tract  (Wolff-Parkinson-White):  Patients  with  paroxysmal  and/or 
chronic  atrial  flutter  or  atrial  fibrillation  and  a coexisting  accessory  AV  pathway  have  developed 
increased  antegrade  conduction  across  the  accessory  pathway  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  intravenous  verapamil.  While  this 
has  not  been  reported  with  oral  verapamil,  it  should  be  considered  a potential  risk.  Treatment  is 
usually  D C. -cardioversion.  Atrioventricular  Block:  The  effect  of  verapamil  on  AV  conduction  and 
the  SA  node  may  cause  asymptomatic  1st  degree  AV  block  and  transient  bradycardia.  Higher 
degrees  of  AV  block,  while  infrequent  (0.8%),  may  require  a reduction  in  dosage  or,  in  rare 
instances,  discontinuation  of  verapamil  HCI.  Patients  with  Hypertrophic  Cardiomyopathy 
i (IHSS):  Although  verapamil  has  been  used  in  the  therapy  of  patients  with  IHSS,  severe 
1 cardiovascular  decompensation  and  death  have  been  noted  in  this  patient  population. 

PRECAUTIONS:  Impaired  Hepatic  or  Renal  Function:  Verapamil  is  highly  metabolized  by  the 
j liver  with  about  70%  of  an  administered  dose  excreted  in  the  urine.  In  patients  with  impaired 
: hepatic  or  renal  function  verapamil  should  be  administered  cautiously  and  the  patients 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  excessive  phar- 
macological effects  (see  OVERDOSAGE). 

Drug  Interactions:  Beta  Blockers:  Concomitant  use  of  ISOPTIN  and  oral  beta-adrenergic 
blocking  agents  may  be  beneficial  in  certain  patients  with  chronic  stable  angina  or  hypertension, 
but  available  information  is  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent 
treatment  in  patients  with  left  ventricular  dysfunction  or  cardiac  conduction  abnormalities. 
Digitalis:  Clinical  use  of  verapamil  in  digitalized  patients  has  shown  the  combination  to  be  well 
tolerated  if  digoxin  doses  are  properly  adjusted.  However,  chronic  verapamil  treatment  increases 
serum  digoxin  levels  by  50  to  75%  during  the  first  week  of  therapy  and  this  can  result  in  digitalis 
toxicity.  Upon  discontinuation  of  ISOPTIN  (verapamil  HCI),  the  patient  should  be  reassessed  to 
avoid  underdigitalization  Antihypertensive  Agents:  Verapamil  administered  concomitantly  with 
oral  antihypertensive  agents  (e.g  , vasodilators,  angiotensin-converting  enzyme  inhibitors, 
diuretics,  beta  blockers,  prazosin)  will  usually  have  an  additive  effect  on  lowering  blood 
pressure  Patients  receiving  these  combinations  should  be  appropriately  monitored.  Dis- 
opyramide:  Disopyramide  should  not  be  administered  within  48  hours  before  or  24  hours  after 
verapamil  administration  Quinidine-  In  patients  with  hypertrophic  cardiomyopathy  (IHSS), 
t concomitant  use  of  verapamil  and  quinidine  resulted  in  significant  hypotension.  There  has  been 
a report  of  increased  quinidine  levels  during  verapamil  therapy.  Nitrates:  The  pharmacologic 
profile  of  verapamil  and  nitrates  as  well  as  clinical  experience  suggest  beneficial  interactions. 
Cimetidine:  Two  clinical  trials  have  shown  a lack  of  significant  verapamil  interaction  with 
cimetidine.  A third  study  showed  cimetidine  reduced  verapamil  clearance  and  increased 
elimination  to  1/2.  Anesthetic  Agents:  Verapamil  may  potentiate  the  activity  of  neuromuscular 
blocking  agents  and  inhalation  anesthetics.  Carbamazepine:  Verapamil  may  increase  car- 
bamazepine  concentrations  during  combined  therapy.  Rifampin  Therapy  with  rifampin  may 
markedly  reduce  oral  verapamil  bioavailability  Lithium  Verapamil  may  lower  lithium  levels  in 
patient  on  chronic  oral  lithium  therapy.  Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility: 
There  was  no  evidence  of  a carcinogenic  potential  of  verapamil  administered  to  rats  for  two 
years.  Verapamil  was  not  mutagenic  in  the  Ames  test.  Studies  in  female  rats  did  not  show 
impaired  fertility  Effects  on  male  fertility  have  not  been  determined  Pregnancy  (Category  C): 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  ISOPTIN  crosses  the 
placental  barrier  and  can  be  detected  in  umbilical  vein  blood  at  delivery.  This  drug  should  be 
used  during  pregnancy,  labor,  and  delivery,  only  if  clearly  needed.  Nursing  Mothers:  ISOPTIN  is 
excreted  in  human  milk,  therefore,  nursing  should  be  discontinued  while  verapamil  is 
administered.  Pediatric  Use:  Safety  and  efficacy  of  ISOPTIN  in  children  below  the  age  of  18  years 
have  not  been  established 

ADVERSE  REACTIONS:  Constipation  8 4%,  dizziness  3.5%,  nausea  2.7%,  hypotension  2.5%, 
edema  2.1%,  headache  1.9%,  CHF/pulmonary  edema  1.8%.  fatigue  1.7%,  bradycardia  1.4%, 
3°  AV  block  0.8%,  flushing  0.1%,  elevated  liver  enzymes  (see  WARNINGS).  The  following 
reactions,  reported  in  less  than  1.0%  of  patients,  occurred  under  conditions  (open  trials, 
marketing  experience)  where  a causal  relationship  is  uncertain;  they  are  mentioned  to  alert  the 
physician  to  a possible  relationship:  angina  pectoris,  arthralgia  and  rash,  AV  block,  blurred 
vision,  cerebrovascular  accident,  chest  pain,  claudication,  confusion,  diarrhea,  dry  mouth, 
dyspnea,  ecchymosis  or  bruising,  equilibrium  disorders,  exanthema,  gastrointestinal  distress, 
gingival  hyperplasia,  gynecomastia,  hair  loss,  hyperkeratosis,  impotence,  increased  urination, 
insomnia,  macules,  muscle  cramps,  myocardial  infarction,  palpitations,  paresthesia,  psychotic 
symptoms,  purpura  (vasculitis),  shakiness,  somnolence,  spotty  menstruation,  sweating, 
syncope,  urticaria.  Treatment  of  Acute  Cardiovascular  Adverse  Reactions:  Whenever  severe 
hypotension  or  complete  AV  block  occur  following  oral  administration  of  verapamil,  the 
appropriate  emergency  measures  should  be  applied  immediately,  e g , Intravenously  admin- 
istered isoproterenol  HCI,  levarterenol  bitartrate,  atropine  (all  in  the  usual  doses),  or  calcium 
gluconate  (10%  solution).  If  further  support  is  necessary,  inotropic  agents  (dopamine  or 
; dobutamine)  may  be  administered.  Actual  treatment  and  dosage  should  depend  on  the  severity 
l and  the  clinical  situation  and  the  judgment  and  experience  of  the  treating  physician 

OVERDOSAGE:  Treatment  of  overdosage  should  be  supportive.  Beta-adrenergic  stimulation  or 
parenteral  administration  of  calcium  solutions  may  increase  calcium  ion  flux  across  the  slow 
channel,  and  have  been  used  effectively  in  treatment  of  deliberate  overdosage  with  verapamil. 
Clinically  significant  hypotensive  reactions  or  fixed  high  degree  AV  block  should  be  treated  with 
vasopressor  agents  or  cardiac  pacing,  respectively.  Asystole  should  be  handled  by  the  usual 
measures  including  cardiopulmonary  resuscitation. 
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DIVIDENDS  REDUCE  OVERALL  COSTS  FOR  MSNJ 
BLUE  CROSS/BLUE  SHIELD  AND  MAJOR  MEDICAL 
PROGRAMS 

While  cost  alone  probably  was  not  the  chief  con- 
sideration you  had  when  you  joined  MSNJ’s  Blue 
Cross/Blue  Shield  and  Major  Medical  Programs,  you 
obviously  considered  it.  Even  though  direct  coverage 
sometimes  can  be  purchased  for  a cheaper  rate  initial- 
ly, overall  premiums  paid  for  your  MSNJ  programs 
generally  turn  out  to  be  less,  and  the  benefits  are  better 
than  can  be  obtained  on  an  individual  basis. 

If  you  are  an  MSNJ  Program  participant,  you  ex- 
pected to  pay  your  premiums  and  enjoy  the  excellent 
benefits  and  services  the  programs  provide.  You  prob- 
ably did  not  expect  also  to  receive  dividends  that  effec- 
tively would  reduce  your  paid  premiums.  This  is  what 
will  be  happening,  however,  for  members  who  partici- 
pated in  these  programs  before  the  March  31,  1986, 
settlement  dates. 

Members  participating  in  the  Blue  Cross/Blue 
Shield  Program  will  receive  a dividend  of  approximate- 
ly 6 percent  of  the  premiums  paid  for  persons  under 
age  65.  Members  in  the  Major  Medical  Program  will 
receive  a dividend  of  approximately  6.9  percent  of 
premiums  paid  for  the  two  years  ended  March  31, 

1 1986.  These  dividends  were  possible  even  though  plan 
utilization  and  charges  for  medical  services  have  gen- 
erally increased  during  the  dividend  periods.  The  cur- 
rent dividends  will  be  paid  before  the  end  of  the  first 
quarter,  1987. 

MSNJ’s  Committee  on  Membership  Services  hopes 
that  in  future  years  these  insurance  programs  will 
continue  to  earn  enough  surplus  for  a dividend  to  be 
returned  to  the  participants.  Members  should  keep 
this  in  mind  when  comparing  insurance  costs. 

EXAMINATION  OF  MEDICARE  AND  MEDICAID 
PROGRAMS 

Medicare  and  Medicaid  are  two  veiy  different  federal 
health  programs.  Medicare  applies  to  all  persons  over 
age  65  and  certain  persons  under  age  65  who  are 
disabled.  It  essentially  is  an  insurance-indemnity  type 
of  program.  All  persons  meeting  the  age  requirement 
are  covered,  regardless  of  their  income,  assets,  health, 
or  any  other  circumstances.  The  elderly  living  on  social 
security  and  nothing  else  have  the  same  entitlement 
as  the  elderly  captain  of  industry  with  a global  corpo- 


rate empire  and  a multi-million  dollar  annual  income. 
Medicare,  which  is  funded  through  various  taxes,  also 
includes  deductibles  and  co-payments.  For  the  last  six 
years  the  Congress,  in  an  effort  to  control  the  costs  of 
this  program,  have  begun  a scheduled  curtailment  of 
benefits  and  have  increased  the  areas  and  amounts  of 
patient  liability.  Medicare  is  best  defined  as  a limited 
benefit  program. 

Medicaid,  which  is  jointly  funded  by  the  state  and 
federal  governments,  is  a full-service  program.  It  covers 
our  most  economically  deprived  citizens.  There  are  no 
deductibles  or  co-pays.  There  are  very  few  exclusions. 

While  both  programs  have  socially  and  politically 
accepted  goals,  they  have  not  lived  up  to  their  promise, 
made  in  the  1960s,  to  move  the  elderly  and  the  poor 
into  the  mainstream  of  health  care,  and  to  do  away 
with  and  prevent  a bilevel  or  trilevel  system  of  care  and 
payment. 

Medicaid,  in  its  treatment  of  physician  services  in 
our  state,  is  an  embarrassment.  We  are  faced  with  a 
fee  schedule  essentially  as  it  was  adopted  in  1970. 
Doctors  are  paid  $7  to  $9  for  office  visits,  while  the 
same  patient  going  to  a hospital  outpatient  depart- 
ment will  generate  a payment  that  averages  more  than 
$70  for  the  same  service.  The  Medicaid  services  budget 
exceeds  $ 1 billion  annually.  Of  that  amount,  about  $60 
million  at  best  is  paid  to  physicians  for  all  types  of 
services,  from  office  care  to  neurosurgery  and  heart 
surgery.  Recently,  the  Administration  has  advanced 
special  programs  to  care  for  the  pregnant  poor.  One 
of  the  reasons  that  effort  is  necessaiy  is  that  Medicaid 
reimbursement  for  obstetrical  care  is  pitiful.  A phy- 
sician receives  from  Medicaid  $247  for  that  service. 
The  average  fee  statewide  for  private  patients  is 
$1,400.  In  this  situation,  a doctor  would  have  to  deliver 
about  120  babies  annually  under  Medicaid  just  to  pay 
for  current  malpractice  insurance  premiums. 

The  result  of  inappropriate  and  insufficient  pay- 
ment, where  doctors  do  not  receive  their  usual  fees  and 
are  precluded  from  billing  for  the  balance,  is  lack  of 
access.  Ten  percent  of  the  physicians  under  Medicaid 
provide  about  90  percent  of  the  care.  The  balance  of 
the  medical  community,  for  very  sound  reasons,  avoids 
becoming  involved. 

Medicare,  which  started  out  in  a better  position  than 
Medicaid,  has  been  the  victim  of  poor  planning,  faulty 
design,  underestimation,  actuarial  miscalculation,  and 
poor  management.  Obviously,  these  factors  are  not  eas- 
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ily  corrected.  That  Congress  and  its  advisors  under- 
estimated the  number  of  senior  citizens,  their  life 
span,  and  the  care  they  might  require,  is  under- 
standable. That  Congress  did  not,  for  example,  realize 
that  offering  end-stage  renal  disease  services  would  be 
expensive  is  not  as  benign  a mistake.  They  were 
warned  about  that  and  other  errors.  That  Congress 
tilted  reimbursement  to  institutional  care  and  then 
became  alarmed  at  the  bill  is  not  at  all  consoling.  Sev- 
eral years  ago,  when  confronted  by  a shortfall  in  the 
Hospital  Part  A trust  fund.  Congress  removed  some 
$12  billion  from  the  Part  B (Professional  Services) 
trust  to  Part  A.  Congress  has  not  replaced  the  trans- 
ferred monies. 

In  the  past  six  years,  Congressional  efforts  at  cost 
containment  have  forced  elderly  patients  out  of  hospi- 
tals before  they  are  completely  recovered  by  the  im- 
plementation of  the  DRG  and  PRO  systems.  In  1984, 
physician  fees  were  frozen  at  1982  approved  levels. 
Medicare  does  not  in  effect  pay  the  stipulated  rate  of 
the  75th  percentile,  but  probably  about  the  65th  per- 
centile. Claims  processing  by  the  Medicare  carriers  has 
become  a nightmare.  The  same  service  by  a different 
physician  produces  a different  rate.  Because  of  the 
vagaries  of  the  program,  the  most  experienced  physi- 
cians are  receiving  the  lowest  reimbursement.  The 
same  physician  will  receive  different  amounts  for  the 
same  services.  Payments  are  inordinately  delayed,  and 
the  program  is  in  disarray. 

On  October  1,  1986,  Senator  Bradley  wrote  to  the 
Medical  Society  about  some  of  the  shortcomings  of  the 
program.  I would  like  to  quote  a portion  for  the  record 
today:  “Recently,  however,  the  Health  Care  Financing 
Authority  (HCFA)  has  increased  delays  in  processing 
claims  to  an  intolerable  degree  by  directing  all  Medi- 
care contractors  to  deliberately  delay  processing 
claims.  This  policy  has  resulted  in  an  88  percent  in- 
crease in  the  number  of  unpaid  Medicare  claims,  and 
has  reduced  the  actual  payment  cycle  in  many  cases 
to  45  days  or  more.  I believe  these  policies  have  caused 
undue  hardship  to  thousands  of  Medicare  benefi- 
ciaries by  lengthening  the  waiting  period  for  claims 
payment.  In  addition,  these  delays  have  discouraged 
many  physicians  from  participating  in  the  Medicare 
program,  thereby  reducing  the  quality  and  conve- 
nience of  service  to  all  Medicare  beneficiaries  and 
providers.” 

Senator  Bradley’s  comments  relate  only  to  a single 
defect  in  a very  large  and  severely  stressed  program. 
He  does,  however,  make  a telling  point.  If  the  program 
functioned  well,  doctors  would  want  to  participate  in 
it.  Mandatory  assignment  is  not  the  answer  to  fixing 
the  defects.  Reason,  judgment,  incentives,  and  com- 
mon sense,  applied  after  careful  analysis,  are  what  will 
correct  the  situation.  Medicare  is  a federal  program.  Its 
correction  is  the  responsibility  of  the  Congress. 

Mandatory  assignment  based  upon  licensure  is  a 
poor  idea  It  is  not  a valid  licensure  criteria  and  would, 
among  all  other  factors,  result  in  our  state  government 
abdicating  to  the  federal  government  the  licensing  and 
regulation  of  health  professionals.  Assuming  such  a 
proposal  would  withstand  legal  challenges,  it  will  not 
work.  Under  the  best  of  circumstances,  it  will  produce 
another  Medicaid  scenario,  with  very  few  physicians 
participating.  The  result  could  be  disastrous,  particu- 


larly in  specialties  like  anesthesia  The  anesthesi- 
ologist cannot  pick  and  choose  his  patients.  He  is  re- 
quired to  serve  all  those  that  are  in  need  of  services. 
If  he  or  she  cannot  bill  their  regular  fees  to  those  that 
can  pay,  and  if  Medicaid  continues  paying  30  percent 
of  the  regular  rate  and  Medicare  65  percent,  there  will 
be  no  alternative  but  to  leave  New  Jersey. 

We  are  willing  to  work  with  you  on  programs  which 
assure  that  the  economically  disadvantaged  receive 
necessary  care,  and  that  reasonable  fees  are  charged 
to  those  with  the  ability  to  pay. 

Vincent  A.  Maressa 

LEGISLATIVE  UPDATE:  COMPREHENSIVE  TORT 
REFORM  LEGISLATION 

The  Assembly  enacted  a tort  reform  package  which 
dealt  with  collateral  sources  of  income,  structured  pay- 
ments, limitation  on  noneconomic  damages,  and  joint 
and  several  liability.  An  effort  now  is  being  made  to 
amend  the  statute  of  limitations. 

There  has  been  little  or  no  progress  in  the  Senate. 
The  Judiciary  Committee,  controlled  and  influenced  by 
the  trial  bar,  has  refused  to  release  any  meaningful1 
legislation.  The  prospects  for  success  are  not  erm 
couraging  unless  every  doctor  contacts  every  state 
senator. 

THE  GRAYING  OF  SLEEP 

A bed  partner  could  save  your  life,  especially  if  you’re 
over  age  60. 

Another  person  often  is  pivotal  in  noticing  a major 
“hidden”  sleep  disorder  of  which  the  victims  them- 
selves may  be  unaware,  although  its  episodes  can  even 
occur  hundreds  of  times  each  night. 

The  disorder,  sleep  apnecu  causes  repeated  halts  in 
breathing  during  sleep  that  last  from  10  to  180  sec- 
onds each.  It  is  most  common  in  the  elderly  and  in 
overweight  middle-aged  and  older  men  who  snore.  It 
usually  worsens  with  increasing  body  weight  and  ad-j 
vancing  age. 

A person  with  sleep  apnea  awakens  briefly,  though 
not  to  full  consciousness,  following  each  episode  and 
gasps  for  air.  Sleep  apnea  not  only  interrupts  the  flow 
of  sleep  but  can  be  fatal  if  unchecked,  especially  in 
older  persons  who  already  have  heart  disease  or  high 
blood  pressure. 

Unfortunately,  even  if  a person  over  60  is  not  bur- 
dened with  sleep  apnea,  he  will  find  his  sleep  is  dif- 
ferent from  that  of  early  adulthood.  Sleep  changes  dur- 
ing later  years  are  a fact  of  life  because  slumber,  like! 
other  parts  and  functions  of  the  body,  “ages.”  It  be- 
comes lighter,  more  erratic,  and  fragile. 

The  good  news  is  that  coping  with  the  “graying”  of 
sleep  is  possible. 

A booklet  “What  You  Should  Know  About  Insomnia' 
is  available  from  INSOMNIA/UPJOHN,  Dept.  FS,  P.O. 
Box  307,  Coventry,  CT  06238  as  a patient  service. 

For  the  location  of  nearby  sleep  disorders  centers,  i 
write  to:  Association  of  Sleep  Disorders  Centers,  P.O 
Box  2604,  Del  Mar,  CA  92014. 

WE  BID  FAREWELL 

The  Medical  Society  of  New  Jersey  recently  mourned 
the  death  of  two  women  whose  lives  at  one  time  had 
been  very  involved  with  Medical  Society  affairs. 
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Marion  Rogers  Walton,  who  for  many  years  was  the 
Society’s  convention  manager,  died  in  Hunterdon 
Medical  Center,  Flemington,  on  January  26,  1987,  at 
the  age  of  69.  Her  first  position  with  the  Medical  So- 
ciety had  been  in  the  capacity  of  secretary  to  Edith  L. 
Madden,  who  was  administrative  secretary  and  con- 
vention manager.  After  a brief  interruption  in  service, 
Mrs.  Walton  returned  to  assume  the  position  of  con- 
vention manager  upon  Mrs.  Madden's  death  in  1966, 
which  she  held  until  her  retirement  in  1983. 

On  February  19,  1987,  Eva  Williams  Kustrup,  widow 
of  deceased  physician,  John  F.  Kustrup,  Sr.,  M.D.,  died 
at  the  age  of  80.  Mrs.  Kustrup  was  president  of  the 
Auxiliary  of  the  Medical  Society  of  New  Jersey  in  1968, 
the  same  year  that  her  husband,  a Trenton  surgeon, 
served  as  the  176th  President  of  MSNJ.  Mrs.  Kustrup 
was  a gifted  artist,  and  her  original  sketch  of  the  So- 
ciety’s headquarters  at  315  West  State  Street,  Trenton, 
was  perpetuated  on  notepapers  and  other  items  used 
in  the  Auxiliaiy’s  fundraising  activities.  Two  sons  pres- 
ently are  members  of  the  Medical  Society,  John  F„  Jr., 
a surgeon,  and  William  J„  an  ophthalmologist. 

KEEPING  HEALTHY 

"If  you  want  to  be  healthy  morally,  mentally,  and 


physically,  just  let  go.  Let  go  of  the  little  annoyances 
of  eveiyday  life,  the  irritations  and  petty  vexations  that 
cross  your  path  daily.  Don’t  take  them  up,  nurse  them, 
pet  them,  and  brood  over  them.  They  are  not  worth- 
while. Let  them  go!” 

RESOLVING  DISPUTES 

This  is  to  alert  and  advise  you  that  we  have  a mech- 
anism within  the  Society  to  help  physicians  with  refer- 
ence to  any  discussions  or  negotiations  with  any  out- 
side group  for  the  provision  of  health  care.  The  Council 
on  Medical  Services  and  the  Ad  Hoc  Committee  on 
Health  Care  Reimbursement  Policies  stand  ready  to 
meet,  counsel,  and  advise  any  physician  or  physician 
group  which  may  have  concerns,  questions,  or  prob- 
lems in  this  area  For  further  information,  please  call 
Mr.  Joseph  C.  Lucci,  at  the  Executive  Offices, 
609/896-1766. 

FINI 

“Only  God  does  not  err— and  you  are  not  God.  Life 
is  a long  lesson  in  humility.  We  are  only  passing 
through.” 


1987  MSNJ  MEMBERSHIP  DIRECTORY 

The  1987  Membership  Directory  of  the  Medical  Society  of  New  Jersey  is 
available.  The  latest  issue  contains  all  vital  statistics  on  the  membership  of  the 
Medical  Society  of  New  Jersey,  as  well  as  information  on  most  hospitals  in  the 
Garden  State. 

All  members  of  the  Medical  Society  of  New  Jersey  will  receive  a free  copy. 
Copies  of  the  600-plus  page  Directory  are  available  for  $50  plus  sales  tax. 

Please  complete  the  form  and  submit  with  payment  for  quick  delivery  of 
this  valuable  edition. 

YES!  I want  to  receive copies  of  the 

MSNJ  MEMBERSHIP  DIRECTORY 

I have  enclosed  $50  plus  sales  tax  for  each  Directory. 

Make  checks  payable  to  the  Medical  Society  of  New  Jersey. 

Membership  Directory 
Medical  Society  of  New  Jersey 
Two  Princess  Road 
Lawrenceville,  NJ  08648 

Name 

Address  
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Professional  Liability 
Commentary* 

Physician-Patient 

Relationships 


Invasion  of  Privacy;  Patients’ 
Options;  Hospital  Duty  to 
Patient;  Mandatory  Risk 
Management;  Defensive  Medicine 


PHYSICIAN  LIABLE  TO  PATIENT  FOR 
INVASION  OF  PRIVACY 

In  a patient’s  suit  against  a neurologist  the  evidence 
was  sufficient  to  support  the  jury’s  finding  of  invasion 
of  privacy,  the  highest  court  of  Massachusetts  ruled. 

In  1970,  a patient  was  riding  as  a passenger  in  an 
automobile  when  it  struck  a tree.  She  was  knocked 
unconscious.  In  the  ensuing  years,  she  experienced 
repeated  fainting  spells  and  headaches.  In  March 
1974,  the  patient  sought  treatment  from  the  neu- 
rologist. 

During  the  period  of  treatment,  the  patient  filed  an 
action  against  the  driver  of  the  automobile.  She  hoped 
to  prove  that,  as  a result  of  the  accident,  she  suffered 
from  psychomotor  seizures.  Just  before  the  start  of  the 
trial,  the  neurologist  terminated  her  physician-patient 
relationship  with  the  patient;  the  physician  testified 
that  she  was  unable  to  say  with  reasonable  medical 
certainty  that  the  patient  suffered  from  psychomotor 
seizures  or,  that  if  the  patient  did  suffer  from  those 
seizures,  that  they  were  causally  related  to  the  acci- 
dent. A juiy  returned  a verdict  in  favor  of  the  patient 
for  $9,000  against  the  driver. 

The  patient  then  filed  an  action  against  the  neu- 
rologist for  breach  of  a confidential  relationship,  in- 
vasion of  privacy,  unfair  and  deceptive  acts,  negligent 
testimony,  and  negligent  diagnosis.  A jury  awarded  her 
$18,000  on  the  invasion  of  privacy  claim,  and  the  phy- 
sician appealed. 

On  appeal,  the  court  noted  that  the  juiy  found  that 
the  neurologist’s  discussions  with  the  attorney  for  the 
driver  and  with  a physician  hired  by  the  driver’s  in- 
surance company  did  not  prejudice  the  patient's  pre- 
sentation of  her  personal  injury  action.  There  was  suf- 
ficient evidence  to  sustain  a finding  of  invasion  of 
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privacy,  because  the  physician  hired  by  the  driver’s 
insurance  company  testified  that  he  had  consulted 
with  the  neurologist  and  that  part  of  his  opinion  was 
based  on  the  consultation.  Disclosure  of  confidential 
medical  information  by  the  neurologist  to  one  or  two 
individuals,  without  the  patient’s  consent,  warranted 
the  jury’s  finding  that  the  neurologist’s  actions  were 
unreasonable,  substantial,  or  seriously  interfered  with 
the  patient’s  privacy. 

The  court  remanded  the  case  to  the  trial  court  for 
a ruling  on  the  neurologist’s  claim  that  the  jury 
awarded  an  excessive  amount  of  damages.  The  patient 
was  not  entitled  to  treble  damages  or  attorney’s  fees 
in  the  action.  The  court  noted  that  the  neurologist’s 
testimony  did  not  prejudice  the  patient’s  case  against 
the  driver  and  that  the  patient  suffered  no  monetary 
damages  as  a result  of  the  physician’s  action.  (The 
Citation,  Vol.  54,  No.  4,  December  1,  1986) 

LAWSUIT  MAY  SEAL  PATIENTS’  OPTIONS 

Patients  who  file  malpractice  suits  may  find  they 
have  nowhere  to  turn  for  medical  care  if  they  need  it, 
particularly  in  smaller  communities,  a physician 
survey  from  Las  Vegas  reported. 

Fewer  than  20  percent  of  nearly  300  responding 
medical  specialists  said  they  would  continue  treating 
patients  who  sued  them.  Almost  a third  said  they 
neither  would  treat  nor  refer  such  patients  even  if 
there  was  no  alternative  source  of  care  in  the  com- 
munity, Dr.  Lawrence  R Walker  reported  at  the  Ameri- 
can Public  Health  Association  meeting. 

The  survey  involved  a hypothetical  elderly  patient 
who  had  sued  the  responding  physician  and  subse- 
quently required  medical  care.  Physicians  could 
choose  to  treat  the  patient,  refer  the  patient  to  another 
specialist  in  the  community,  refer  the  patient  to  a 
specialist  outside  the  community,  or  refuse  to  treat  or 
refer  the  patient. 

If  no  alternative  source  of  care  was  available,  31.2 
percent  of  the  physicians  would  neither  treat  nor  refer 
the  patient,  said  Dr.  Walker,  director  of  the  graduate 
program  in  health  and  medical  services  adminis- 
tration at  Widener  College  in  Chester,  Pennsylvania  He 
said  50  percent  would  refer  the  patient  outside  the 
community,  and  only  18,8  percent  would  treat  the  pa- 
tient. 

If  another  specialist  was  available  in  the  community, 
50  percent  would  refer  the  patient  to  that  specialist 
and  37.7  percent  of  the  physicians  would  refuse  to 
treat  or  refer  the  patient.  If  a specialist  associated  with 
the  respondent  was  available,  said  Dr.  Walker,  31.1 
percent  would  refer  the  patient  to  the  associate  and 
35.8  percent  would  not  treat  or  refer  the  patient. 

The  survey  was  sent  to  cardiologists,  endocrinolo- 
gists. gastroenterologists,  nephrologists,  neurologists, 
and  urologists.  Dr.  Walker  found  no  significant  dif- 
ferences by  specialty,  but  the  longer  a physician  had 
been  in  practice,  the  less  likely  he  was  to  treat  or  refer 
the  patient  He  found  the  same  tendency  among  physi- 
cians practicing  in  smaller  communities. 


This  item  from  the  Department  of  Professional  Liability  Con- 
trol, MSNJ,  was  prepared  by  James  E.  George,  M.D.,  J.D.,  and 
A.  Ronald  Rouse,  who  are  the  Director  of  the  Department  and 
Director  of  Special  Projects,  respectively. 
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Dr.  Walker  speculates  that  physicians  could  leave 
themselves  open  to  greater  liability  if  they  refuse  to 
treat  or  refer  patients  who  sue  them.  He  knows  of  no 
legal  cases  supporting  the  view  that  initiation  of  a 
malpractice  suit  terminates  the  doctor-patient  rela- 
tionship. 

“A  patient  who  is  refused  treatment  might  charge 
the  physician  with  patient  abandonment,  thereby 
opening  up  a possible  new  form  of  liability  for  phy- 
sicians,” said  Dr.  Walker.  That  possibility  points  to  the 
need  for  “alternative  mechanisms  of  resolving  griev- 
ances resulting  from  medical  negligence.”  ( Medical 
World  News,  December  8,  1986) 

HOSPITAL  DUTY  TO  PATIENT  NOT  EXPANDED 

A hospital  had  no  obligation  to  provide  an  un- 
conscious patient  with  a “financially  competent”  phy- 
sician, a Florida  appellate  court  ruled.  An  unconscious 
patient  was  taken  to  the  emergency  room  on  November 
29,  1977.  A group  of  physicians  at  the  hospital  chose 
another  staff  physician  to  perform  necessary  or- 
thopedic procedures  on  the  patient,  and  such  treat- 
ment resulted  in  a $360,000  malpractice  judgment. 
However,  the  patient  was  unable  to  collect  the  full 
amount  of  the  judgment  because  the  physician  neither 
had  malpractice  insurance  nor  assets  sufficient  to 
cover  the  amount  of  the  judgment.  The  patient  then 
filed  an  action  against  the  hospital  as  well  as  the  group 
of  physicians  who  assigned  the  orthopedic  physician 
to  the  patient.  A trial  court  granted  the  hospital's  mo- 
tion to  dismiss  the  complaint,  the  patient  appealed. 
Affirming  the  decision,  the  appellate  court  said  that 
the  hospital’s  voluntary  assumption  of  control  over  the 
unconscious  patient  did  not  create  a duty  or  a contract 
that  the  hospital  would  provide  him  with  a “financially 
competent”  physician,  as  contrasted  to  a “medically 
competent”  physician.  The  court  noted  that  no  case, 
either  in  Florida  or  elsewhere,  has  recognized  that- 
cause  of  action.  (The  Citation,  Vol.  54,  No.  4,  December 
1,  1986) 

MANDATORY  RISK  MANAGEMENT 

Massachusetts  and  Florida  now  require  physician 
participation  in  risk  management  programs  as  a con- 
dition of  licensure.  Mandatory  risk  management  stat- 
utes in  other  states,  e.g.  Kansas,  New  York,  Washing- 
ton, apply  only  to  hospitals.  ( The  Citation,  Vol.  54,  No. 
3,  November  15,  1986) 

DEFENSIVE  MEDICINE 

For  the  past  35  years,  a substantial  part  of  my  law 
practice  has  been  in  defending  physicians  against  mal- 
practice claims.  My  views  on  defensive  medicine  reflect 
this  experience. 

Intelligent  discussion  of  the  pros  and  cons  of  de- 
fensive medicine  has  been  hampered  for  lack  of  uni- 
form definition  of  the  term.  Most  commonly  defensive 
medicine  is  used  to  describe  diagnostic  and  treatment 
procedures  which  a physician  performs  with  the  inten- 
tion of  protecting  himself  if  he  is  sued  for  malpractice, 


and  not  for  the  benefit  of  the  patient.  Although  this 
concept  of  defensive  medicine  conflicts  with  the  ethic 
that  a physician  should  place  the  interests  of  his  pa- 
tient above  his  own,  nevertheless  such  practice  often 
is  condoned  as  a necessary  evil  in  the  present  climate 
of  medical  liability. 

Frankly,  I strongly  disagree  with  this  concept  of  de- 
fensive medicine.  There  is  no  dichotomy  between  what 
is  best  for  the  patient  and  what  is  best  for  the  doctor. 
They  are  one  and  the  same.  With  rare  exceptions,  I have 
found  that  the  opportunity  for  a successful  defense  is 
enhanced  substantially  to  the  extent  that  a physician- 
defendant  can  demonstrate  that  he  has  observed  the 
rudiments  of  good  medical  practice.  I also  have  found 
that  some  physicians  who  have  engaged  in  diagnostic 
and  treatment  procedures  which  they  considered  un- 
necessary except  for  the  purpose  of  defense  if  they  were 
sued,  actually  found  that  what  they  had  done  proved 
to  be  the  basis  of  suit  against  them.  For  example,  in- 
vasive diagnostic  procedures  that  cause  death  or  in- 
jury, even  if  skillfully  performed,  may  be  difficult  to 
defend  where  justification  for  the  procedure  is  in  issue. 

It  has  been  reported  that  $75.4  billion  was  spent  on  j 
physicians’  services  in  1984  and  that  of  this  amount 
$17.5  billion  was  attributable  to  defensive  medicine,  j 
Presumably  this  estimate  refers  to  the  cost  of  medical 
services  that  physicians  would  not  have  performed 
were  it  not  for  fear  of  being  sued  for  malpractice.  This 
does  not  mean  that  all  of  these  services  were  worthless  I 
and  of  no  benefit  to  patients.  I believe  that  it  is  ap- 
propriate to  say  that  the  possibility  of  being  sued  for  ! 
negligence  does  inhibit  carelessness  and  fosters  pru- 
dence in  some  physicians. 

Our  firm  has  tried  or  settled  thousands  of  malprac- 
tice cases.  Based  upon  our  experience,  the  vast  ma- 
jority of  diagnostic  testing  that  might  be  classified  as 
defensive  medicine  in  hindsight  proved  to  be  clinically 
appropriate  in  the  best  interest  of  the  patient  and 
incidentally  in  the  defense  of  claims.  On  the  other 
hand,  we  have  experienced  difficulty  in  defending  phy- 
sicians in  a variety  of  situations  in  which  certain  j 
diagnostic  tests  were  not  performed  but  which  were  I 
contended  by  plaintiffs  to  be  negligent  omissions.  De-  ? 
spite  new  sophisticated  technology  for  the  diagnosis 
of  cancer,  failure  to  diagnose  cancer  frequently  is  the  j 
basis  for  medical  liability  litigation.  Failure  to  diagnose 
fractures  also  accounts  for  a significant  volume  of  j 
claims.  The  most  alarming  statistics  involve  claims 
related  to  births  where  improper  treatment  is  at- 
tributable to  failure  to  diagnose  pregnancy  problems. 

The  patient  is  not  the  doctor’s  adversary.  It  is  a 
disservice  to  the  medical  profession  to  encourage  phy- 
sicians to  think  in  terms  of  defensive  medicine  when 
they  care  for  patients.  The  only  admonition  warranted 
is  that  the  physician  should  engage  in  good  medical 
practice  to  the  best  of  his  ability.  He  should  maintain 
good  records,  keep  the  patient  informed  at  all  times, 
and  stay  abreast  of  current  developments  in  his  field 
of  practice.  (Max  E.  Wildman,  J.D.,  Wildman,  Harrold, 
Allen  & Dixon  in  Chicago,  The  Citation : Vol.  54, 
No.2/November  1,  1986) 
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NEW  JERSEY  MEDICINE 


Give  your  angina  patients 
what  they're  missing... 


CARDIZEM:  FEW  SIDE  EFFECTS 

liltiazem  HCI/Morion 

Antianginal  action  includes  dilatation  of 
coronary  arteries,  a decrease  in  vascular  resis- 
tance/afterload, and  a reduction  in  heart  rate 


Proven  efficacy  when  used  alone  in  angina' 

Compatible  with  otherantianginals2  3 

A safe  choice  for  angina  patients  with  coexisting 
hypertension,  asthma,  COPD,  or  PVD4  5 

See  Warnings  and  Precautions . 

Please  see  brief  summary  of  prescribing  information  on  fhe  next  page. 


raoniTeu  few  side  effects 

diltiazem  HCI/Marion  III  AMTUUKINM  THERAPY 


60  mg  fid  or  qid 

Brief  Summary 

Professional  Use  Information 

CARDIZEM" 

(diltiazem  HCI)  30  mg  and  60  mg  Tablets 

CONTRAINDICATIONS 

CARDIZEM  Is  contraindicated  in  (1)  patients  with  sick 
sinus  syndrome  except  in  the  presence  of  a functioning 
ventricular  pacemaker,  (2)  patients  with  second-  or 
third-degree  AV  block  except  in  the  presence  of  a func- 
tioning ventricular  pacemaker,  and  (3)  patients  with 
hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node 
refractory  periods  without  significantly  prolonging 
sinus  node  recovery  time,  except  in  patients  with 
sick  sinus  syndrome  This  effect  may  rarely  result 
in  abnormally  slow  heart  rates  (particularly  in 
patients  with  sick  sinus  syndrome)  or  second-  or 
third-degree  AV  block  (six  of  1,243  patients  for 

0 48%).  Concomitant  use  of  diltiazem  with 
beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with 
Prinzmetal's  angina  developed  periods  of  asystole 
(2  to  5 seconds)  after  a smqle  dose  of  60  mq  of 
diltiazem. 

2 Congestive  Heart  Failure.  Although  diltiazem  has 
a negative  inotropic  effect  in  isolated  animal  tissue 
preparations,  hemodynamic  studies  in  humans 
with  normal  ventricular  function  have  not  shown  a 
reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt). 

Experience  with  the  use  of  CARDIZEM 
alone  or  in  combination  with  beta-blockers  in 
patients  with  impaired  ventricular  function  is  very 
limited.  Caution  should  be  exercised  when  using 
the  drug  in  such  patients 

3 Hypotension.  Decreases  in  blood  pressure  asso- 
ciated with  CARDIZEM  therapy  may  occasionally 
result  in  symptomatic  hypotension 

4 Acute  Hepatic  Injury.  In  rare  instances,  significant 
elevations  in  enzymes  such  as  alkaline  phospha- 
tase, CPK,  LDH,  SGOT,  SGPl  and  other  symptoms 
consistent  with  acute  hepatic  injury  have  been 
noted  These  reactions  have  been  reversible  upon 
discontinuation  of  drug  therapy  The  relationship  to 
CARDIZEM  is  uncertain  in  most  cases,  but  prob- 
able in  some.  (See  PRECAUTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is 
extensively  metabolized  by  the  liver  and  excreted  by  the 
kidneys  and  in  bile.  As  with  any  new  drug  given  over 
prolonged  periods,  laboratory  parameters  should  be 
monitored  at  regular  intervals  The  drug  should  be  used 
with  caution  in  patients  with  impaired  renal  or  hepatic 


function.  In  subacute  and  chronic  dog  and  rat  studies 
designed  to  produce  toxicity,  high  doses  of  diltiazem 
were  associated  with  hepatic  damage.  In  special 
subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes 
in  the  liver  which  were  reversible  when  the  drug  was 
discontinued  In  dogs,  doses  of  20  mg/kg  were  also 
associated  with  hepatic  changes,  however,  these 
changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that 
there  may  be  additive  effects  in  prolonging  AV  conduction 
when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM  (See  WARNINGS.) 

Controlled  and  uncontrolled  domestic  studies  suggest 
that  concomitant  use  of  CARDIZEM  and  beta-blockers  or 
digitalis  is  usually  well  tolerated.  Available  data  are  not 
sufficient,  however,  to  predict  the  effects  of  concomitant 
treatment,  particularly  in  patients  with  left  ventricular 
dysfunction  or  cardiac  conduction  abnormalities.  In 
healthy  volunteers  diltiazem  has  been  shown  to  increase 
serum  digoxin  levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility.  A 24-month  study  in  rats  and  a 2 1 -month  study 
in  mice  showed  no  evidence  of  carcinogenicity.  There 
was  also  no  mutagenic  response  in  in  vitro  bacterial 
tests.  No  intrinsic  effect  on  fertility  was  observed  in  rats. 

Pregnancy.  Category  C Reproduction  studies  have 
been  conducted  in  mice,  rats,  and  rabbits.  Administration 
of  doses  ranging  from  five  to  ten  times  greater  (on  a 
mg/kg  basis)  than  the  daily  recommended  therapeutic 
dose  has  resulted  in  embryo  and  fetal  lethality.  These 
doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  permatal/postnatol  studies, 
there  was  some  reduction  in  early  individual  pup  weights 
and  survival  rates.  There  was  an  increased  incidence  of 
stillbirths  at  doses  of  20  times  the  human  dose  or  greater 

There  are  no  well-controlled  studies  in  pregnant 
women,  therefore,  use  CARDIZEM  in  pregnant  women 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus. 

Nursing  Mothers.  Diltiazem  is  excreted  in  human 
milk.  One  report  suggests  that  concentrations  in  breast 
milk  may  approximate  serum  levels.  If  use  of  CARDIZEM 
is  deemed  essential,  an  alternative  method  of  infant 
feeding  should  be  instituted. 

Pediatric  Use.  Safety  and  effectiveness  in  children 
have  not  been  established 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies 
carried  out  to  date,  but  it  should  be  recognized  that 
patients  with  impaired  ventricular  function  and  cardiac 
conduction  abnormalities  have  usually  been  excluded 

In  domestic  placebo-controlled  trials,  the  incidence  of 
adverse  reactions  reported  during  CARDIZEM  therapy  was 
not  greater  than  that  reported  during  placebo  therapy 

The  following  represent  occurrences  observed  in 
clinical  studies  which  can  be  at  least  reasonably  asso- 


ciated with  the  pharmacology  of  calcium  influx  inhibition 
In  many  cases,  the  relationship  to  CARDIZEM  has  not 
been  established  The  most  common  occurrences  as  well 
as  their  frequency  of  presentation  are:  edema  (2.4%), 
headache  (2. 1 %),  nausea  (1.9%),  dizziness  (1.5%), 
rash  (1.3%),  asthenia  (12%).  In  addition,  the  following 
events  were  reported  infrequently  (less  than  1%). 

Angina,  arrhythmia,  AV  block  (first 
degree),  AV  block  (second  or  third 
degree  — see  conduction  warning), 
bradycardia,  congestive  heart 
failure,  flushing,  hypotension,  palpi- 
tations, syncope 

Amnesia,  gait  abnormality,  halluci- 
nations, insomnia,  nervousness, 
paresthesia,  personality  change, 
somnolence,  tinnitus,  tremor 
Anorexia,  constipation,  diarrhea, 
dysgeusia,  dyspepsia,  mild 
elevations  of  alkaline  phosphatase, 
SGOT,  SGPT,  and  LDH  (see  hepatic 
warnings),  vomiting,  weight 
increase 

Petechiae,  pruritus,  photosensitivity, 
urticaria. 

Amblyopia,  dyspnea,  epistaxis,  eye 
irritation,  hyperglycemia,  nasal 
congestion,  nocturia,  osteoarticular 
pain,  polyuria,  sexual  difTiculties. 

The  following  postmarketing  events  have  been 
reported  infrequently  in  patients  receiving  CARDIZEM: 
alopecia,  gingival  hyperplasia,  erythema  multiforme,  and 
leukopenia  However,  a definitive  cause  and  effect 
between  these  events  and  CARDIZEM  therapy  is  yet  to  be 
established.  Issued  7/86 

See  complete  Professional  Use  Information  before 
prescribing 
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strategic  business  plan  that  will  enable  you  to  secure  the 
financing  required  to  build  a successful  practice. 

Written  by  David  J.  Shuffler,  Vice  President  of  Midlantic 
National  Bank/North  and  a specialist  in  medical  practice 
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ANALYSIS  OF 

SURGICAL 

BLOOD 

USE 


IN  NEW  JERSEY 


To  evaluate  blood  utilization  for  surgical  procedures,  we 
studied  a cross  section  of  New  Jersey  hospitals;  our  study  was 
based  on  diagnosis , age , sex , and  blood  group . Patients  who 
underwent  orthopedic  surgery  and  those  over  65  were  the 
largest  users  of  blood. 


The  Medical  Advisory  Council  of 
New  Jersey  Blood  Services  has 
representation  from  hospitals  of 
diverse  characteristics.  Patient  data  for  a study  was 
obtained  from  the  blood  banks  of  1 1 of  these  hospitals, 
which  varied  in  bed  size  from  166  beds  to  731  beds: 
4 hospitals  were  in  the  150  to  300  bed  range  and  7 
hospitals  were  in  the  400  to  750  bed  range.  These  1 1 
hospitals  represented  16  percent  of  total  beds  in  New 
Jersey  and  the  same  percentage  of  admissions. 

We  analyzed  the  data  for  patterns  of  blood  ordering 
and  usage  in  common  surgical  procedures  to  develop 
a Surgical  Blood  Order  Guideline  specific  to  New  Jer- 
sey hospitals.1  A statistical  analysis,  based  on  blood 
utilization  by  diagnosis,  sex,  and  blood  type  was 
achieved. 

DATA  ANALYSIS 

Data  were  assembled  under  the  following  headings: 
name  of  procedure,  age,  sex,  ABO  group  and  Rh  type, 
number  of  units  crossmatched,  and  number  of  units 
used  up  to  24  hours  after  surgery.  Surgical  procedures 
were  categorized  by  ICD9CM  surgical  code2  and  the 
sum  of  the  three  months’  statistics  was  utilized  to 
derive  the  average  number  of  units  per  surgical  cat- 
egory. 

During  the  three-month  study  period,  638  surgical 
code  procedures  were  performed  on  5,954  patients  and 
blood  was  used  in  170  procedures.  Six  hundred  five 
patients  required  1,484  blood  units.  The  170 
procedures  were  classifed  into  46  code  procedures 


after  the  deletion  of  procedures  with  less  than  5 pa- 
tients. 

Nineteen  major  disease  categories  were  selected  and 
were  ranked  by  units  transfused  and  percentage  of 
transfused  units  allocated  to  each.  The  total  number 
of  involved  patients  and  the  percentage  of  transfused 
patients  were  determined  (Table  1)  and  the  percentage 
of  patients  according  to  age,  sex,  and  type  whose 
surgical  procedures  required  a negligible  blood  trans- 
fusion was  established.  These  included  females  and 
males  in  each  category  and  the  number  of  patients  in 
each  surgical  code  in  age  range  of  0 to  18,  18  to  40, 
40  to  65  years,  and  over  65  years.  Then,  the  number 
of  cases  in  each  category  for  which  no  blood  order  was 
placed,  i.e.  neither  type-and-screen  nor  crossmatch, 
were  similarly  ascertained. 

The  largest  blood  usage  was  associated  with  surgeiy 
for  diseases  of  bone  and  joint  including  hip  surgery. 
Other  major  usages  occurred  during  obstetrical  and 
gynecologic  procedures,  surgery  of  the  abdomen,  dis- 
eases of  the  small  and  large  bowel  and  blood  vessels, 
and  in  cardiac  surgery.  The  average  need  per  trans- 
fused patient  was  determined  to  be  2.72  units. 

*Dr.  Kuriyan  is  Director,  American  Red  Cross,  New  Jersey 
Blood  Services.  Dr.  Kim  is  Blood  Bank  Director,  Saint 
Barnabas  Medical  Center.  Dr.  Wake  is  Blood  Bank  Director, 
University  Hospital.  Dr.  Kress  is  Blood  Bank  Director,  Perth 
Amboy  General  Hospital.  Dr.  Pachter  is  Blood  Bank  Director, 
The  Medical  Center  at  Princeton.  Dr.  Nayak  is  Blood  Bank 
Director,  Jersey  City  Medical  Center.  Correspondence  may  be 
addressed  to  Dr.  Kuriyan,  American  Red  Cross,  New  Jersey 
Blood  Services,  167  New  Street,  New  Brunswick,  NJ  08901. 


Mercy  Kuriyan,  m.d.,  Dae  Un  Kim,  m.d.,  Eric  Wake,  m.d.,  Sidney  Kress,  m.d., 
Ilana  Pachter,  m.d.,  Sheila  Nayak,  m.d.,  new  Brunswick* 
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RESULTS 

Analysis  by  Sex:  The  sex  distribution  of  the  5,887 
patients  studied  included  2,365  (40  percent)  males 
and  3,522  (60  percent)  females:  872  (37  percent)  males 
were  crossmatched  of  whom  273  (1 1.5  percent)  males 
were  transfused  and  1,293  (37  percent)  females  were 
crossmatched  of  whom  349  (9.9  percent)  were  trans- 
fused. Forty-nine  percent  of  transfused  patients  were 
found  to  be  males  and  51  percent  females.  Among 
cardiac  surgery  patients  transfused,  71  percent  were 
males  and  29  percent  females.  Of  patients  transfused 
for  surgery  on  blood  vessels,  67  percent  were  males  and 
33  percent  females.  Of  patients  transfused  for  diseases 
of  the  small  and  large  bowel,  52  percent  were  males  and 
48  percent  females.  For  bone  and  joint  surgery,  exclud- 
ing hip,  32  percent  of  transfused  patients  were  males 
and  68  percent  females,  while  for  hip  surgery  alone,  40 
percent  were  males  and  60  percent  females  (Figure  1). 
Of  the  213  open-heart  patients  (only  one  hospital  in- 


volved), 175  received  blood,  73  percent  male  and  27 
percent  female. 

Analysis  by  Age:  Patients  studied  by  age  numbered 
4,838.  Blood  usage  in  major  procedures  is  shown  in 
Figure  2.  Significantly,  for  surgery  of  blood  vessel, 
small  and  large  bowel,  bone  and  joints  and  hip,  115 
units  of  blood  were  provided  to  those  over  65  years  of 
age  compared  with  97  units  used  by  all  other  age 
groups.  Blood  provided  for  those  over  65  for  blood 
vessel  and  bowel  surgery  was  55  percent  of  all  blood 
used;  for  bone  and  joint  surgeiy  excluding  hip  it  was 
52  percent  and  for  hip  surgeiy  it  was  61  percent.  On 
the  other  hand,  for  obstetrical  and  gynecological 
procedures,  those  over  65  required  only  18  percent, 
whereas  60  percent  was  needed  in  the  age  range  of  18 
to  40  years.  For  laparotomy  and  abdominal  surgery,  27 
percent  of  blood  was  required  for  those  over  65  while 
those  18  to  40  years  received  40  percent  and  those 
between  40  and  65  years  received  33  percent. 

Analysis  by  Blood  Group:  Blood  groups  were  avail- 
able on  3,370  patients.  The  distribution  is  shown  in 
Figure  3. 

Procedures  Not  Requiring  Blood:  For  390  patients, 
a type-and-screen  (T&S)  was  performed  for  119  pro- 
cedures in  addition  to  those  included  in  the  study; 
none  used  blood.  These  procedures  involved  surgery  on 
nerves,  endocrine  organs,  eyes,  ears,  nose,  mouth, 
biopsies  of  bronchus  and  lung,  lymph  nodes,  pancreas, 
stomach,  varicose  veins,  hernias,  biopsy  of  prostate, 
cervix,  bone  arthroscopy,  and  various  diagnostic 
procedures.  The  majority  were  seen  as  minor  proce- 
dures for  which  T&S  was  unnecessary.  An  additional 
635  patients  neither  had  crossmatch  nor  T&S.  They 
underwent  various  minor  invasive  and  diagnostic  and 
surgical  procedures. 

DISCUSSION 

The  crossmatch/transfusion  (C/T)  ratio  is  con- 
sidered  to  be  a standard  method  to  determine  the  ratio 
of  units  crossmatched  to  those  transfused.1 

Our  study  showed  that  6,129  units  were  cross- 
matched  and  2,014  transfused,  with  a C/T  ratio  of  3.0. 
Boral  and  Heniy  consider  a C/T  ratio  of  approximately 
2.5  to  be  ideal  for  a hospital  with  a full  range  of  clinical 
services.3  The  ratio  of  3.0  suggests  that  there  may  have 
been  areas  and  procedures  for  which  excessive  preop- 
erative ordering  of  blood  took  place,  or  that  the  patient 
population  may  have  had  coexisting  transfusion 
needs.  Closer  analysis  of  procedures  shows  that  the 
C/T  ratio  (Table  2)  tends  to  be  larger  in  procedures 
which  qualify  for  a T&S  only,  such  as  cholecystectomy, 
bladder  surgery,  and  dilatation  and  curettage;  these 
procedures  rarely  require  a transfusion.  Analysis  of 
mean  unit  use  (mean  units  transfused)  to  all  patients 
is  given  in  Table  2.  The  largest  number  of  mean  units 
used  per  procedure  is  shown  in  descending  order:  i 
aortic  aneuiysm,  replacement  of  heart  valve,  cystec-  J 
tomy,  operation  of  chest  wall,  pleura  and  mediastinum, 
abdominal  lesion  excision,  radical  excision  of  lymph 
nodes,  hip  arthroplasty,  spinal  fusion,  and  cardio- 
pulmonary bypass. 
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These  calculations  selectively  highlight  the  pro- 
cedures having  a high  probability  that  blood  will  be 
used.  A T&S  and  a Surgical  Blood  Order  Guideline 
make  possible  the  streamlining  of  hospital  and  labora- 
tory costs,  decrease  clerical  and  identification  errors, 
bring  about  a diminution  in  crossmatched  units,  and 
result  in  an  efficient  system  of  blood  utilization.45 

From  available  data,  guidelines  involving  132  pro- 
cedures were  developed;  for  example,  dilatation  and 
curettage,  T&S  only;  cardiopulmonary  bypass,  5 to  8 
units;  and  total  hip  replacement,  3 units.  Blood  needs 
by  sex  indicated  that  more  of  the  crossmatched  and 
transfused  patients  were  female.  Patients  over  65 
needed  more  blood  that  all  other  age  groups.  A majority 
of  those  transfused  were  O Positive,  followed  by  A 
Positive.  This  pattern  is  similar  to  the  distribution  of 
blood  types  in  the  area’s  donor  population.  Type  of 
blood  units  transfused  to  specific  patients  was  not 
available.  Hence,  it  could  not  be  established  whether 
there  was  any  substitution  of  O blood  for  patients 
requiring  other  blood  groups.  Our  findings  on  blood 
use  by  age  and  sex  were  consistent  with  those  found 
in  national  and  other  studies  with  minor  excep- 
tions.67 

CONCLUSION 

The  crossmatch  to  transfusion  ratio  (C/T)  is  widely 
used  as  a statistical  indicator  for  monitoring  trans- 
fusion practice.  The  C/T  ratio  was  found  to  be  over  3.5 
for  a number  of  common  surgical  procedures.  For 
spinal  canal  decompression,  peripheral  vascular  by- 
pass, cholecystectomy,  transurethral  cystoscopy,  ovary 
excision,  foot  amputation,  and  simple  mastectomy  it 
was  in  the  range  of  6 to  8.  For  dilatation  and  curettage 
it  was  1 1;  for  cesarean  section  it  was  13,  and  for  vag- 


inal hysterectomy  it  was  14.  Thus  for  vaginal  hys- 
terectomy, 1 unit  was  used  for  every  14  ordered. 

Hospital  transfusion  committees,  surgical  depart- 
ments, and  transfusion  services  need  to  review  current 
blood  ordering  practices  so  as  to  improve  blood  utiliza- 
tion where  indicated.  The  appropriate  use  of  blood 
products,  which  has  taken  on  an  increasing  impor- 
tance with  the  issue  of  disease  transmission  and  cost 
containment,  will  enhance  the  availability  of  a limited 
resource — the  community  blood  supply. 
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BLOOD  UTILIZATION  BY  MAJOR  CATEGORIES 

TABLE  1 

Category 

Total 

Transfused 

Patients 

Percentage 

Transfused 

Patients 

Total 

Transfused 

Units 

Percentage 

Transfused 

Units 

Bone  and  joints,  including  hip 

133 

22 

296 

20 

Female  genital  organs 

61 

10 

145 

10 

Cardiac 

57 

9 

110 

7 

Laparotomy  and  abdominal  surgery 

52 

9 

209 

14 

Small  and  large  bowel 

49 

8 

106 

7 

Blood  vessel  surgery 

42 

7 

101 

7 

Graft  and  debridement  skin  and  tissues 

37 

6 

108 

7 

Respiratory 

30 

5 

109 

7 

Kidney  and  bladder  surgery 

29 

5 

63 

4 

Neurosurgery 

24 

4 

43 

3 

Prostate  and  male  genital  organs 

19 

3 

40 

3 

Esophagus  and  stomach 

16 

3 

51 

3 

Breast 

13 

2 

22 

1 

Amputation  of  limb 

10 

2 

13 

1 
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COMPARISON  BETWEEN  CROSSMATCH/ 
TRANSFUSION  RATIO,  MEAN  UNIT  USE 

TABLE  2 

Crossmatch/ 

Mean 

Percentage  of 

Transfusion 

Unit 

Patients 

Procedure 

Ratio 

Use 

Crossmatched 

Aortic  aneuiysm 

2 

5 

100 

Replacement  of  valve 

3 

4 

100 

Cystectomy 

1 

3 

100 

Lymph  node,  radical  excision 

2 

2 

93 

Arthroplasty  of  hip 

2 

2 

100 

Abdominal  lesion  excision 

1 

2 

47 

Chest  wall,  pleura,  and  mediastinum 

2 

2 

84 

Spinal  fusion 

2 

2 

100 

Cardiopulmonary  bypass 

2 

2 

100 

Total  hip  replacement 

2 

1 

98 

Abdominal  hysterectomy,  total 

5 

0 

77 

Skull,  brain,  and  meninges 

9 

0 

88 

Blood  vessel  occlusion 

11 

0 

95 

Hysterectomy  vaginal 

14 

0 

84 

Cholecytectomy 

8 

0 

51 

Bladder 

7 

0 

17 

Dilatation  and  curettage 

10 

0 

16 

BLOOD  USAGE  BY  SEX 
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Surgery  Surgery  Surgery  Surgery 
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Surgery 
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Figure  1— Blood  usage  by  sex. 
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BLOOD  USAGE  BY  AGE 


Total  Units  Patients  Units  Patients 

Patients  Crossmatched  Crossmatched  Transfused  Transfused 


Patients  and  Units:  Crossmatched  and  Transfused 


m ’m 

0-18  Years 

Figure  2— Blood  usage  by  age. 
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BLOOD  USAGE  BY  TYPE 
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Figure  3— Blood  usage  by  type. 
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Consider  the 
causative  organisms... 


cefaclor 


250-mg  Pulvules  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  the  package  literature  for  prescribing 
information 

Indications  and  Usage:  Ceclor " (cefaclor,  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae ).  Haemoph 
ilus  influenzae,  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS,  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS,  INCLUDING  ANAPHYLAXIS. 
TO  BOTH  DRUG  CLASSES 

Antibiotics,  including  Ceclor,  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides,  semisynthetic 
penicillins,  and  cephalosporins);  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation. 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - If  an  allergic  reaction  to 
Ceclor'  (cefaclor,  Lilly)  occurs,  the  drug  should  be  discontinued, 
and,  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g , pressor  amines,  antihistamines,  or  corticosteroids 

Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs'  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs'  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended. 

As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
for  glucose  in  the  urine  may  occur.  This  has  been  observed  with 
Benedict's  and  Fehling's  solutions  and  also  with  Clinitest’ 
tablets  but  not  with  Tes-Tape"  (Glucose  Enzymatic  Test  Strip, 
USP,  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor  " (cefaclor,  Lilly).  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 

Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother’s  milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0.18.  0.20,  0.21,  and  0 16  mcg/ml  at  two, 
three,  four,  and  five  hours  respectively.  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is* administered  to  a 
nursing  woman. 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2.5  percent  of 
patients  and  include  diarrhea  (1  in  70). 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment.  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  15 
percent  of  patients  and  include  morbiliform  eruptions  (1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and,  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor.  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in' 
clinical  laboratory  test  results  have  been  reported  Although  thi 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as  i 
alerting  information  for  the  physician 

Hepatic  - Slight  elevations  in  SGOT,  SGPT,  or  alkaline 
phosphatase  values  (1  in  40). 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal-  Slight  elevations  in  BUN  or  serum  creatinine  (less  the' 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 

(061782F 


Note  Ceclor"  (cefaclor,  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylax 
of  rheumatic  fever  See  prescribing  information 
©1984,  ELI  LILLY  AND  COMPANY 


Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company. 

Indianapolis.  Indiana  46285 

Eli  Lilly  Industries.  Inc 

Carolina.  Puerto  Rico  00630 


NEW  JERSEY  MEDICINE 

i 


256 


Blood  Usage  in  the  Elderly 


Mercy  Kuriyan.  m.d.,  Norman  Boggs,  Bernard  Ehrenberg,  m.d., 

Kamil  Gal,  m.d.,  Manuel  Ortiz,  m.d.,  Felipe  Querimit,  m.d.,  new  Brunswick* 


Dramatic  increases  in  the  number  of  persons  over  age  65  in 
New  Jersey  create  the  need  for  change  in  the  collection  and 
utilization  of  blood.  The  elderly  are  significantly  greater  users  of 
blood  than  the  general  population. 


A significant  demographic  trend 
affecting  American  society  is  the 
aging  of  its  population.  The 
number  of  elderly  persons  has  grown  and,  for  the  next 
50  years,  will  continue  to  grow  more  rapidly  than  the 
population  as  a whole.  A greater  proportion  of  the  aged 
population  is  surviving  into  extreme  old  age.  In  New 
Jersey,  hospitalization  of  the  elderly  is  increasing  at  an 
annual  rate  of  4.8  percent.1  In  1984,  28  percent  of 
patients  admitted  to  New  Jersey  hospitals  were  in- 
sured by  Medicare.  They  represented  47  percent  of 
patient  days  and  43  percent  of  gross  hospital  revenue.2 
Hospital  services  are  the  largest  personal  health  care 
expenditures  for  those  65  and  over.3  Expanded  re- 
search into  the  medical  needs  of  the  elderly  is  ad- 
vocated to  meet  these  changes.4  Blood  banking  and  the 
therapeutic  uses  of  blood  are  an  important  aspect  of 
these  needs,  especially  in  a state  where  the  percentage 
of  those  over  65,  compared  to  the  population  as  a 
whole,  is  the  second  largest  in  the  nation.5 

BLOOD  BANK  CONCERNS 

An  aging  population  presents  blood  banks  with 
three  major  problems: 

1.  As  the  proportion  of  the  aged  to  the  total  popu- 
lation increases,  the  base  of  eligible  blood  donors  be- 
comes smaller.  For  a variety  of  reasons  such  as  donor 
safety,  senior  citizens  historically  have  been  dis- 


couraged from  participating  in  the  blood  donation  pro- 
cess.6 Currently,  approximately  2 to  5 percent  of  the 
population  participates  in  donating  blood.  Seasonal 
shortages  continue  to  exist  in  various  states  including 
New  Jersey.  A gradual  loss  of  the  existing  donor  base 
due  to  aging  of  the  population  can  impact  on  available 
blood  supplies. 

2.  As  blood  needs  increase  for  the  elderly,  many  of 
whom  have  neither  family  nor  close  associates  to 
donate  on  their  behalf,  reliance  on  the  altruistic  donor 
and  promotion  of  the  community  philosophy  of  donor 
recruitment  becomes  increasingly  important.7 

3.  A higher  percentage  of  the  elderly  receive  blood 
transfusions  than  any  other  segment  of  the  popu- 
lation.8 It  has  become  apparent  that  the  elderly  na- 
tionwide are  becoming  major  users  of  donated  blood. 

IMPACT  ON  BLOOD  COLLECTIONS 

Many  states  have  regulations  requiring  that  individ- 
uals above  the  age  of  65  not  participate  as  blood 

*Dr.  Kuriyan  is  Director,  American  Red  Cross/New  Jersey 
Blood  Services.  Mr.  Boggs  is  the  Hospital  Representative. 
American  Red  Cross/New  Jersey  Blood  Services.  Dr.  Ehren- 
berg is  Blood  Bank  Director,  Elizabeth  General  Hospital,  Dr. 
Gal  is  Blood  Bank  Director,  Newark  Beth  Israel  Medical  Cen- 
ter. Dr.  Ortiz  is  Blood  Bank  Director,  Hamilton  Hospital.  Dr. 
Querimit  is  Blood  Bank  Director,  St.  Clare's  Hospital.  Cor- 
respondence may  be  addressed  to  Dr.  Kuriyan,  New  Jersey 
Blood  Services,  167  New  Street  New  Brunswick,  NJ  08901. 


VOL.  84— NUMBER  4— APRIL  1987 


257 


TABLE  1 

Blood  Utilization  Patterns  by  Age: 

Crossmatch/Transjusion  Patterns 

• jl 

Percent 

Percent 

Percent 

Mean 

Units 

Crossmatched* 

Transfused* 

Transfused* 

Tranfused* 

Procedure 

<65 

>65 

<65 

>65 

<65 

>65 

<65 

>65 

Craniotomy 

88 

100 

35 

0 

100.0 

0.0 

3 

0 

Decompression  Spinal  Canal 

79 

83 

10 

33 

78.0 

22.0 

3 

2 

Lobectomy  of  Lung 

90 

100 

40 

50 

80.0 

20.0 

3 

1 

Incision  of  Chest 

75 

86 

25 

29 

60.0 

40.0 

19 

1 

Valve  Replacement  and 

C/P  Bypass 

100 

100 

94 

85 

63.5 

36.5 

3 

4 

Excision  Aortic  Aneurysm 

100 

100 

100 

100 

15.0 

85.0 

10 

6 

Peripheral  Vascular  Shunt/Bypass 

71 

89 

19 

30 

33.5 

66.5 

2 

2 

Radical  Excision  Cervical  Nodes 

100 

100 

71 

100 

83.5 

16.5 

3 

1 

Partial  Gastrectomy  with  Bypass 

100 

100 

38 

100 

60.0 

40.0 

2 

9 

Colectomy 

89 

84 

30 

38 

40.0 

60.0 

2 

2 

Abdominal  Resection  of  Rectum 

100 

100 

100 

67 

30.0 

70.0 

2 

1 

Total  Cholecystectomy 

52 

62 

5 

8 

66.5 

33.5 

2 

2 

Exploratory  Laparotomy 

73 

92 

24 

46 

75.0 

25.0 

4 

4 

Nephroureterectomy 

100 

100 

38 

50 

50.0 

50.0 

2 

4 

Prostatectomy 

49 

63 

4 

10 

23.5 

76.5 

2 

2 

Total  Abdominal  Hysterectomy 

75 

68 

16 

11 

93.5 

6.5 

2 

5 

Reinsertion  of  Internal  Fixation 

Device 

100 

96 

50 

46 

15.5 

84.5 

2 

2 

Open  Reduction  and  Internal 

Fixation 

42 

89 

16 

41 

31.5 

68.5 

3 

2 

Spinal  Fusion 

100 

100 

80 

0 

100.0 

0.0 

3 

0 

Total  Hip  Replacement 

100 

95 

63 

58 

42.5 

57.5 

2 

2 

Arthroplasty  of  Hip 

100 

100 

50 

88 

22.5 

77.5 

3 

2 

Debridement  of  Wound 

77 

8 

60 

0 

100.0 

0.0 

4 

0 

*In  this  age  group. 

+In  this  age  group  of  total  transfused  in 

all  ages. 

•Number  of  units  transfused/number  of  patients  transfused. 

donors  or  do  so  only  on  the  approval  of 

a physician. 

comprised  0.40  percent  of  blood  donations  to  Ameri- 

The  consequence  of  these  regulations  is 

that  people 

can 

Red  Cross/New  Jersey  Blood  Services  in 

1985.  Thisi 

above  the  age  of  65  usually  are  lost  to  the  donor  base 

was 

approximately  one 

and  a half  times  more  than  the 

and  are  cut  off  from  assuming  a social  responsibility 
which  many  previously  discharged  with  enthusiasm. 
About  8 in  10  persons  65  and  over  now  describe  their 
health  as  good  or  excellent  compared  with  that  of 
others  of  their  own  age.9  New  donor  sources  will  be- 
come necessary  to  meqt  the  increasing  blood  needs  of 
an  aging  population  and  to  maintain  the  blood  supply 
for  all  citizens.  An  eligible  healthy  donor,  over  the  age 
of  65,  often  is  willing  and  eager  to  participate  in  a blood 
drive  if  asked.  Such  participation  can  prevent  erosion 
of  the  donor  base  due  to  age  disqualification. 

Regulations  of  the  New  Jersey  State  Department  of 
Health,  Chapter  X,  on  processing,  storage,  and  dis- 
tribution of  blood  (revised  June  1984)  deletes  the  re- 
quirement that  blood  banks  may  accept  only  blood 
from  donors  who  have  not  yet  had  their  66th  birth- 
day.10 Instead,  current  state  regulations  permit  such 
individuals  to  donate  with  the  blood  bank  physician’s 
permission,  if  they  meet  other  donor  criteria 

In  1985,  American  Red  Cross/New  Jersey  Blood  Ser- 
vices, in  accordance  with  the  revised  state  regulations, 
permitted  senior  citizens  in  good  health,  to  donate  on 
all  bloodmobiles.  The  donations  by  senior  citizens 


donations  by  senior  citizens  in  the  New  York  metro 
politan  area  during  a comparable  period  of  time.11  Ac- 
tive involvement  of  the  healthy  elderly  in  the  blood 
donation  process  should  help  to  minimize  persistent 
blood  shortages,  which  may  otherwise  occur  in  the 
next  decade. 

THE  AGED  AND  THE  INCENTIVE  TO  GIVE  BLOOD 

Since  the  publication  of  The  Gift  Relationship  by  the 
late  English  sociologist  Richard  Titmus,12  there  has 
been  an  ongoing  debate  on  the  propriety  of  attaching 
a penalty  fee,  nonreplacement  fee,  or  other  like  charge 
onto  a unit  of  blood  freely  donated.  The  value  of  using 
a philosophy  of  individual  responsibility  where  friends 
and  family  are  called  upon  to  maintain  the  availablej 
blood  supply  has  been  questioned  and  studied.13  The 
American  Red  Cross  (ARC),  which  collects  and!! 
furnishes  half  the  nation’s  blood  supply,  has  expressed 
a more  definite  viewpoint  especially  as  regards  the! 
aged.  They  maintain  the  nonreplacement  fee  does  not 
motivate  people  to  donate  blood,  it  merely  penalizes 
blood  recipients  such  as  the  aged  and  those  who  can- 
not give  blood  for  themselves  or  arrange  for  donations 
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TABLE  2 


Surgical  Blood  Utilization  by  Age: 
Summary  of  Blood  Transfusion  Experience 


Age  Category 

0-65  Years 
Number  Percent 

Over 

Number 

65  Years 

Percent 

Statistical 

Values 

Total  Patients 

861 

65 

465 

35 

Crossmatched  Patients 

658 

63 

383 

37 

Transfused  Patients 

295 

61 

191 

39 

Units  Crossmatched 

2224 

62 

1365 

38 

Units  Transfused 

925 

60 

625 

40 

Probability  of  Crossmatched* 

44 

50 

P > 0.05 

Patients  Crossmatehed+ 

76 

82 

P = 0.009 

Patients  Tranfused* 
Mean  Units  Transfused 

3.1 

34 

3.2 

41 

P = 0.007 

Mean  Unit  Use 

1 

1.3 

C/T  Ratio 

2.4 

2.1 

‘Percentage  probability  of  using  crossmatched  blood. 

+ Percentage  of  patients  crossmatched/all  patients  in  same  age  group. 
•Percentage  of  patients  transfused/all  patients  in  same  age  group. 


on  their  behalf.14  In  1981,  the  American  Association 
of  Retired  Persons  and  the  ARC  published  a statement 
of  understanding  calling  for  the  strengthening  of  the 
voluntary  donor  system  especially  where  the  aged  are 
concerned.15 

Medicare  covers  all  blood  costs  except  for  non- 
replacement or  penalty  fees  for  the  first  three  units.  In 
New  Jersey,  this  Medicare  policy  is  moot  in  many  areas, 
since  hospitals  in  12  of  the  21  New  Jersey  counties  do 
not  charge  the  penalty  fees.  In  the  other  9 counties 
many  hospitals  do  make  such  charges;  most  hospitals 
accept  credits  if  available,  to  cancel  out  these  fees. 

THE  ELDERLY  AS  MAJOR  BLOOD  USERS 

A study  of  blood  utilization  in  surgical  procedures 
in  1 1 New  Jersey  hospitals  was  undertaken  by  the 
Medical  Advisory  Council  of  American  Red  Cross/New 
Jersey  Blood  Service.16  As  part  of  this  study,  data  were 
collected  regarding  surgical  blood  use  according  to  age 
of  patient,  and  type  of  procedure  performed.  Blood  use 
in  patients  over  65  years  was  compared  to  the  blood 
demands  of  the  total  population  studied. 

The  study’s  patient  population  numbered  4,838  of 
whom  1,008  or  21  percent  were  over  65;  the  rest  being 
from  newborn  to  65  years.  Prior  to  surgery,  34  percent 
of  the  total  patient  population  studied  had  blood 
crossmatched  and  reserved  for  their  use.  Of  the  pa- 
tients who  were  crossmatched,  31  percent  were  over 
65  years.  A total  of  4,533  units  were  crossmatched:  of 
these,  32  percent  of  the  units  were  crossmatched  for 
the  over  65  segment. 

Among  the  study  population,  492  patients  actually 
were  transfused;  of  these,  37  percent  were  over  65.  The 
number  of  units  used  was  1,333,  units;  of  these,  36 
percent  of  the  units  were  used  by  those  over  65. 16 
Certain  surgical  procedures  were  selected  for  an  in- 
depth  analysis.  The  22  leading  surgical  procedures 
with  the  largest  blood  usage  were  studied  by  age  cat- 
egory. A total  of  1,326  patients  were  followed  in  these 
22  procedures  (Table  1).  Significant  factors  emerged: 


861  of  these  surgical  patients  were  less  than  65  years 
old  and  465  patients  were  over  65  years;  65  percent 
of  patients  crossmatched  for  the  22  procedures  were 
under  65  years  and  35  percent  were  over  65;  6 1 percent 
of  patients  transfused  were  under  65  and  39  percent 
were  over  65;  60  percent  of  the  units  transfused  were 
to  those  below  65  and  40  percent  were  to  those  over 
65;  for  patients  over  65  years,  82  percent  had  blood 
crossmatched  and  41  percent  had  blood  transfused  as 
compared  to  76  percent  and  34  percent,  respectively, 
among  those  under  65  (Table  2). 

Patients  over  65  thus  showed  a greater  percentage 
who  had  blood  crossmatched  (P  = 0.009)  and  available 
prior  to  surgery.  The  percentage  of  patients  who  re- 
ceived transfusions  among  the  65-year-and-over  age 
range  (P  = 0.007)  was  indeed  higher  than  the  per- 
centage of  patients  transfused  in  the  younger  group 
of  patients  (Table  2).  Blood  use  in  the  major  surgical 
procedures  selected  confirmed  the  more  extensive 
blood  usage  by  those  over  65.  For  hip  surgery,  excision 
of  aortic  aneuiysm,  prostatectomy,  peripheral  vascular 
surgery,  and  colectomy,  those  over  65  years  were  major 
users.  The  demand  for  transfusion  services  was  shown 
to  be  greater  in  the  elderly  if  only  because  of  the  high 
incidence  of  disease  associated  with  blood  trans- 
fusions such  as  bone,  vascular,  cardiac,  and  gastro- 
intestinal disease. 

DISCUSSION 

The  impact  of  the  aging  of  the  population  in  New 
Jersey  is  widespread  in  the  health  care  industiy.  In  the 
blood  collection  and  transfusion  field,  the  aging  popu- 
lation affects  the  availability  of  blood  and  products  and 
the  use  of  these  products.  Senior  citizens  tend  to 
donate  less  blood  due  to  medical,  social,  and  legislative 
influences  and  to  use  more  blood  and  products  than 
the  general  population,  particularly  for  those  con- 
ditions which  are  associated  with  aging. 

A trend  of  decreased  blood  donations  and  increased 
blood  usage  is  expected  to  accelerate  with  the  projected 
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increase  in  the  over-65  population.  Physicians  can 
help  combat  such  a trend  first  by  encouraging  senior 
citizens  in  good  health  to  donate  blood  both  for  them- 
selves as  an  autologous  donation  prior  to  elective  sur- 
gery and  to  continue  as  donors  to  the  community 
blood  supply  as  long  as  they  are  able. 

The  frail  elderly  who  are  most  in  need  of  blood  and 
the  senior  citizen  with  no  family  or  friends  and  poor 
economic  resources  will  become  increasingly  depen- 
dent on  the  voluntary  donor.  In  New  Jersey  where  the 
blood  supply  is  derived  entirely  from  voluntary  donors, 
the  question  of  donor  motivation  is  of  special  impor- 
tance. It  is  fortunate  that  most  studies  show  that 
altruism  is  the  leading  incentive  for  blood  dona- 
tions.1718 A public  awareness  of  this  geriatric  im- 
perative is  of  paramount  importance  when  planning 
for  the  future. 
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Ib  show  you  how  many 
hypertensives  stayed  on 

INDERAE  LA 

[PROPRANOLOL  HCl) 

after  a major  nationwide  trial... 


I 


msmm 


60,073 patients  (90%)  who  started  on 

INDERAL  LA  stayed  on  INDERAL  LA1. 


Surprising?  Not  really. 

Because  most  patients  on  INDERAL  LA  (propranolol  HC1)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients2  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 

Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 

The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours. 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 

36%  were  controlled  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 

For  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 

Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  and  compliance 
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Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma. 

‘After  a 30-day  trial  with  INDERAL  LA,  physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA. 


The  one  you  know  best 
keeps  looking  better 

Please  see  next  page  for  brief  summary  of  prescribing  information. 


The  one  you  know  best  keeps  looking  better 
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BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR.) 
INDERAL  ‘ LA  brand  ol  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  ot  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg,  120  mg,  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor  block- 
ing agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  competes  with 
beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites  When  access  lo 
beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodilator  re- 
sponses to  beta  adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80.  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for 
the  capsules  are  approximately  60%  to  65%  ot  the  AUCs  for  a comparable  divided  daily  dose 
of  INDERAL  tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however,  such  as 
hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of  conventional 
INDERAL  as  assessed  by  24-hour  eftects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rate,  systolic  pressure  and  rate  pressure  product,  INDERAL  LA  can  provide 
effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established.  Among 
the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1)  decreased 
cardiac  output,  (2)  inhibition  of  renin  release  by  ihe  kidneys,  and  (3)  diminution  of  tonic 
sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain.  Although  total  peripheral 
resistance  may  increase  initially,  it  read|usts  to  or  below  the  pretreatment  level  with  chronic  use. 
Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has  been 
shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the  treatment 
of  hypertensive  patients. 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at  any 
given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate,  systolic 
blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction.  Propranolol  may  in- 
crease oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic  pressure 
and  systolic  ejection  period  The  net  physiologic  effect  of  beta-adrenergic  blockade  is  usually 
advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and  increased  work 
capacity 

In  dosages  greater  than  required  for  beta  blockade,  INDERAL  also  exerts  a qumidine-like  or 
anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential.  The  significance  of 
the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain. 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established.  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain 

Beta  receptor  blockade  can  be  useful  in 
conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  det- 
rimental to  the  patient.  But  there  are  also  situa- 
tions in  which  sympathetic  stimulation  is  vital. 

For  example,  in  patients  with  severely  dam- 
aged hearts,  adequate  ventricular  function  is 
maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved.  In  the  presence  of 
AV  block,  greater  than  first  degree,  beta  block- 
ade may  prevent  the  necessary  facilitating  ef- 
fect of  sympathetic  activity  on  conduction  Beta 
blockade  results  in  bronchial  constriction  by 
interfering  with  adrenergic  bronchodilator  ac- 
tivity which  should  be  preserved  in  patients 
subject  to  bronchospasm. 

Propranolol  is  not  significantly  dialyzable. 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension;  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache. 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope.  INDERAL  LA  also  improves  exercise  performance.  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus 
bradycardia  and  greater  than  first  degree  block,  3)  bronchial  asthma;  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL. 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics. 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible). 


to  ma|or  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of  thrj 
heart  lo  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  ant 
surgical  procedures 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-recep 
tor  agonists  and  its  eftects  can  be  reversed  by  administration  of  such  agents,  eg.,  dobutamint 
or  isoproterenol.  However,  such  patients  may  be  sub|ect  to  protracted  severe  hypotension 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers 
DIABETES  AND  HYPOGLYCEMIA:  Beta-adrenergic  blockade  may  prevent  theappearancr 
of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute; 
hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  t<| 
ad|ust  the  dosage  of  insulin 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism: 
Therefore,  abrupt  withdrawal  ot  propranolol  may  be  followed  by  an  exacerbation  of  symptom!) 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests', 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  beer 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardi: 
requiring  a demand  pacemaker  In  one  case,  this  resulted  after  an  initial  dose  of  5 mr 
propranolol. 


PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impairec 
hepatic  or  renal  function.  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  o 
hypertensive  emergencies 
Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  shoulc 
be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to 
return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 
DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reser 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  ir 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  signifi 
cant  drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  of  the 
dosage  levels.  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  wa: 
attributable  to  the  drug 

Pregnancy:  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in  anima 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should  br 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  wher 
INDERAL  is  administered  to  a nursing  woman 
Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarel) 
required  the  withdrawal  of  therapy. 

Cardiovascular,  bradycardia;  congestive  heart  failure;  intensification  of  AV  block;  hypoten 
sion;  paresthesia  of  hands;  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
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Central  Nervous  System  lightheadedness! 
mental  depression  manifested  by  insomnia 
lassitude,  weakness,  fatigue;  reversible  menta 
depression  progressing  to  catatonia;  visua 
disturbances;  hallucinations;  an  acute  revers 
ible  syndrome  characterized  by  disorientatior 
for  time  and  place,  short-term  memory  loss 
emotional  lability,  slightly  clouded  sensorium 
and  decreased  performance  on  neuropsycho 
metrics. 

Gastrointestinal:  nausea,  vomiting,  epigas 
trie  distress,  abdominal  cramping,  diarrhea 
constipation,  mesenteric  arterial  thrombosis 
ischemic  colitis. 

Allergic  pharyngitis  and  agranulocytosis' 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy.  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice.  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris.  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications. 


erythematous  rash,  fever  combined  with  aching  and  sore  throat,  laryngospasm  and  respirator) 
distress. 

Respiratory:  bronchospasm 

Hematologic:  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  re 
ported 

Miscellaneous  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence 
and  Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving 
the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  no 
been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDERAL: 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic] 
effect  is  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  fa 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  ma\ 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION  — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  me 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily.  In  some  instances  a dosage  of  640 
mg  may  be  required.  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 
ANGINA  PECTORIS  — Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  Lfl 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  anc, 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 
If  treatment  is  to  be  discontinued , reduce  dosage  gradually  over  a period  of  a few  weeks  (see, 
WARNINGS) 

MIGRAINE— Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  L/j 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be] 
increased  gradually  to  achieve  optimum  migraine  prophylaxis.  If  a satisfactory  response  is  no] 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  LA  therapj! 
should  be  discontinued.  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  o: 
several  weeks. 

HYPERTROPHIC  SUBAORTIC  STENOSIS-80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE  — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  aretocj 
limited  to  permit  adequate  directions  for  use 
“The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 


Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS.  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors. 
MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior 
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Positive  Direct  Antihuman  Globulin  Test  in 
Normal  Blood  Donors 

Kumudini  Mehta,  m.d.,  Harry  Taylor,  m.d.,  Bart  Holland,  ph.d.,  east  orange* 


A study  of  blood  donors  revealed  164  healthy  people  who  had 
positive  antihuman  globulin  test  (DAT).  The  cluster  of  positive 
DATs  in  an  industrial  area  demonstrated  in  this  study  may  be 
related  to  environmental  factors. 


The  direct  antihuman  globulin 
test  (DAT)  is  one  of  the  most 
useful  and  universally  applied 
tests  in  blood  banks  and  immunohematology  labora- 
tories for  the  detection  of  auto-antibodies  to  red  blood 
cells  and  the  differential  diagnosis  of  immune-medi- 
ated  red  cell  destruction.  It  first  was  described  in  1945 
by  Coombs  in  the  diagnosis  of  “incomplete"  Rhesus 
antibodies  in  sera1  In  1957,  Dacie  showed  that  certain 
complement  components  attached  to  the  red  cell  mem- 
brane also  can  be  detected  by  this  test.2  Further  refine- 
ment of  its  use  has  been  catalogued  by  Petz  and  Gar- 
ratty.3  Occasionally,  the  test  is  found  to  be  positive  in 
apparently  healthy  persons  and  this  has  been  the  sub- 
ject of  numerous  papers  speculating  on  the  relevance 
of  this  finding.4  7 

MATERIAL  AND  METHODS 

This  study  was  designed  to  compare  our  data  with 
others  for  the  incidence,  distribution,  and  causes  of 
positive  DATs  reported  in  normal  populations.  A retro- 
spective analysis  of  a total  of  260,376  blood  donors  at 
a major  New  Jersey  blood  center  was  reviewed. 
Statistics  were  obtained  for  four  calendar  years:  1979, 
1981,  1982,  and  1983.  Complete  data  from  1980  were 
not  available  and  were  not  included.  All  donors  were 
apparently  healthy  and  fulfilled  the  criteria  necessary 
for  blood  donation  by  the  American  Association  of 
Blood  Banks.8  None  of  the  blood  specimens  from  these 

VOL.  84— NUMBER  4— APRIL  1987 


donors  had  detectable  alloantibodies  or  other  ab- 
normal, discrepant  serologic  test  results  required  in 
processing  blood  components  intended  for  trans- 
fusion.910 There  were  164  donors  who  had  positive 
DATs.  In  most  instances  these  first  were  identified  by 
transfusion  services  who  performed  the  test  or  who 
found  that  the  donor’s  cells  were  incompatible  with  a 
patient’s  serum  in  the  antihuman  globulin  phase  of 
the  crossmatch.  These  units  were  returned  to  the 
blood  center  and  all  serological  tests  immediately  were 
repeated  on  the  donor  red  cells  in  segments  from  these 
units.  DATs,  as  well  as  antibody  screen  on  sera  and  on 
red  cell  eluates  were  performed  using  polyspecific  anti- 
human globulin,  anti-IgG,  and  anti-C3d  sera  In  all 
cases,  the  positive  DAT  was  reproducible  using  anti- 
IgG  sera  by  the  center’s  reference  laboratory.  The 
eluates  from  these  donor  red  cells  failed  to  demon- 
strate detectable  antibody  activity  or  specificity. 

The  ages  of  this  donor  population,  their  counties  of 
residence,  and  date  of  donation  were  extracted  for 
further  analysis. 


*Dr.  Mehta  is  a Clinical  Instructor,  Department  of  Pathology, 
UMDNJ-New  Jersey  Medical  School,  Newark.  Dr.  Taylor  is 
Medical  Director,  North  Jersey  Blood  Center.  Dr.  Holland  is 
affiliated  with  the  Division  of  Biostatistics  and  Epidemiology, 
Department  of  Preventive  Medicine  and  Community  Health, 
UMDNJ-New  Jersey  Medical  School,  Newark.  Correspondence 
may  be  addressed  to  Dr.  Taylor,  North  Jersey  Blood  Center, 
45  South  Grove  Street,  East  Orange,  NJ  07018. 
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TABLE  1 

Geographic  Occurrence  of  Positive  DATs  per  Year 


County 

1979 

1981 

1982 

1983 

Total 

Essex 

10 

8 

9 

13 

40 

Middlesex 

4 

5 

5 

4 

18 

Union 

8 

8 

6 

13 

35 

Passaic 

1 

3 

3 

4 

11 

Morris 

4 

3 

3 

5 

15 

Hudson 

2 

4 

1 

7 

14 

Somerset 

1 

1 

1 

- 

3 

Other  Counties 

6 

8 

8 

6 

28 

Total 

36 

40 

36 

52 

164 

TABLE  2 

Geographic  Frequency  of  Positive  DATs 

County 

Total  No. 

Total  No. 

Incidence 

Odds  of 

Pos.  DAT 

of  Donors 

in  100,000 

Pos.  DAT 

Essex 

40 

91,099 

43.91 

1:2277 

Middlesex 

18 

30,974 

58.11 

1:1721 

Union 

35 

25,917 

135.05 

1:740 

Passaic 

11 

21,373 

51.46 

1:1943 

Morris 

* 15 

25,202 

59.52 

1:1680 

Hudson 

14 

15,546 

90.06 

1:1110 

Somerset 

3 

8,777 

34.18 

1:2926 

Other  Counties 

28 

41,488 

67.49 

1:1482 

Total 

164 

260,376 

62.99 

1:1588 

RESULTS 

The  frequency  of  positive  DATs  in  this  study  was 
1:1588,  with  the  highest  incidence  in  the  more  indus- 
trialized areas  (Tables  1 and  2).  Advancing  age  plays 
a part  in  the  formation  of  auto-antibodies  as  can  be 
seen  in  the  proportions  of  those  which  are  positive  in 
each  age  group.  A substantial  rise  with  age  is  demon- 
strable in  Figure  1,  and  the  rate  of  positive  DATs  was 
highest  in  the  oldest  age  category.  Oddly,  there  was 
another  rise  among  24-  to  30-year-old  donors.  The 
number  of  positive  DATs  in  that  age  group  was  higher 
than  expected.  A comparison  of  the  number  in  the  24- 
to  30-year-old  group  with  Poisson  expectation  based 
upon  the  31-  to  37-year-old  group  narrowly  misses 
significance  at  the  5 percent  level. 

There  were  variations  in  the  incidence  of  positive 
DATs  by  month  but  no  definite  cyclic  patterns  were 
evident  (Figure  2).  The  annual  number  of  donors  with 
positive  tests  did  not  significantly  differ  during  the 
four  years  included  in  the  study.  Thirteen  of  the  blood 
donors  with  a positive  DAT  in  this  four-year  period  had 
repeat  positive  tests  on  subsequent  or  previous  dona- 
tions. The  repeat  tests  were  not  counted  in  the 
statistical  analysis. 

Incidence  rates  varied  widely  from  location  to  lo- 
cation. The  range  was  from  a low  of  34  per  100,000 
in  Somerset  County  to  a high  of  135  per  100,000  in 
Union  County  with  odds  of  1:2925  to  1:740  respective- 
ly. The  highest  rate  of  positive  DAT  was  observed  in 


one  of  the  most  industrialized  counties  and  was  j 
statistically  significantly  different  from  the  average 1 
rate  in  the  remaining  counties  (P<0.01)  according  to  j 
Poisson  expectation.  No  other  comparison  of  county1 
rates  with  remaining  overall  average  rates  was 
statistically  significant.  Figure  3 shows  a comparison 
of  positive  DAT  rates  by  county. 

DISCUSSION 

There  are  a variety  of  genetic  and  environmental 
immunologic  differences  from  one  person  to  another. 
These  may  be  demonstrated  in  test  systems  as  a vari- 
ance of  normal  or  as  overt  expression  of  disease. i 
Usually,  individuals  do  not  respond  against  most  of 
their  own  constituents  except  in  disease  processes. 
The  theoiy  of  self-tolerance  has  been  attributed  to  nu- 
merous mechanisms.  In  more  recent  models,  the  con- 
trol of  immune  responses  seems  to  involve  a complex 
system  of  idiotypes  which  regulates  normal  function 
as  well  as  pathologic  changes  that  result  in  disease. 

A number  of  publications  report  positive  DATs  in 
normal  people  and  these  have  described  a variety  of 
hypotheses  to  explain  this  phenomenon.  Estimates  of 
the  frequency  of  positive  DATs  due  to  IgG  alone  in 
normal  subjects  vary  substantially.  It  has  been  re-: 
ported  from  1 in  6,000  to  1 in  36,000 A7  One  study 
postulated  that  age  was  a major  influence  on  the 
positive  DAT,  i.e.,  decrease  in  immune  functions  with 
advanced  age  results  in  an  increased  incidence  of  auto- 
antibodies.4 Another  hypothesis  implicates  the 
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strength  and  avidity  of  the  quantitative  and  qualitative 
differences  of  auto-antibodies.11  In  our  study,  the  in- 
cidence varied  between  counties  and  was  highest  in 
i Union  County  (1:740).  Additionally,  20  percent  of  the 
donors  with  a DAT  were  young  and  healthy  with  age 
range  between  24  to  31  years,  suggesting  that  factors 
other  than  advancing  age  may  play  a part  in  the  forma- 
tion of  auto-antibody. 

Current  concepts  of  auto-immune  responses  have 
changed.  They  are  not  as  rare  as  once  thought  and  not 
all  auto-immune  responses  are  forbidden  or  harmful.12 
Certain  forms  of  auto  immune  responses,  such  as  rec- 
ognition of  cell  surface  antigen  encoded  by  the  major 
histocompatibility  complex  and  of  anti-idiotypic 
responses  against  self-idiotypes,  unlike  the  “horror 
autotoxieus"  of  Ehrlich,13  appear  to  be  essential  for  the 
diversification  and  the  normal  functioning  of  an  intact 
: immune  system.  Plotz  has  proposed  that  the  web  of 
connections  between  idiotypes,  anti-idiotypes  and  nor- 
mal cellular  components  can  cause  the  development  of 
auto-antibodies  after  viral  infections.14  The  high  rate 
of  positive  DATs  in  an  industrial  area  in  this  study 
may  be  related  to  environmental  factors.  It  is  possible 
that  rabbit  antihuman  globulin  serum  is  detecting  a 
common  determinant  of  auto-anti-idiotypic  antibodies 
specific  for  red  blood  cell  antigens.15  Although  the 
biologic  importance  of  this  observation  remains  uncer- 
tain, the  increased  incidence  of  positive  DATs  in  blood 
donors  from  highly  industrialized  regions  suggests 
that  environmental  antigens  may  stimulate  the  pro- 
duction of  antibodies.  These  then  may  cross-react  with 
red  blood  cell  antigens.  The  cross-reactive  antibodies 
may  represent  an  abnormal  response  to  environmental 
proteins  against  which  the  body  is  making  auto-anti- 
idiotypic  antibodies,  a type  of  response  which  can  be 
seen  in  normal  persons  immunized  with  tetanus  tox- 
oid.16 
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Advances  in  Cancer:  Monoclonal  Antibody 
Therapy  of  Hematologic  Malignancies* 

Kenneth  A.  Foon,  m.d.,  ann  arbor,  Michigan t 


Monoclonal  antibodies  are  highly  purified  and  have  been  infused 
intravenously  as  well  as  used  ex  vivo  to  cleanse  bone  marrow 
from  patients  with  leukemias  and  lymphomas . 


Monoclonal  antibodies  are  veiy 
useful  in  the  classification  of 
leukemia  and  lymphoma1  In  ad- 
dition, there  is  considerable  interest  in  the  utilization 
of  monoclonal  antibodies  for  treatment.2  3 A number  of 
studies  utilizing  monoclonal  antibodies  for  the  treat- 
ment of  leukemia  and  lymphoma  in  animal  tumor 
models4  and  humans5'12  have  been  reported.  These 
studies  have  emphasized  the  pharmacokinetics  of 
monoclonal  antibody  therapy,  toxicity,  biodistribution, 
and  responses  to  these  murine-derived  antibodies 
(Table). 

CLINICAL  RESPONSES 

The  responses  in  patients  with  B-cell  derived 
lymphoma,5  T-cell  chronic  lymphocytic  leukemia,6 
cutaneous  T-cell  lymphoma  (CTCL),79 11  B-cell  chronic 
lymphocytic  leukemia  (B-CLL),8-12  acute  lymphoblastic 
leukemia  (ALL),23  and  acute  myelogenous  leukemia 
(AML)13  treated  with  a variety  of  antibodies  were  very 
transient.  In  most  cases,  there  was  a 50  to  75  percent 
drop  in  the  circulating  leukemia  cell  count,  which  re- 
turned to  the  baseline  level  within  24  to  48  hours 
following  the  antibody  infusion.  The  typical  “saw- 
toothed" pattern  reported  by  numerous  investigators 
is  shown  in  Figure  1 for  a B-CLL  patient  treated  with 
T101.12  Patients  with  cutaneous  T-cell  lymphoma  were 
treated  either  with  the  T101  or  anti-Leu-1  antibodies 
that  recognize  the  same  65,000  to  67,000  dalton 


glycoprotein  antigen.1415  Improvement  in  cutaneous 
lesions  was  demonstrated  in  approximately  half  of 
these  patients;  however,  these  responses  did  not  per- 
sist for  more  than  a few  weeks  beyond  the  cessation 
of  antibody  therapy.  Clearly,  with  the  possible  excep- 
tion of  anti-idiotype  antibodies,16 17  most  unconjugated 
antibodies  will  not  have  an  important  therapeutic  role 
for  patients  with  leukemia  and  lymphoma  These  early 
trials,  however,  have  generated  critical  information  for 
future  trials  with  drugs  and  toxins  conjugated  to 
monoclonal  antibodies. 

IN  VIVO  ANTIBODY  LOCALIZATION  AND 
ANTIGENIC  MODULATION 

Dose-dependent  in  vivo  localization  was  demon- 
strated by  flow  cytometry  on  circulating  bone  marrow, 
lymph  node,  and  cutaneous  tumor  cells  in  all  of  the 
reported  studies.  This  issue  was  investigated  in  depth 
in  our  own  studies  at  the  National  Cancer  Institute 
with  the  T101  murine  IgG2a  antibody. 

We  studied  the  number  of  circulating  leukemia  cells 


‘This  project  has  been  funded  in  part  from  the  Department 
of  Health  and  Human  Services  under  contract  number  NOl- 
CO-12910  with  Program  Resources,  Inc. 

+Dr.  Foon  is  Associate  Director,  Division  of  Hematology/ 
Oncology,  Department  of  Medicine,  University  of  Michigan, 
Ann  Arbor.  Correspondence  may  be  addressed  to  Dr.  Foon, 
Simpson  Memorial  Research  Institute,  102  Observatory,  Ann 
Arbor,  MI  48104. 
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TABLE 

Monoclonal  Antibody  Clinical  Trials  for  Lymphoma  and  Leukemia 

No.  of 


Disease 

Antibody  / Class 

Specificity 

Patients 

Toxicity 

Effect 

Institution 

B-lymphoma 

Ab89/IgG2a 

Lymphoma 

1 

Renal 

(transient) 

Transient  reduction 
in  circulating  cells 

Dana-Farber 

B- lymphoma 

4D6/IgG2a 

Idiotype 

1 

None 

Complete  remission 
36+  months 

Stanford 

B-lymphoma 

IgG,  or  IgG2a 
or  IgG2b 

Idiotype 

10 

Fever,  chills,  nausea, 
dyspnea  rash,  diarrhea 

5 of  10  partial 
remissions 

Stanford 

B-lymphoma 

IgG2a 

Idiotype 

2 

Fever 

Transient  minor 
responses 

Netherlands 

B-CLL 

TlOl/IgG^ 

T65 

13 

Dypsnea  fever 
(101°-102°), 
hypertension 

Transient  reduction 
in  circulating  cells 

NCI 

B-CLL 

TlOl/IgG^ 

T65 

4 

Dyspnea  hypo- 
tension, fever 

Transient  reduction 
in  circulating  cells 

Univ.  Calif. 
San  Diego 

B-CLL 

IgG2b  and 
IgG, 

Idiotype 

1 

Fever,  urticaria 

Transient  reduction 
in  circulating  cells 

NCI 

T-CLL 

L17F12  (anti- 
Leu-lJ/IgGaa 

Leu-1 

1 

Renal,  hepatic 
(transient) 

Transient  reduction 
in  circulating  cells 

Stanford 

CTCL 

L17F12/IgG2a 

Leu-1 

6 

Dyspnea  hives, 
cutaneous  pain 

Minor  remission 
5 of  7 patients 

Stanford 

CTCL 

TlOl/IgG^ 

T65 

4 

Fever,  chills 
malaise,  broncho- 
spasm,  urticaria 

Minor  remissions 

Univ.  Calif. 
San  Diego 

CTCL 

T101/IgG2a 

T65 

12 

Dyspnea  fever, 
(101°-102°F) 

Minor  remission 
in  4 patients 

NCI 

T-ALL 

L17F12/IgG2a 

12E7/IgG, 

4H9/IgG2a 

Leu-1 

T & B cells 

8 

Sporadic 

coagulopathy 

Transient  reduction 
in  circulating  cells 

Stanford 

ALL 

J5/IgG2a 

CALLA 

■ 4 

Fever 

(101°-102°F) 

Transient  reduction 
in  circulating  cells 

Dana-Farber 

AML 

PM/81/lgM 
AME2-23/IgG2b 
PMN  29/IgM 

3 

Urticaria  fevers, 
back  pain, 
arthralgia  myalgia 

Transient  reduction 
in  circulating  cells 

Dartmouth 

that  labeled  in  vivo  with  varying  doses  of  T101.  To 
assess  in  vivo  binding  of  T101  to  circulating  leukemia 
cells,  fluorescein-labeled  goat  antimouse  immuno- 
globulin was  added  in  vitro  directly  to  the  cells  without 
supplying  additional  T101  in  vitro.  In  this  way,  only 
cells  that  bound  with  T101  in  the  circulation  following 
an  intravenous  infusion  of  T101  would  label  as 
positive.  Positive  results  were  obtained  in  all  patients. 
Immediately  following  a 1 mg  infusion  of  T101, 
circulating  cells  demonstrated  up  to  25  percent  stain- 
ing; following  a 10  mg  infusion,  circulating  cells  up  to 
60  percent  were  stained.  From  25  to  80  percent  of 
circulating  cells  were  stained  in  vivo  with  either  rapid 
or  prolonged  infusions  of  50  and  100  mg  of  T101 
antibody. 

Bone  marrow  samples  were  obtained  to  determine 
in  vivo  localization  of  T101  antibody  in  leukemic  bone 
marrow  cells.  As  indicated  in  Figure  2,  bone  marrow 
cells  were  removed  prior  to  infusion,  as  well  as  2 and 
24  hours  following  infusion  of  10  mg  of  T1 01  antibody. 
Prior  to  therapy,  90  percent  of  the  cells  stained  in  vitro 
with  T101.  Eighty-one  percent  of  the  leukemic  bone 
marrow  cells  were  labeled  in  vivo  2 hours  after  infusion 


of  T101,  with  only  10  percent  additional  cells  labeled 
when  excess  T101  was  added  in  vitro.  When  excess 
antibody  was  added  in  vitro  to  the  2-hour  specimen, 
staining  was  less  intense  than  when  excess  antibody 
was  added  to  the  sample  taken  prior  to  therapy  (com- 
pare dotted  lines,  top  and  middle  curves),  indicating 
a decrease  in  T65  antigen  density  most  likely  due  to 
antigenic  modulation.  Twenty-four  hours  after  ther- 
apy, the  bone  marrow  cells  no  longer  had  in  vivo  bound 
T101  on  the  cell  surface  membrane  and  the  cells  had 
fully  recovered  expression  of  the  T65  antigen. 

In  contrast  to  the  results  obtained  following  10  mg 
infusions  over  2 hours,  prolonged  infusions  of  20  to 
100  mg  of  T101  monoclonal  antibody  (1  to  2 mg/hr) 
resulted  in  less  in  vivo  binding  to  the  cell  surface  mem- 
branes of  circulating  and  bone  marrow  cells  for  pa-  ■ 
tients  with  B-CLL  and  CTCL.  By  5 hours  into  the  in- 
fusion, no  greater  than  1 5 percent  of  the  cells  demon- 
strated in  vivo  binding,  and  at  the  end  of  12  hours 
virtually  no  in  vivo  binding  was  observed.  This  was  due 
to  nearly  100  percent  modulation  ofT65  antigen  sec- 
ondary to  this  prolonged  infusion.  Furthermore,  while 
T65  antigen  expression  declined,  the  expression  of  B- 
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cell  antigens  (Bl.BAl)  and  immunoglobulin  remained 
unchanged  in  patients  with  B-CLL  and  other  T-cell 
antigens  such  as  Leu-4  (pan-T)  and  Leu-3  (T-helper) 
remained  unchanged  in  patients  with  CTCL.  It  also 
was  demonstrated  that  modulation  was  caused  by 
rapid  internalization  of  the  T101-T65  antibody-anti- 
gen  complex,  followed  by  release  of  the  antibody  from 
the  cells.18 

THERAPEUTIC  APPLICATIONS  OF  ANTIGENIC 
MODULATION:  IMMUNOCONJUGATES 

Antigenic  modulation  might  be  used  to  therapeutic 
advantage,  particularly  in  a system  in  which  there  is 
rapid  internalization  of  the  antibody  such  as  is  found 
with  T101.  Numerous  investigators  are  evaluating  im- 
munoconjugates  of  monoclonal  antibodies  coupled  to 
toxins,  drugs,  and  radioisotopes  in  animal  models.4 
Data  from  our  own  animal  model  studies  clearly  dem- 
onstrate a far  greater  efficacy  of  antibody  conjugated 
to  toxins  than  unconjugated  free  antibody.1920  Many  of 
these  toxic  substances,  such  as  ricin,  diphtheria  and 
abrin  toxins,  contain  subunits  that  mediate  binding 
to  the  target  cells  and  independent  subunits  respon- 
sible for  the  toxic  mechanism.  In  most  cases,  only  the 
toxic  subunit  is  coupled  to  the  monoclonal  antibody, 
and  binding  to  the  target  cell  is  mediated  through 
specific  interaction  of  antibody  to  the  appropriate  anti- 
gen. In  this  situation,  the  ability  of  an  antibody  to 
induce  antigenic  modulation  and  internalization  of 
the  antibody-antigen  complex  may  facilitate  access  of 
the  drug  or  other  toxic  substance  to  its  site  of  action 
within  the  cell  and,  therefore,  augment  the  effective- 
ness of  immunoconjugate  therapy.  The  data  presented 
in  this  study  indicate  that  modulation  of  the  T65  anti- 
gen is  accompanied  by  internalization  of  antigen-anti- 
body  complexes  and  suggest  that  treatment  of  B-CLL 
and  CTCL  cells  with  T101  immunoconjugates  under 
conditions  that  bring  about  rapid  and  extensive  mod- 
ulation of  the  T65  antigen  may  provide  an  effective 
means  of  therapy. 

TOXICITY  WITH  UNCONJUGATED  ANTIBODIES 

The  only  major  predictable  complication  witnessed 
in  the  NCI  clinical  trial  with  T101  was  shortness  of 
breath  and  chest  tightness  either  during  or  immedi- 
ately following  the  2-hour  infusion  of  T101  at  dosages 
of  50  mg  or  greater.9 12  Similar  toxicity  was  reported  by 
Dillman  and  coworkers  also  with  the  T101  anti- 
body811 and  with  anti-idiotype  antibody  therapy  in  pa- 
tients with  circulating  lymphoma  cells.17  While  this 
toxicity  was  transient  and  had  no  residual  side  effects, 
patients  were  extremely  uncomfortable,  and  we  were 
forced  to  stop  therapy  in  all  of  the  patients  who  ex- 
perienced dyspnea  Chest  x-rays  and  lung  scans  were 
normal  in  all  of  the  patients  except  one  whose  lung 
scan  showed  a perfusion  abnormality  and  another 
whose  chest  x-ray  showed  a pulmonary  infiltrate. 
These  abnormal  findings  resolved  within  one  to  two 
weeks.  We,  therefore,  hypothesized  that  the  rapid  in- 
fusion of  large  quantities  of  monoclonal  antibody, 
bound  to  circulating  leukemia  cells  and/or  normal  T 
lymphocytes,  led  to  leukoagglutination  with  the  ag- 
glutinated cells  then  removed  in  the  pulmonary  micro- 
circulation,  causing  pulmonary  emboli  and  infarc- 
tions. There  was  no  evidence  that  this  pulmonary  tox- 
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Figure  1 — Response  of  circulating  leukemia  cells  to  infusion 
of  T101.  Arrows  represent  infusion  of  50  mg  of  antibody.  The 
solid  line  represents  the  absolute  number  of  white  blood  cells 
(WBC)  per  microliter. 

icity  was  caused  by  an  anaphylactic  reaction,  as  there 
was  no  response  to  epinephrine  and  measurable  IgE 
levels  were  not  demonstrated.  Furthermore,  some  pa- 
tients subsequently  were  treated  with  prolonged  in- 
fusions of  the  same  antibody  without  recurrence  of 
these  symptoms.  Patients  treated  with  rapid  infusions 
(1  to  2 hours)  of  much  greater  dosages  of  the  9.2.27 
antimelanoma  monoclonal  antibody  (500  mg),  which 
does  not  bind  to  any  circulating  cells,  never  developed 
this  toxicity.  We  have  eliminated  completely  this  tox- 
icity with  T101  by  infusing  the  antibody  at  rates  of  1 
to  2 mg/hr. 

Rare  patients  have  developed  hypotension  and 
tachycardia  following  the  infusion  of  murine  mono- 
clonal antibody.812  This  complication  most  likely  was 
anaphylactic  and  responded  to  administration  of  fluid 
and  epinephrine.  Therapy  was  stopped  in  all  of  the 
patients  who  developed  this  complication.  Urticaria 
also  a reaction  usually  associated  with  anaphylactic 
immediate  hypersensitivity,  was  quite  common  and 
rapidly  responded  to  antihistamines.  Patients  develop- 
ing urticaria  were  pretreated  with  antihistamines 
prior  to  subsequent  treatment.  Fever,  chills,  flushing, 
nausea  and  vomiting  have  been  reported  but  generally 
have  been  minor  problems.  Occasional  patients  have 
developed  a transient  reduction  in  their  creatinine 
clearance  and  an  elevation  of  their  liver  enzymes,  prob- 
ably due  to  immune  complexes  between  the  murine 
monoclonal  antibody  and  circulating  free  antigen.56 

ANTI-IDIOTYPE  MONOCLONAL  ANTIBODY 

Another  approach  to  the  use  of  monoclonal  antibody 
therapy  is  the  use  of  anti-idiotype  monoclonal  anti- 
bodies. Immunoglobulin  molecules  have  a unique  re- 
gion in  their  variable  portion,  termed  the  “idiotype.” 
The  idiotype  for  every  immunoglobulin  molecule  is  dif- 
ferent. Since  B-cell  diseases  are  clonal,  each  tumor  cell 
expresses  the  same  immunoglobulin  molecule;  there- 
fore, the  idiotype  theoretically  is  identical  on  every 
tumor  cell.  In  this  unique  situation,  the  idiotype  there- 
fore is  a tumor-specific  antigen. 

A group  of  investigators  from  Stanford  developed  a 
monoclonal  antibody  to  the  idiotypic  detenninant 
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Figure  2 — In  vivo  labeling  of  bone  marrow  cells  with  T101 
antibody.  Bone  marrow  cells  were  taken  from  the  same  pa- 
tient before  infusion  of  a 10-mg  dose  of  monoclonal  antibody, 
2 hours  after  this  infusion  of  10  mg  of  T101,  and  24  hours 
after  infusion.  The  solid  line  represents  staining  with  fluor- 
escein isothiocyanate  (FITC)-conjugated  RPC-5  as  a negative 
control.  The  shaded  area  represents  in  vivo  bound  T101  anti- 
body identified  by  incubating  the  cells  with  FITC-eonjugated 
goat  antimouse  (GAM)  antiserum.  The  dotted  line  represents 
the  same  leukemia  and  bone  marrow  cells  treated  in  vitro 
with  excess  T 101  prior  to  the  addition  of  the  FITC-eonjugated 
GAM  anti-serum. 

from  a patient  with  a B-cell  lymphoma  who  had  be- 
come resistant  to  cytotoxic  drugs  and  interferon.16 
This  patient  was  treated  with  eight  doses  of  anti-id- 
iotype  monoclonal  antibody  intravenously  in  a dose- 
escalation  fashion,  and  he  eventually  entered  a com- 
plete remission  that  has  continued  for  over  three 
years.17  Additional  patients  have  been  treated  at  Stan- 
ford and  in  the  Netherlands,  with  only  partial  remis- 
sions lasting  from  one  to  six  months.17,21  The  mecha- 
nism of  the  antitumor  activity  of  anti-idiotype  anti- 
bodies is  not  known.  One  possibility  is  that  anti- 
idiotypes have  a direct  antitumor  effect.  A likely  ad- 
ditional factor  is  the  activation  of  host  effector  mech- 
anisms and  the  augmentation  of  an  antitumor  process 
already  present  in  the  host. 

Our  first  patient  treated  with  an  anti-idiotype  mono- 
clonal antibody  at  the  NCI  was  a patient  with  B-CLL 
and  bulky  lymphadenopathy.22  He  was  treated  sequen- 
tially with  an  IgG2b  antibody  to  a total  dose  of  Ig  and 
then  an  IgG,  antibody  to  a total  dose  of  750  mg.  There 
was  no  response  because  circulating  idiotype 
(50  Mg/ml)  prevented  binding  of  antibody  to  tumor 
cells.  Although  we  were  able  to  reduce  the  circulating 
idiotype  level  by  75  percent  with  plasmapheresis,  we 
still  were  unable  to  identify  murine  antibody  on 
circulating  tumor  cells. 

A number  of  problems  regarding  anti-idiotype  ther- 
apy must  be  addressed.  Developing  murine  anti-id- 
iotype antibodies  is  a labor-intensive  project  and  is  not 
practical  on  a large  scale.  It  is  hoped  that  this  process 
can  be  refined  as  new  technology  is  developed.  In  ad- 


dition, anti-idiotype  antibodies  in  our  studies  have 
been  patient-specific  and  therefore  can  be  used  to  treat 
only  a single  patient.  It  has  been  reported  that  some 
tumors  are  biclonal.  This  problem  was  identified  using 
anti-idiotype  antibodies  and  immunoglobulin  gene  re- 
arrangement studies.2324  One  approach  to  identifying 
patients  with  more  than  one  clone  prior  to  developing 
the  anti-idiotype  antibody  would  be  to  perform  im- 
munoglobulin gene  rearrangement  studies  on  all  pa- 
tients under  consideration.  If  more  than  one  clone  is 
identified,  then  the  patient  either  would  not  be  a can- 
didate for  anti-idiotype  therapy,  or  more  than  one  anti- 
body would  have  to  be  developed  for  that  patient.  Fi- 
nally, it  has  been  demonstrated  that  some  idiotypes  are 
unstable  due  to  somatic  mutation.2526 

CLINICAL  TRIALS  WITH  IMMUNOCONJUGATES 

A number  of  centers  are  studying  toxin  and  drug 
conjugates  with  murine  antibodies  directed  towards 
human  malignancies  and  clinical  trials  have  begun. 
Preclinical  data  suggest  that  this  may  be  an  important 
area  of  investigation. 

Clinical  trials  using  antisera  or  monoclonal  anti- 
bodies conjugated  to  radionuclides  for  tumor  imaging 
have  been  extensively  studied,  primarily  in  solid 
tumors.  This  subject  has  been  reviewed.27  Goldenberg 
and  colleagues  conjugated  131iodine  by  the  chloramine- 
T method  to  anti-CEA  immunoglobulins  (heter-  i 
oantisera).  In  order  to  compensate  for  background 
radioactivity,  "mTc  pertechnetate  and  serum  albumin 
were  injected  before  imaging  with  131  iodine  and  anti- 
CEA28  The99mTc  radioactivity  was  subtracted  from  that 
of  the  I3II.  They  have  used  these  methods  of  radio- 
immunodetection in  over  450  patients,  using  anti- 
bodies against  a variety  of  hormones.  No  untoward 
effects  have  been  observed  in  these  subjects,  who  have 
received  multiple  injections  of  radioantibodies.  The 
radioantibodies  appear  to  have  a high  sensitivity  for 
selectively  detecting  tumors.  For  instance,  in  colorectal  > 
cancer,  they  have  shown  a 91  percent  overall  true 
positive  rate  of  cancer  detection  and  localization  for 
both  primary  and  metastatic  sites.  It  has  been  de- 
termined retrospectively  that,  in  11  of  51  colorectal 
cancer  patients,  tumors  not  revealed  by  other  methods 
of  detection  were  disclosed  by  their  radio- 
immunodetection. The  cause  of  failure  to  image  a 
tumor  was  the  presence  of  a lesion  less  than  2 cm  in 
diameter  or  a malignancy  that  was  devoid  of  CEA  In 
similar  studies  reported  by  Mach  and  co- 
workers,29 positive  scans  were  obtained  in  41  percent 
of  patients  with  CEA-producing  tumors. 

Monoclonal  antibodies  conjugated  to  131  iodine, 
123iodine,  and  11  ‘indium  currently  are  being  studied  by 
a number  of  investigators.  Larsen  and  coworkers  re- 
ported the  results  of  imaging  of  33  patients  with  ad- 
vanced melanoma  treated  with  131I-labeled  Fab  frag- 
ments specific  for  the  p97  melanoma-associated  anti- 
gen.30 Mach  and  coworkers  have  investigated  131I- 
labeled  anti-CEA  monoclonal  antibodies.31  Twenty- 
eight  patients  (26  with  large  bowel  carcinomas)  and 
2 with  pancreatic  carcinomas  were  given  injections  of 
0.3  mg  of  I31I-labeled  anti-CEA  representing  1.0  to  1.5 
mCi.  In  14  of  28  patients,  a radioactive  spot  cor- 
responding to  the  tumor  was  detected  36  to  48  hours 
after  injection.  In  6 patients,  the  scans  were  question- 
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able,  and  in  the  remaining  8 patients,  they  were  entire- 
ly negative.  Epenetos  and  coworkers  labeled  mono- 
clonal antibodies  with  l23iodine  and  demonstrated  that 
the  l23I-antibody  conjugate  detected  antigens  on  ov- 
arian, breast,  and  gastrointestinal  neoplasms.32  They 
demonstrated  specific  localization  and  successful  im- 
aging in  these  patients. 

At  the  NCI,  we  have  imaged  over  20  patients  with 
CTCL,  or  melanoma  with  the  T1 0 1 or  9.2.27  antibodies 
conjugated  to  "'indium.  Tumors  as  small  as  0.5  cm 
have  been  localized;  however,  nonspecific  uptake  of  the 
immunoconjugate  in  the  liver  and  spleen  have  prevent- 
ed critical  evaluation  of  these  organs.  This  problem  has 
been  somewhat  circumvented  by  intracutaneous  injec- 
tion of  the  immunoconjugate  so  that  it  is  taken  up  by 
the  lymphatics  to  go  directly  to  lymphatic  sites  of  dis- 
ease. This  does  not  allow  sufficient  antibody  to  enter 
the  circulation  for  visualization  of  extralymphatic  dis- 
ease. 

Investigations  of  treatment  with  radionuclides  con- 
jugated to  antibodies  are  underway.  Some  of  the  pio- 
neering work  in  this  area  has  been  reported  by  Order 
et  al.33  131I-antiferritin  heterologous  antiserum  was 
used  in  treating  patients  with  hepatoma,  and  anti-CEA 
was  used  in  the  treatment  of  patients  with 
enteropathic  biliaiy  cancer.  Doses  of  131I-labeled  anti- 
ferritin as  high  as  150  mCi  were  given  in  single  injec- 
tions. A total  of  24  hepatoma  patients  were  treated;  4 
responded  with  partial  responses.  They  have  demon- 
strated that  the  hematologic  toxicity  is  acceptable  and 
that  selective  tumor  targeting  occurs  despite  the  pres- 
ence of  ferritin  in  normal  tissues  and  organs.  The  half- 
life  could  be  increased  by  diluting  the  high  specific 
labeled  131I-anti-ferritin  immunoglobulin  with 
nonradioactive  anti-ferritin  immunoglobulin.  Thera- 
peutic trials  with  monoclonal  antibodies  have  been 
reported  by  Larsen  et  al.30  Patients  were  treated  with 
l31I-labeled  Fab  fragments  of  an  antibody  directed  to 
the  p97  melanoma-associated  antigen.  Seven  selected 
patients  were  treated  with  a cumulative  dose  of  130 
to  529  mCi  of  131  iodine.  While  objective  tumor  re- 
gression was  not  reported,  those  doses  were  very  well 
tolerated,  and  excellent  tumor  localization  was  seen. 
Bone  marrow  toxicity  appeared  to  be  the  dose-limiting 
factor  for  the  131I-anti-p97. 

PURGING  OF  AUTOLOGOUS  BONE  MARROW  WITH 
MONOCLONAL  ANTIBODIES 

Another  attractive  therapeutic  approach  using 
monoclonal  antibodies  is  to  “clean  up”  autologous 
bone  marrow  prior  to  bone  marrow  transplantation. 
Patients  with  ALL  have  had  bone  marrow  removed  and 
treated  with  the  J5  monoclonal  antibody  that  rec- 
ognizes the  common  acute  lymphoblastic  leukemia 
antigen  (CALLA)  plus  rabbit  complement.34  The  com- 
bination of  the  anti-CALLA  antibody  plus  complement 
selectively  destroyed  all  cells  in  the  bone  marrow.  Fol- 
lowing bone  marrow  removal,  treatment,  and  storage, 
patients  were  treated  with  high-dose  chemotherapy 
and  radiation  therapy  and  then  “rescued”  with  their 
J5  antibody-treated  autologous  bone  marrow.  A simi- 
lar approach  to  therapy  has  been  described  using  the 
pan-B  reacting  anti-Bl  monoclonal  antibody  to  clean 
up  autologous  bone  marrow  from  patients  with  non- 


Hodgkin’s  lymphoma35  All  of  the  lymphoma  patients 
treated  achieved  a complete  remission  and  had  stable 
bone  marrow  engraftment  by  eight  weeks.  There  was 
no  major  acute  or  chronic  toxicity;  B cells  were  de- 
tected by  2 months  after  transplantation  and  normal 
immunoglobulin  levels  were  demonstrated  by  6 
months.  Six  of  8 patients  were  disease-free  in  unmain- 
tained remission  from  3 to  20  months  after  trans- 
plantation. The  results  of  these  trials  are  preliminary 
but  clearly  have  demonstrated  that  antibody-treated 
autologous  bone  marrow  is  capable  of  restoring  hema- 
topoiesis. Long-term  results  will  be  necessary  to  de- 
termine whether  these  therapies  have  been  successful. 

CONCLUSION 

The  use  of  monoclonal  antibody  and  antibody  im- 
munoconjugates  in  the  treatment  and  radioimaging  of 
leukemia  and  lymphoma  is  in  its  infancy.  While  much 
work  needs  to  be  done  to  clarify  many  of  the  issues 
surrounding  the  use  of  monoclonal  antibodies,  it  clear- 
ly has  been  demonstrated  in  both  animal  tumor 
models  and  humans  that  antibody  alone  and  antibody 
conjugates  safely  can  be  administered  with  minor 
adverse  reactions  and,  in  selected  cases,  have  been 
shown  to  have  therapeutic  effects.  Problems  such  as 
nonspecific  localization  of  antibody  responses,  and 
antigenic  heterogeneity  are  all  major  obstacles  to  safe 
and  effective  therapy  with  monoclonal  antibodies. 
While  anti-idiotype  antibodies  are  highly  specific  for 
lymphoma/leukemic  cells,  and  have  demonstrated  re- 
markable responses  in  a small  number  of  patients, 
problems  such  as  biclonality  of  some  lymphomas,  in- 
stability of  the  idiotype,  and  the  difficulty  in  making 
“tailor-made"  antibodies  for  individual  patients  clearly 
limit  the  role  for  anti-idiotype  therapy.  Purging  of  bone 
marrow  with  antibodies  and  complement  (or  coupled 
to  toxins),  at  the  moment,  is  limited  to  only  a few 
diseases.  However,  in  some  studies,  investigators  have 
removed  tumor  cells  in  vitro  from  the  bone  marrow, 
the  bone  marrow  has  engrafted,  and  a number  of  pa- 
tients have  been  rendered  disease  free  for  over  two 
years.  This  may  prove  to  be  an  important  application 
of  monoclonal  antibody  therapy  and  warrants  further 
studies.  This  therapy,  of  course,  bypasses  most  of  the 
problems  associated  with  intravenous  infusion  of 
monoclonal  antibodies  described  above.  Perhaps  the 
most  important  future  role  for  monoclonal  antibody 
therapy  will  be  in  patients  with  minimal  disease  in  the 
“adjuvant”  setting,  where  antibody  conjugates  may  lo- 
calize and  destroy  micrometastatic  deposits  of  tumor 
cells.  We  remain  cautiously  optimistic  in  exploring 
these  exciting  new  approaches  to  cancer  therapy. 
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Trustees*  Minutes 
February  15,  1987 

A regular  meeting  of  the  Board  of 
Trustees  was  held  on  Sunday,  Feb- 
ruary 15,  1987,  at  the  Executive 
Offices  in  Lawrenceville.  Detailed 
minutes  are  on  file  with  the  sec- 
retary of  your  county  society.  A sum- 
mary of  significant  actions  follows: 

Report  of  the  President  . . . Noted 
that  due  to  an  increase  in  AMA 
membership  in  New  Jersey,  MSNJ  is 
entitled  to  an  additional  delegate  to 
the  AMA:  this  brings  the  total  to  ten 
delegates  and  ten  alternate  dele- 
gates. 

Report  of  Executive  Director  . . . 

(1)  MSNJ  Paid  Membership  . . . 

Noted  that  as  of  February  11,  1987, 
there  were  5,752  paid  memberships. 

(2)  Financial  Statements  . . . Ap- 
proved the  financial  statements  for 
the  period  ending  December  31, 
1986. 

(3)  Regulatory  Matters  . . . 

(a)  Pronouncement  of  Death  and 
Completion  of  Death  Certificate — 
State  Board  Medical  Examiners . . . 

Noted  that  SBME  has  appointed  a 
special  committee  to  meet  with  rep- 
resentatives of  MSNJ  and  other  in- 
terested parties  to  develop  a pro- 
nouncement of  death/certification 
of  death  format. 


(b)  Advertising  Regulations  . . . 

Noted  that  SBME  has  petitioned 
the  Department  of  Health  to  adopt 
advertising  regulations  related  to 
hospitals  and  health  care  facilities 
similar  to  the  SBME  ruling  on  phy- 
sician advertising. 

(c)  Mandatory  Continuing  Medical 
Education  Program  . . . Informed 
that  in  all  likelihood  MSNJ,  AMA, 
and  national  specialty  society  con- 
tinuing medical  education  certifi- 
cates will  be  acceptable  to  the  SBME. 

(4)  Legislative  Update  . . . 

(a)  Tort  Reform  . . . Directed  the 
President  to  send  a communication 
to  the  membership,  encouraging 
members  to  write  letters  to  senators 
supporting  tort  reform  legislation 
and  to  oppose  the  mandatory  Medi- 
care assignment  bill,  A-2511.  Also, 
directed  that  staff  investigate  the 
practicality  of  forming  a physician 
telephone  chain  communication 
mechanism  in  the  state.  And,  noted 
that  each  member  of  the  Board  is 
requested  to  enroll  as  a sustaining 
member  and  wear  the  JEMPAC 
membership  pin  at  the  Annual 
Meeting. 

(b)  No  Fault  . . . Noted  that  there 
may  be  no  further  activity  on  the  bill. 

(c)  Physical  Therapy  (A-2647)  . . . 
Noted  that  MSNJ  has  been  lobbying 
intensively  against  this  bill  and  if 
the  level  of  activity  is  maintained, 
MSNJ  might  be  successful. 

(d)  Medicare  . . . 

(1)  Mandatory  Medicare  Par- 
ticipation (A-2511)  . . . Noted  that 
this  bill  has  been  referred  to  com- 
mittee. 

(2)  Medicare  Services  to  Per- 
sons Receiving  Pharmaceutical  As- 
sistance to  the  Aged  and  Disabled— 
PAAD  (A-33G5)  . . . Informed  that 
this  bill  provides  for  physicians  to 
accept  the  Medicare  fee  determina- 
tion when  a patient  presents  a PAAD 
card  and  the  bill  exceeds  $50. 

(3)  Regional  Voluntary  Efforts 
. . . Noted  that  a voluntary  effort  of 
providing  access  to  quality  medical 
care  for  financially  disadvantaged 
senior  citizens  should  be  put  forth 
throughout  the  state;  presently. 
Ocean,  Moms,  and  Union  Counties 
provide  such  service. 

(e)  Physician  Assistants/Certifi- 
cate of  Need  for  Physician  Services 
. . . Will  be  advised  of  any  legislative 
activity  in  these  areas. 

(f)  HMO/Freedom  of  Choice  . . . 
Noted  that  this  bill  relates  to  alterna- 
tive health  care  delivery  systems;  it 


provides  for  beneficiaries  to  have 
free  choice  of  provider.  Noted  that 
the  Academy  of  Family  Physicians 
expressed  opposition  to  this  bill.  Will 
be  advised  of  the  outcome  of  a meet- 
ing between  MSNJ  and  the  Academy 
of  Family  Physicians. 

UMDNJ  . . . Received  as  informa- 
tional a report  from  Dr.  Stanley  S. 
Bergen,  Jr.,  highlighting  the  follow- 
ing: a meeting  between  MSNJ,  PRO 
of  New  Jersey,  Inc.,  New  Jersey  As- 
sociation for  Hospital  Medical 
Education,  and  Dr.  Bergen  is  sched- 
uled for  March;  articles  in  New  En- 
gland Journal  of  Medicine  detailing 
the  changing  climate  of  medical 
practice;  UMDNJ's  physician  assis- 
tants program  is  number  one  in  the 
nation;  and  radio  announcements 
by  the  Robert  Wood  Johnson  Univer- 
sity Hospital  are  still  under  scrutiny. 

NJ  Hospital  Association  . . . Re- 
ceived as  informational  a report 
from  Mr.  Louis  Scibetta;  a section  of 
the  report  questions  an  article  stat- 
ing that  New  Jersey  Hospital  Associ- 
ation might  sponsor  an  HMO. 

MSNJ  Medical  Student  Associa- 
tion . . . Received  as  informational  a 
report  from  the  Student  Association; 
Pamela  Antoniuk,  student  member 
of  the  Board  added  the  following: 
the  proposed  scholarship  fund  for 
financial  support  to  students  will- 
ing to  participate  in  primary  health 
care  delivery  programs  in  physician- 
shortage  areas  in  the  world  was 
passed  by  the  AMA;  Scott  Stoney  is 
the  chair  of  the  MSS  Long-Range 
Planning  Committee  and  Jon  Pin- 
cus  serves  on  the  Hunger  Project 
Committee;  and  noted  a caucus  in 
April  for  the  Northeast  State  del- 
egations. 

Academy  of  Medicine  of  New  Jersey 

. . . Took  note  of  the  fact  that  Dr. 
Paul  J.  Hirsch  will  receive  the  Ed- 
ward J.  Ill  Award  presented  by  the 
Academy. 

Committee  on  Membership  Ser- 
vices . . . 

( 1 ) Gold  Membercard  Program  . . . 

Approved  the  following  recommen- 
dation: 

That  the  Medical  Society  of  New  Jersey 
endorse  the  Gold  Membercard  Program 
administered  by  Trans  National  Finan- 
cial Services  as  a service  to  be  offered  to 
the  membership. 
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(2)  Prepaid  Legal  Services  Pro- 
gram . . . Approved  the  following 
recommendation: 

That  the  Prepaid  Legal  Services  Program 
provided  by  Kern  & Augustine  be  con- 
tinued for  1987. 

Committee  on  Utilization  Review 
Systems  . . . 

(1)  Legal  Ramifications  of  PRO 
Quality  Denial  Letter  . . . Approved 
the  following  recommendation: 

That  the  model  letter  proposed  by  the 
Health  Care  Financing  Administration 
for  use  in  PRO  quality  denials  be  referred 
by  the  Medical  Society  of  New  Jersey  to 
the  AMA  General  Counsel  for  expedient 
legal  action. 

(2)  State  Board  of  Medical  Exam- 
iners Involvement  in  Peer  Review 

. . . Approved  the  following  recom- 
mendation: 

That  a meeting  be  held  with  representa- 
tives from  the  Committee  of  Utilization 
Review  Systems,  the  Peer  Review  Or- 
ganization of  New  Jersey,  Inc.,  and  the 
New  Jersey  State  Board  of  Medical  Exam- 
iners, to  recommend  realistic  limits  on 


the  extent  to  which  the  State  Board  of 
Medical  Examiners  should  be  involved  in 
the  peer  review  process. 

Unfinished  Business  . . . 

(1)  Task  Force  on  Negotiations — 
Resolution  *28  (1986)  ...  Re- 
quested the  President  to  prepare  a 
notice  to  be  published  in  NEW  JER- 
SEY MEDICINE  informing  the  mem- 
bership that  there  are  mechanisms 
with  the  Society  to  resolve  disputes 
concerning  health  care. 

(2)  Status  of  New  Jersey  Urologic 
Society  . . . Announced  that  the 
New  Jersey  Urologic  Society  has 
been  unified  behind  the  newly 
formed  Urologic  Society  of  New  Jer- 
sey and  is  in  the  process  of  filing 
papers  of  incorporation;  Dr.  Arthur 
Ginsburg  is  the  elected  President 
and  Dr.  David  R.  Oshin  is  the  elected 
Secretary -Treasurer. 

New  Business  . . . Referred  to  the 
Judicial  Council  for  study  and  re- 
port the  recommendations  calling 
for  uniformity  in  structure  and 
function  of  the  county  judicial  com- 
mittees. 


UMDNJ  Notes 

Stanley  S.  Bergen,  Jr.,  M.D. 
President 

In  September,  the  state’s  second 
lithotripter— and  the  first  in  north- 
ern New  Jersey — is  scheduled  to 
begin  operation  on  the  Newark  cam- 
pus of  UMDNJ.  Ground  officially  was 
broken  on  February  18  for  the  fa- 
cility, which  is  a joint  venture  of 
Saint  Barnabas  Medical  Center  in 
Livingston  and  UMDNJ-Universityj 
Hospital. 

This  is  an  exciting  development 
for  a number  of  reasons,  beginning 
with  the  benefits  to  New  Jersey  pa- 
tients in  having  increased  access  to 
this  revolutionary  method  of  elimi- 
nating kidney  stones  through  pow- 
erful, water-borne  shock  waves. 

The  opening  of  The  Stone  Center, 
as  the  facility  will  be  called,  advances 
several  of  the  high-priority  goals  of 
the  University.  It  brings  state-of-the- 
art  technology  to  New  Jersey,  to  the 
advantage  of  patients,  physi- 
cians, students,  and  the  state’s  econ- 
omy. 

The  Stone  Center  will  benefit  pa- 
tients by  reducing  the  duration  and 
cost  of  their  hospitalization,  and  re- 
ducing the  trauma  and  potential 
danger  of  kidney  stone  treatment.  A 
patient  who  undergoes  conventional 
kidney  stone  surgery  typically  will 
spend  a week  or  two  in  the  hospital, 
followed  by  four  to  six  weeks  of  pain- 
ful recovery.  Lithotripsy  patients,  on 
the  other  hand,  often  can  return  to 
their  normal  activities  within  a few 
days  of  the  hour-long  procedure.  The 
procedure  itself  is  painless,  al-  | 
though  the  patients  often  experi-  j| 
ence  some  discomfort  as  they  elimi- 
nate the  pulverized  kidney  stone 
particles. 

The  facility  will  benefit  physicians 
by  giving  them  the  opportunity  to 
treat  their  own  patients  with  the 
lithotripter.  Physicians  who  are 
lithotripsy  certified  through  an  ap- 
proved American  Urological  Associa- 
tion course  will  be  invited  to  apply 
for  privileges  at  The  Stone  Center. 
The  Center  eventually  hopes  to  offer 
its  own  training  program. 

Students  will  benefit  because  the 
lithotripsy  service  will  be  integrated 
into  the  medical  education  pro- 
grams conducted  at  the  two  hospi- 
tals by  the  UMDNJ-New  Jersey  Medi- 
cal School,  which  runs  the  state’s 
only  postgraduate  training  program 
in  urology. 

NEW  JERSEY  MEDICINE 


221st  MSNJ  ANNUAL  MEETING 
Americana  Host  Farm  Resort 

Wednesday,  April  29,  1987 

3:30  p.m .— Board  of  Trustees’  Meeting 

Thursday,  April  30,  1987 

9:00  a.m. —Registration  Opens 
9:00  A.M.— Message  Center  Opens 
2:00  p.m —House  of  Delegates 
4:00  p.m— Reference  Committees 

Friday,  May  1,  1987 

8:00  am. — Registration  Opens 

8:00  am. — Message  Center  and  Exhibits  Open 

9:00  a.m. — House  of  Delegates  (election) 

12:00  noon— Golden  Merit  Award  Ceremony  followed  by  Reception 
2:30  p.m  —Reference  Committees 
5:00  p.m .— JEMPAC  Political  Forum 
5:45  p.m —JEMPAC  Wine  and  Cheese  Reception 

Saturday,  May  2,  1987 

8:00  am —Registration  Opens 

8:00  am— Message  Center  and  Exhibits  Open 

8:30  am —House  of  Delegates 

1:30  p.m. —House  of  Delegates 

6:00  p.m.— Inaugural  Reception  followed  by  Inaugural  Dinner 

Sunday,  May  3,  1987 

8:00  am.— Registration  Opens 
8:00  am.— Message  Center  Opens 

8:30  am  — General  Session:  “The  Impact  of  Health  Care  Rationing  on 
Physician  Autonomy— The  Cases  of  Generic  Substitution 
and  ORGs” 

1:00  p.m. — Board  of  Trustees’  Meeting 
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The  state  economy  will  benefit 
both  directly  and  indirectly.  The 
direct  benefit  comes  because  New 
Jersey  kidney  stone  patients  will  be 
able  to  spend  their  health-care 
dollars  in  New  Jersey,  rather  than 
traveling  to  New  York  or  Philadel- 
phia for  lithotripsy  treatment. 

The  indirect  benefit  is  more  sub- 
tle, yet  just  as  important,  in  that  it 
illustrates  a broad  mission  of  Uni- 
versity. The  future  vitality  of  the 
state’s  economy  is  dependent  on 
high-technology  industries.  A key 
reason  for  the  existence  of  UMDNJ 
is  to  enhance  the  state’s  image  as  a 
place  where  high-tech  development 
will  be  welcomed  and  nurtured. 
Every  time  the  state  strengthens  its 
position  on  the  cutting  edge  of  medi- 
cal technology,  it  helps  to  pave  the 
road  for  attracting  future  develop- 
ment. 

The  Stone  Center  will  be  operated 
by  University  Lithotripsy  Affiliates, 
Inc.,  a nonprofit  corporation  formed 
last  year  by  UMDNJ-University  Hos- 
pital and  Saint  Barnabas  Medical 
Center.  The  corporation  is  governed 
by  a board  of  trustees  equally  rep- 
resentative of  Saint  Barnabas  and 
UMDNJ.  The  facility  is  the  first  joint 
undertaking  by  the  two  institutions 


since  a major  affiliation  agreement 
was  signed  last  year.  Saint  Barnabas 
Hospital  and  UMDNJ  are  planning 
or  considering  other  joint  ventures 
in  the  areas  of  geriatrics,  drug  abuse 
treatment,  and  cardiac  surgery. 


AMNJ  Report 

Arthur  Krosnick,  M.D. 

President 

The  Board  of  Trustees  of  the 
Academy  of  Medicine  of  New  Jersey 
has  named  the  1987  recipients  of 
the  Awards  which  will  be  presented 
at  our  Annual  Awards  Dinner  on 
Wednesday,  May  27,  1987,  to  be  held 
at  the  Chanticler  in  Short  Hills. 

Paul  J.  Hirsch,  M.D.,  will  receive 
the  Edward  J.  Ill  Award  “presented 
annually  to  that  physician  of  New 
Jersey  who  merits  recognition  by 
the  Academy  for  distinguished  ser- 
vice as  a leader  in  the  medical  pro- 
fession and  in  the  community  at 
large.”  Recent  recipients  have  in- 
cluded Drs.  James  Todd,  Leon  G. 
Smith,  Arthur  Krosnick,  Alfred 
Alessi,  Stanley  Bergen,  and  Palma 
Formica  Dr.  Hirsch  is  best  known 
for  his  numerous  contributions  to 
organized  medicine.  He  is  a past 
president  of  the  New  Jersey  Ortho- 


paedic Society  and  the  Academy  of 
Medicine  of  New  Jersey  and  was  the 
founding  president  of  the  New  Jer- 
sey Association  of  Medical  Specialty 
Societies.  He  is  serving  the  Medical 
Society  of  New  Jersey  as  second  vice- 
president  and  is  a Councilor  to  the 
American  Academy  of  Orthopaedic 
Surgeons  from  New  Jersey. 

The  Academy’s  Citizen’s  Award  is 
“presented  annually  to  that  citizen 
or  group  of  citizens  of  New  Jersey 
who  merit  recognition  by  the  Acade- 
my for  distinguished  service  in  the 
interest  of  the  health  and  welfare  of 
the  community  at  large.”  The  1987 
Citizen’s  Award  has  been  granted  to 
Ms.  Mary  Strong.  Ms.  Strong  is 
chairperson  of  the  Citizens’  Com- 
mittee on  Biomedical  Ethics,  Inc. 
Under  her  leadership,  this  grass- 
roots movement  has  been  successful 
in  giving  New  Jerseyans  a more  ef- 
fective voice  in  the  creation  of  public 
health-care  policy  and  the  allocation 
of  limited  economic  resources. 

The  Academy’s  Roving  Symposia 
series  continues  to  be  a successful 
adjunct  to  our  CME  program.  In  fact 
the  1986-1987  year  is  experiencing 
a sizeable  increase  in  hospital  re- 
quests for  speakers.  This  situation 
has  created  problems  for  staff  in 
finding  enough  speakers  to  satisfy 
the  demand.  Physicians  who  are  in- 
terested in  speaking  on  behalf  of  the 
Academy  are  asked  to  contact  Ms. 
Dana  Davies. 

The  Academy  held  a major  sym- 
posium on  Medicolegal  Problems  in 
Obstetrical  and  Gynecological  Ultra- 
sound on  Saturday,  March  21,  1987, 
at  the  UMDNJ-Robert  Wood  John- 
son Medical  School  in  Piscataway. 
The  meeting  was  cosponsored  by  the 
New  Jersey  Institute  of  Ultrasound 
in  Medicine  and  the  New  Jersey  Ob- 
stetrical and  Gynecological  Society. 
The  discussions  included  the  cur- 
rent extent  of  the  malpractice  crises 
in  ultrasound  in  the  United  States 
and  locally  in  New  Jersey,  guidelines 
in  the  proper  utilization  and  prac- 
tice of  obstetrical  and  gynecologic 
ultrasound,  and  other  emerging 
legal  issues  in  ultrasound. 

The  speaker  for  the  Academy’s 
First  Wednesday  program  for  March 
was  Mr.  Joseph  Katz,  Lobbyist  for 
the  Medical  Society  of  New  Jersey. 

New  Members 

Atlantic  County 

Scott  G.  Foxman,  M.D.,  Pomona 


1987  MSNJ  MEMBERSHIP 
DIRECTORY 

The  1987  Membership  Directory  of  the  Medical  So- 
ciety of  New  Jersey  is  available.  The  issue  contains  all 
vital  statistics  on  the  membership  of  the  Medical  So- 
ciety of  New  Jersey  as  well  as  information  on  most 
hospitals  in  the  Garden  State. 

All  members  receive  a free  copy.  Additional  copies  are 
available  for  $50  plus  sales  tax.  Please  complete  the 
form  and  submit  with  payment  for  quick  delivery. 


Name  _ 
Address 


Mail  check:  MSNJ,  Two  Princess  Road,  Lawrenceville, 
NJ  08648. 
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Bergen  County 

Lawrence  M.  Abrams,  M.D.,  Hackensack 
Stephen  J.  Angeli,  M.D.,  Teaneck 
Robert  L.  Barricella  D.O.,  Cliffside  Park 
Alena  Bilek,  M.D.,  Hackensack 
Mark  J.  Bucksbaum,  M.D.,  Fort  Lee 
Robert  D.  DeGroote,  M.D.,  Hackensack 
Frederick  F.  Fakharzadeh,  M.D.,  Paramus 
Judith  A Fayter,  M.D.,  Cliffside  Park 
Kenneth  A Levin,  M.D.,  Ridgewood 
Douglas  F.  Liva  M.D.,  Paramus 
Anthony  M.  Maggiano,  M.D.,  Hackensack 
John  McCarthy,  M.D.,  Tenafly 
Daniel  W.  Popenoe,  M.D.,  Ridgewood 
Edward  M.  Solomon,  M.D.,  Teaneck 
Theodore  K.  Tobias,  M.D.,  Englewood 
Kyu  Sung  Wang,  M.D.,  Cliffside  Park 
Ronald  A White,  M.D.,  Edison 
Ira  Zucker,  M.D.,  Westwood 

Burlington  County 

Paul  N.  Bryman,  D.O.,  Maple  Shade 
Ramesh  C.  Gupta,  M.D.,  Mount  Laurel 
Scott  E.  Kapulskey,  M.D.,  Mount  Laurel 
Karen  B.  Knox,  M.D.,  Medford 
Shahram  J.  Mirmanesh,  M.D.,  Roebling 

Camden  County 

Diane  Barton,  M.D.,  Maple  Shade 
Ira  M.  Cuttler,  M.D.,  Cherry  Hill 
Richard  L.  Edman,  M.D.,  Voorhees 
Thomas  F.  Fisher,  M.D.,  Camden 
Leonard  F.  Kaplan,  M.D.,  Lindenwold 
Robert  J.  Mirabile,  M.D.,  Pennsauken 
Matthew  P.  Olivo,  M.D.,  Haddonfield 
Evgenya  Skarinsky,  M.D.,  Voorhees 

Essex  County 

Peter  J.  Casale,  M.D.,  Bloomfield 
Sanford  Cooper,  M.D.,  South  Orange 
David  M.  Dubin,  M.D.,  West  Orange 
Keith  A Fleischman,  D.O.,  West  Orange 
Frederick  D.  Gangemi,  M.D.,  Newark 
Joan  F.  Leonard,  M.D.,  Newark 
John  C.  Riggs,  M.D.,  West  Orange 
Leonard  Savino,  M.D.,  Belleville 
Guy  D.  Sbar,  M.D.,  West  Orange 
Rajen  S.  Shah,  M.D.,  Elizabeth 
Erol  E.  Ulker,  M.D.,  Livingston 

Hudson  County 

Thomas  J.  Suczewski,  M.D.,  Bayonne 

Hunterdon  County 

Ann  G.  Fremeau,  M.D.,  Flemington 
June  E.  Grutzmacher,  M.D.,  Flemington 
Frank  J.  Sforza,  M.D.,  Flemington 
Alice  Q.  Sprenger,  M.D.,  Flemington 

Mercer  County 

Alan  L.  Friedman,  M.D.,  Princeton 
Jeffrey  J.  Green,  M.D.,  Princeton 
Jeffrey  H.  Gross,  M.D.,  Princeton 
Brian  C.  Halpem,  M.D.,  Princeton 
Daniel  S.  Rosenberg,  M.D.,  Trenton 
Michael  A Rossi,  M.D.,  North  Brunswick 
Geza  Ruszka,  M.D.,  Trenton 

Middlesex  County 

James  E.  Boudwin,  M.D.,  Dayton 
Deborah  E.  Chen,  M.D.,  North  Brunswick 
Francis  J.  Cioffi,  M.D.,  New  Brunswick 
Charles  R Dinerstein,  M.D., 

New  Brunswick 

Frederic  G.  Glatter,  M.D.,  Highland  Park 
David  Krasnopolsky,  M.D.,  Piscataway 
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Steven  R Leff,  M.D.,  East  Brunswick 
Anthony  J.  Mannino,  M.D.,  Piscataway 
Arvind  M.  Patel,  M.D.,  Edison 
Marcus  P.  Porcelli,  M.D.,  Piscataway 
Niranjan  V.  Rao,  M.D.,  New  Brunswick 
Pamela  R Salley,  M.D.,  Somerset 
Todd  Schachter,  D O.,  Iselin 
Dena  P.  Seifer,  M.D.,  Dunellen 
Randolph  A Stein,  M.D.,  Plainsboro 
Steven  Streit,  M.D.,  East  Brunswick 
Joseph  G.  Vitolo,  M.D.,  Matawan 

Monmouth  County 

Anbuchelvi  Appulingam,  M.D., 
Shrewsbury 

Edward  A Braunstein,  M.D.,  Morganville 
Alan  Cohen,  M.D.,  Long  Branch 
Thomas  L.  Heleotis,  M.D.,  Tinton  Falls 
Alfred  Hess,  D.O.,  Neptune 
Ronald  D.  Klug,  M.D.,  Holmdel 
Richard  J.  Murachanian,  M.D., 

Bradley  Beach 

Howard  J.  Strassberg,  M.D.,  Freehold 

Morris  County 

Walter  M.  Bakun,  M.D.,  Denville 
Mary  Jane  Bovo,  M.D.,  Parsippany 
Kent  R Ellis,  M.D.,  Summit 
John  B.  Forward,  M.D.,  Dover 
Franklin  J.  Frasco,  M.D,  New  York,  NY 
Pamela  G.  Freedman,  M.D.,  Randolph 
Steven  J.  Golombek,  M.D.,  Livingston 
Robert  E.  Marinaro,  M.D.,  Morristown 
Mark  J.  McBride,  M.D.,  Morristown 
James  J.  Milbauer,  M.D.,  Glen  Ridge 
Paul  Misthos,  M.D.,  Parsippany 
Richard  L.  Moskowitz,  M.D.,  Morristown 
Deborah  L.  Neiman,  M.D.,  Morristown 
William  M.  Petkun,  M.D.,  Morristown 
Nicholas  P.  Ricculli,  D.O.,  Morristown 
Philip  J.  Rubinfeld,  M.D.,  Denville 
Herbert  J.  Rudolph,  M.D.,  Highland  Park 
Barbara  Rullo,  M.D.,  Millington 
Ada  Schwartzbard,  M.D.,  Randolph 
Charles  A Shioleno,  M.D.,  Mendham 
Janice  M.  Smiell,  M.D.,  Morristown 

Passaic  County 

Joseph  J.  Doerr,  M.D.,  Paterson 
Basil  N.  Karayannis,  M.D.,  Clifton 
Kenneth  A Remsen,  M.D., 

Pompton  Lakes 

Michael  W.  Robley,  M.D.,  Paterson 
Burton  A Schlecker,  M.D.,  Clifton 

Somerset  County 

Charles  A Accurso,  M.D.,  Somerset 
Kathleen  T.  Kowal,  M.D.,  Somerville 
Robert  C.  Palumbo.  M.D.,  Somerset 
Cynthia  E.  Vona  M.D.,  Somerset 

Sussex  County 

Thomas  A Lanzilotti,  M.D.,  Vernon 
Joanne  E.  Liegner,  M.D.,  Newton 
Robert  M.  Liegner,  M.D.,  Newton 

Union  County 

Lawrence  W.  Borowec,  M.D., 

Scotch  Plains 

Alain  A Fedida  M.D.,  Summit 
Pamela  A Fenstemacher,  M.D.,  Summit 
Joseph  D.  Ferrara  M.D.,  Summit 
Pedro  M.  Gutierrez,  M.D.,  Elizabeth 
Miles  M.  Landis,  M.D.,  Union 
Dennis  A Lowenthal,  M.D.,  Chatham 
Alan  L.  Kalischer,  M.D.,  Westfield 
Mark  J.  Krawitz,  M.D.,  Warren 
Jayati  Mukhopadhay,  M.D.,  Irvington 


Kathleen  A Murphy,  M.D.,  Rahway 
Homer  L.  Nelson,  M.D.,  Elizabeth 
Christopher  J.  Ostromecki,  M.D., 

Summit 

Gregory  A Parker,  M.D.,  Elizabeth 
Anjana  N.  Shah,  M.D.,  Plainfield 
Douglas  H.  Singer,  M.D.,  Scotch  Plains 
Andrew  B.  Weinberger,  M.D.,  Elizabeth 

Warren  County 

Kishor  Kumar  G.  Nar,  M.D.,  Phillipsburg 

Physicians  Seeking 
Location  in  New  Jersey 

The  following  physicians  have  written 
to  the  Executive  Offices  of  MSNJ  seek- 
ing information  on  possible  oppor- 
tunities for  practice  in  New  Jersey. 
The  information  listed  below  has  been 
supplied  by  the  physicians.  If  you  are 
interested  in  any  further  information 
concerning  these  physicians,  we  sug- 
gest you  make  inquiries  directly  to 
them. 

ALLERGY — Jerome  Michael  Shier,  M.D., 
11546  February  Cir.,  Apt.  201,  Silver 
Springs,  MD  20904.  UMDNJ  1982. 
Board  eligible.  Also,  clinical  immu- 
nology. Solo  or  partnership.  Available 
July  1987. 

ANESTHESIOLOGY— Lee  A Balaklaw, 
M.D.,  575  Easton  Ave.,  Apt.  6M,  Somer- 
set, NJ  08873.  Far  Eastern  University 
(Philippines)  1980.  Board  eligible. 
Group  or  partnership.  Available  July  i 
1987. 

Alan  Miller,  M.D.,  260  First  St.,  Apt.  ! 
C13,  Mineola  NY  11501.  Eastern  Vir- 
ginia  1982.  Board  eligible.  Group  or 
partnership.  Available  July  1987. 

ENDOCRINOLOGY — Issac  Sachmechi,  j 
M.D.,  61-55  98th  St.,  #16B,  Rego  Park, 
NY  11374.  Technion  1980.  Also, 
internal  medicine.  Board  eligible. 
Board  certified  (IM).  Group  or  partner- 
ship. Available  July  1987. 

FAMILY  MEDICINE— Kenneth  W. 
Cartaxo,  M.D.,  3 Roosevelt  Ave.,  West 
Orange,  NJ  07052.  Guadalajara  1980. 
Board  certified.  Group  or  partnership. 
Available. 

Raymond  L.  Ebarb,  M.D.,  61 -14th  Ave., 
West  Babylon,  NY  11704.  Guadalajara 
1982.  Board  eligible.  Group  or  part- 
nership. Available  July  1987. 

IMMUNOLOGY— Jerome  Michael  Shier, 
M.D.,  11546  February  Cir.,  Apt.  201, 
Silver  Springs,  MD  20904.  UMDNJ 
1 982.  Board  eligible.  Also,  allergy.  Solo 
or  partnership.  Available  July  1987. 

INTERNAL  MEDICINE— Jae  Hong,  M.D.,  j 
90-17  52nd  Ave.,  Elmhurst  NY  11373. 
Seoul  National  (Korea)  1982.  Board 
eligible.  Partnership  or  group.  Avail- 
able July  1987. 

Harvey  Mossman,  M.D.,  120  Marcellus 
Rd.,  #2U,  Mineola,  NY  11501.  Med. 
Coll,  of  Pa  Board  eligible.  Group,  part-  \ 
nership,  solo.  Available  July  1987. 
Christopher  J.  Nickerson,  M.D.,  421 


NEW  JERSEY  MEDICINE 
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Conrad  Rd.,  Englewood,  NJ  07631. 
Milan  (Italy)  1977.  Board  certified. 
Group,  partnership,  solo.  Available. 
Jashubhai  G.  Patel,  M.D.,  111-15  66 
Ave.,  Apt.  2B,  Forest  Hills,  NY  11375. 
Medical  College  Baroda  (India)  1979. 
Also,  pulmonary.  Board  certified. 
Group  or  partnership.  Available  July 
1987. 

Issac  Sachmeehi,  M.D.,  61-55  98th  St., 
#16B,  Rego  Park,  NY  1 1374.  Teehnion 

1980.  Also,  endocrinology.  Board  cer- 
tified. Board  eligible  (ENDOCR1N). 
Group  or  partnership.  Available  July 
1987. 

Arvind  Viradia,  M.D.,  101  Madison  Rd„ 
Parsippany,  NJ  07054.  NHL  Municipal 
(India)  1982.  Group,  partnership,  solo. 
Available. 

NEUROLOGY— M E.  Dughly,  M.D.,  9001 
Ridge  Ave.,  Unit  28,  Philadelphia,  PA 
19128.  Damascus  (Syria)  1974.  Board 
eligible.  Group,  partnership,  solo,  hos- 
pital. Available. 

OBSTETRICS  / GYNECOLOGY—  Peter 
Corey  Mandal,  M.D.,  4951  Woodstone 
Dr.,  #611,  San  Antonio,  TX  78230. 
Texas  (San  Antonio)  1983.  Board 
eligible.  Group  or  partnership.  Avail- 
able July  1987. 

Michael  A Sehiavone,  M.D.,  447 

Linwood  Ave.,  Buffalo,  NY  14209.  Pitts- 
burgh 1982.  Group,  partnership,  solo. 
Available  July  1987. 

Lee  Anthony  Tripp,  M.D.,  541  Brinton 
St.,  Philadelphia  PA  19144.  Temple 

1981.  Board  eligible.  Solo  or  partner- 
ship. Available. 

PULMONARY— Jashubhai  G.  Patel,  M.D., 
111-15  66  Ave.,  Apt.  2B,  Forest  Hills, 
NY  11375.  Medical  College  Baroda 
(India)  1979.  Also,  internal  medicine. 
Board  certified.  Group  or  partnership. 
Available  July  1987. 

PSYCHIATRY— Arthur  Dworetz,  M.D., 
2355  Tilbury  Ave.,  Pittsburgh,  PA 
15217.  North  Carolina  1983.  Board 
eligible  1987.  Group,  partnership, 
solo.  Available  July  1987. 

PULMONARY— Allen  J.  Salm,  M.D.,  3270 
Warrensville  Ctr.  Rd.,  Apt.  210,  Shaker 
Heights,  OH  44122.  Case  Western  Re- 
serve (1985).  Board  eligible.  Group, 
partnership,  solo.  Available  July  1987. 

SURGERY— Peter  H.  Block,  M.D.,  1332 
Weathervane  Ln„  Apt.  2A,  Akron,  OH 
44313.  New  York  Medical  1982.  Board 
eligible.  Group  or  partnership.  Avail- 
able July  1987. 

Mohamad  S.  Hashim,  M.D.,  200  Tren- 
ton Rd.,  Box  742,  Browns  Mills,  NJ 
08015.  Damascus  (Syria)  1977.  Solo, 
partnership,  clinic,  hospital.  Available 
May  1987. 

Millard  D.  Strutin,  M.D.,  369  Moun- 
tain Ave.,  Springfield,  NJ  07081.  Rome 

1981.  Board  eligible.  Solo.  Available. 
Dorian  J.  Wilson,  M.D.,  28  Diana  Dr., 
South  Plainfield,  NJ  07080.  UMDNJ 

1982.  Board  eligible.  Hospital  staff, 
medical  school  affiliate.  Available  July 
1987. 


A peripheral 
vasodilator 

for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


LIPO-NICIN 

Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 

3 strengths 


Gradual  Release 

LfPO  NICIN®/300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Immediate  Release 

IIPO-NICIN®/250  mg. 

Each  yellow  tablet  contains: 


Nicotinic  Acid  250  mg 

Niacinamide 75  mg 

Ascorbic  Acid 150  mg 

Thiamine  HCL  (B-1) 25  mg 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B-6) 10  mg 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500 


LIPO-NICIN®/100  mg. 

Each  blue  tablet  contains: 

Nicotinic  Acid  100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 

DOSE:  1 to  5 tablets  daily 
AVAILABLE:  Bottles  of  100,  500 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN*  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 


Write  for  literature  and  samples 

t BRoWflfc  THE  BROWN  PHARMACEUTICAL  CO.,  INC.p^; 
2500  West  Sixth  Street,  Los  Angeles,  California  90057  IPDR 


NEW  YORK 
FERTILITY  RESEARCH 
FOUNDATION,  INC. 

For  the  Investigation  of 

Problems  of  Human  Infertility 

The  Foundation  provides  a complete 
diagnostic  and  consultation  service  for  in- 
fertile couples.  Investigations  are  con- 
ducted by  well-known  specialists  in  con- 
junction with  consultants  in  the  various 
fields  of  medicine  related  to  infertility. 

The  Foundation  is  supported  by  an  in- 
house  modern  laboratory  equipped  to  do 
most  tests  required  for  diagnosis  and 
treatment.  Literature  on  request. 

1430  Second  Avenue,  Suite  103 
New  York,  N.Y.  10021 
Phone:  (212)  744-5500 


i Hr,  cMuiIAM  Ciftilil  1 kjK 

FOR  FACIAL  NERVE  DISORDERS 

A multi-disciplinary  team  of  physicians  and  surgeons  at  The  Mount  Sinai 
Hospital  for  the  'complete  evaluation  and  treatment  of  facial  nerve  disorders. 

PROGRAM  DIRECTORS 

AVRIM  R.  FDFN,  M.D.  DAVID  SIMPSON,  M.D. 

CHIEF  OF  OTOLOGY  ASSISTANT  PROFESSOR  OF  NECROLOGY 

THE  MOUNT  SINAI  MEDICAL  CENTER  CO-DIRECTOR,  EMG  LABORATORY 

Address  for  patients  and  correspondence: 

FACIAL  \FRY  F CENTER 
The  Mount  Sinai  Hospital 
19  East  98th  Street 
Suite  6A,  Box  1191 
New  York,  NY  10029 

FOR  PATIENT  APPOINTMENTS  OR  INFORM  WON: 

(212)650-2309 


“MALPRACTICE  INSURANCE” 

Your  Professional  Liability  Protection 
You  Can  Not  Operate  Without! 

Why  Not  Have  the 
Best  Protection  & Price? 

OCCURRENCE  PLUS 
$1/$3,000,000  LIMITS 

G.P.  NO  SURGERY— $4,927 
PEDIATRICS-MINOR  SURGERY— $6,325 
UROLOGY-SURGERY— $16,621 
GENERAL  SURGERY— $22,005 
CARDIOLOGY— $4,927 
COLON  & RECTAL  SURGERY— $1 1 ,475 
OBST-GYN— $24,534 
ABDOMINAL  SURGERY— $1 1 ,475 
NEUROSURGERY— $36,400 
ORTHOPEDIC  SURG— $30,418 
INTERNAL  MEDICINE— $6,326 
THORACIC,  VASCULAR,  PLASTIC 
SURGERY— $24,534 

Subject  To  Underwriting  Requirements 
OTHER  CLASSES,  & HIGHER  LIMITS  AVAILABLE 

C0UCH/BRAUNS00RF  AGENCY 

1024  W.  SOUTH  AVE. 

WESTFIELD,  N.J.  07090 
A FULL  SERVICE  AGENCY 
TOLL  FREE  N.J.  1-800-492-4090 
OUT  OF  STATE  1-800-223-5433 
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Americana  Host  Farm  Resort 

HOUSING  APPLICATION 
221st  ANNUAL  MEETING 
THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


THURSDAY,  APRIL  30,  TO  SUNDAY,  MAY  3,  1987 


HE  FOLLOWING  ARE  ALL-INCLUSIVE  PACKAGE  PLANS  BASED  ON  • 
MODIFIED  AMERICAN  PLAN,  INCLUDING  DINNER  AND  BREAKFAST 
)AILY  STARTING  WITH  DINNER  ON  THE  DAY  OF  ARRIVAL,  THE  SAT- 
IRDAY  NIGHT  BANQUET,  LIVE  CABARET  SHOWS  EACH  EVENING  # 
EATURING  A DIFFERENT  SHOW  EVERY  NIGHT,  STATE  SALES  TAX, 

\ND  ALL  GRATUITIES  COVERING  BELLMEN  FOR  IN/OUT  LUGGAGE 
SERVICE,  CHAMBERMAIDS,  AND  ALL  MEAL  SERVICE  AS  OUTLINED:  • 


:OUR-NIGHT  PACKAGE 

441.00  PER  PERSON,  SINGLE  OCCUPANCY 

1326.85  PER  PERSON,  DOUBLE  OCCUPANCY 

!144.00  PER  CHILD  SHARING  A ROOM  WITH  PARENTS 

THREE-NIGHT  PACKAGE 

>345.00  PER  PERSON,  SINGLE  OCCUPANCY 

>255.00  PER  PERSON,  DOUBLE  OCCUPANCY 

>108.00  PER  CHILD  SHARING  A ROOM  WITH  PARENTS 

TWO-NIGHT  PACKAGE 

>249.00  PER  PERSON,  SINGLE  OCCUPANCY 

>183.65  PER  PERSON,  DOUBLE  OCCUPANCY 

5 72.00  PER  CHILD  SHARING  A ROOM  WITH  PARENTS 


Forms  received  after  April  1,  1987, 
will  be  confirmed  on  an  “if  available” 
basis. 

Fill  out  only  one  form  for  each  room 
required. 

DEPOSIT  OF  $100  PER  ROOM 
MUST  ACCOMPANY  FORM  TO 
CONFIRM  RESERVATIONS. 

Please  make  check  payable  to  HOST 
FARM.  Major  credit  cards  accepted 
at  hotel,  but  not  for  deposit. 

Hotel  confirmation  is  required  for 
check-in. 

Send  form  and  deposit  to: 

Host  Reservations 
2300  Lincoln  Highway  East 
Lancaster,  PA  17602 
717-299-5500 


CHECK  TYPE  OF  ROOM  REQUIRED:  □ SINGLE  OCCUPANCY  □ DOUBLE  OCCUPANCY 

PLEASE  NOTE:  Number  of  persons  attending  the  Inaugural  Dinner-Dance  honoring  President-Elect  and  Mrs.  Harry 
M.  Carnes  on  Saturday,  May  2,  1987 


3LEASE  PRINT  OR  TYPE  THE  FOLLOWING  INFORMATION: 


MAME: NO.  of  CHILDREN:- 

SHARING  ROOM  WITH: CHILDREN’S  AGES: 


ADDRESS: 

CITY: 

BUSINESS  PHONE  NO.. 


STATE: 


HOME  PHONE  NO. 


ZIP: 


CHECK  IF  OFFICIAL  DELEGATE  □ 

ARRIVAL  DATE DAY. 

DEPARTURE  DATE DAY. 


COUNTY: 


CHECK-IN:  AFTER  4 PM 
CHECK-OUT:  BY  12  NOON 


MEDICAL  SOCIETY  OF  NEW  JERSEY— 221st  ANNUAL  MEETING 


#13242 
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LOCATION  MAP 


Americana 
Host  Farm  Resort 


2300  Lincoln  Highway  East  (Route  30),  Lancaster.  Pennsylvania  17602  (717)  299-5500 


FROM  NEW  YORK 
Take  New  Jersey  Turnpike 
South  to  Pa  Turnpike  Take  Pi 
Turnpike  West  to  Interchange  No 
21  Travel  South  on  U S Rte  222 
to  U S Route  30  Travel  East  on 
U S Route  30,  approximately  5 
miles  to  Americana  Host  Farm 
Resort 


FROM  PITTSBURGH 
& POINTS  WEST 
Travel  East  on  Pa  Turnpike  to 
Int  19  Go  South  on  1-283  tor  30 
miles  into  Route  30  East  tor  6 
miles  to  Americana  Host  Farm 
Resort 


FROM  PHILADELPHIA 
Take  Pa  Turnpike  West  to  Inter- 
change No  21  Travel  South  on 
U S Rte  222  to  U S Route  30 
Travel  East  on  U S Route  30,  ap- 
proximately 5 miles  to  Americana 
Host  Farm  Resort 


FROM  BALTIMORE 
& WASHINGTON 
Go  North  on  Interstate  Route 
83  to  York,  Pa  Turn  East  on  U S 
Route  30  for  32  miles  to  Ameri- 
cana Host  Farm  Resort 


BY  AIR 

Harrisburg  International  Airport 
(just  36  minutes  from  Host  by  lim- 
ousine or  car)  via  TWA  and  U S 
Air,  and  Lancaster  Airport  only 
minutes  away  with  daily  flights  via 
U S Air 

BY  RAILROAD 
Amtrak  to  Lancaster  Station 
Taxi  and  Rent-a-Car  Service 
available 
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Step  up  to 
the  car  you 
really 
want 


and 

keep  your 
payments 
down  with 


AutoVantage 


AUTO 

LOAN 


AutoVantage  gives  you  all  the  benefits  of  ownership 
plus  the  advantage  of  lower  monthly  payments-just. 
as  in  leasing.  AutoVantage  guarantees  the  fut  ure 
trade-in  value  of  your  new  car  and  uses  that  value  to 
lower  your  monthly  payments.  The  trade-in  value  is 
the  balance  remaining  as  your  final  loan  payment. 

Before  you  make  the  decision  to  pay  the  guaranteed 
trade-in  value  as  your  final  payment,  you  have  these 
options: 

Trade  in  your  car  for  a new  one  and  pay  the 
remaining  balance. 

Sell  the  car  privately  for  the  best  price.  (And  if  the 
sale  price  is  more  than  the  remaining  balance,  you 
keep  the  profit.) 


Keep  the  car  and  make  the  final  payment.  If 
necessary  we  can  help  you  arrange  refinancing 
through  our  conventional  auto  loan  program. 

Return  the  car  to  the  Bank  without  making  the 
final  payment.  Mileage  and  maintenance 
adjustments  may  apply. 

AutoVantage  offers  lower  monthly  payments 
because  we  guarantee  the  future  trade-in  value  of 
your  new  car. 

Any  new  car  financed  for  $10,000  or  more  qualifies 
for  AutoVantage.  Choose  terms  from  12  to  60  months 
and  put  down  only  10%.  Unlike  leasing,  you  can  even 
pay  off  your  loan  early  with  no  penalty. 

The  chart  below  tells  the  story: 


If  you  borrow . . . 

$10,000 

$15,000 

$20,000 

Your  AutoVantage  monthly  payment  * is . . . 
(10.50%**  APR  for  48  months) 

$182.85 

$300.63 

$380.27 

Vs.  conventional  financing  monthly  payment 
(9.50%  APR  for  48  months) 

$251.23 

$376.84 

$502.46 

You  pay  this  much  less  per  month 
with  AutoVantage . . . 

$ 68.38 

$ 76.21 

$122.19 

And  the  guaranteed  trade-in  value*  (final  payment)  is . . . 

$4,525 

$5,250 

$8,200 

‘Monthly  payment  is  based  on  guaranteed  trade  in  value  as  shown.  Payment  will  vary  based  on  actual  guaranteed  trade-in  value  of  auto  financed. 
“Rate  used  for  example  only.  Call  number  below  for  current  rates. 


Call  us  for  the  details.  Put  AutoVantage  to  your  advantage. 


The 

Summit  Trust 
Company 


The 

Chatham  Trust 
Company 


Maplewood  Bank 
and  Trust  Company 


Member  of  The  Summit  Bancorporation 


Member  of  The  Summit  Bancorporation 


Member  of  The  Summit  8ancorporation 


201-522-8633 
Branches  in  Summit, 
Berkeley  Heights,  Clark, 
Elizabeth,  Florham  Park, 
New  Providence,  Roseland, 
Short  Hills,  West  Orange 


201-635-3046  201-522-8633 

Branches  in  Chatham  Borough,  Branches  in  Maplewood 

Chatham  Township,  Morristown 


Members  FDIC  Equal  Opportunity  Lenders 
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THE  PHILADELPHIA  HEART  INSTITUTE 

of  Presbyterian-University  of  Pennsylvania  Medical  Center 


CARDIOLOGY  UPDATE  . . . 


is  designed  for  the  Physician  and  provides  an  intensive  survey  of  the 
current  status  of  Clinical  Cardiology  . . . 


WEDNESDAY 

MAY  6,  1987 
8:00  to  5:80  PM 

DIAGNOSIS  AND  MANAGEMENT  OF 
SIMPLE  AND  COMPLEX  ARRHYTHMIAS 

MODERATOR:  LEONARD  HOROWITZ,  M.D. 


Diagnosis  and  Therapy  for  Supraventricular  Arrhythmias 
Diagnosis  and  Therapy  for  Ventricular  Arrhythmias 
Case  Presentations 

Ablation  Procedures  and  Pacemakers  for  Cardiac  Arrhythmias 
Questions  and  Answers 

• No  Registration  Fee 

• No  Advance  Registration  Required 

• CME  Credits* 


Harry  Kopelman,  M.D. 
Leonard  Horowitz,  M.D. 
Steven  Klier,  M.D. 
W.  Clark  Hargrove,  M.D. 

The  Audience 


* * Wine  and  Cheese  Served  Following  Each  Session  * * 

Scheie  Eye  Institute  Auditorium 
Presbyterian-University  of  Pennsylvania 
Medical  Center 
39th  and  Market  Streets 
Philadelphia,  Pennsylvania 

Parking  Available  (at  discount  rate.) 


*The  University  of  Pennsylvania  School  of  Medicine  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  to  sponsor 
continuing  education  for  physicians.  The  University  of  Pennsylvania  School  of  Medicine  designates  this  continuing  medical  activity  for  22.5 
credit  hours  of  Category  I of  the  Physicians  Recognition  Award  of  the  AMA  (2.5  credit  hours  each  lecture). 
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CME  Calendar 


The  following  is  a list  of 
continuing  medical 
education  courses  for  the 
next  two  months.  Contact  the 
sponsoring  organization  for 
further  information. 


This  list  is  compiled  through  the  coop- 
eration of  the  Committee  on  Medical 
Education  of  the  Medical  Society  of  New 
Jersey,  The  Academy  of  Medicine  of 
New  Jersey,  the  New  Jersey  Chapter  of 
the  American  Academy  of  Family  Physi- 
cians, and  the  Office  of  Continuing 
Medical  Education  of  the  UMDNJ.  For 
information  on  accreditation,  please 
contact  the  sponsoring  organization(s), 
indicated  by  italics— last  line  of  each 
item. 


ANESTHESIOLOGY 

May 

4  Lecture  Series 

11  7:45  A.M.— Newark  Beth  Israel 
18  Medical  Center,  Auditorium, 

25  Newark 

(UMDNJ  and  Newark  Beth  Israel 
Medical  Center) 

6  Anesthesiology  Case  Presentation 

7: 1 5 am.— Robert  Wood  Johnson 
Medical  School,  New  Brunswick 
(UMDNJ) 

6  Anesthesiology  Grand  Rounds 

13  4 p.m 1 00  Bergen  Street,  Newark 

20  (UMDNJ) 

27 

June 

1 Lecture  Series 

8 7:45-8:45  a.m  — Newark  Beth  Israel 

15  Medical  Center,  Auditorium, 

22  Newark 

29  (UMDNJ  and  Newark  Beth  Israel 
Medical  Center) 

3  Anesthesiology  Grand  Rounds 

10  4 p.m. — 100  Bergen  St.,  Newark 

17  (UMDNJ) 

24 
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CARDIOLOGY 

May 

6 Cardiology  Update 
13  Seizures 

8:30- 10  am. — Alexian  Brothers 
Hospital,  Grassman  Hall,  Elizabeth 
(Alexian  Brothers  Hospital  and 
AMNJ) 

June 

3 Advances  in  Cardiology 

1 1:30  a.m.— Rahway  Hospital, 
Conference  Rm. 

(Rahway  Hospital  and  AMNJ) 

9 University  Echo  Club 

7:30  p.m. — University  Hospital, 

Rm.  H349,  Newark 
(UMDNJ) 

MEDICINE 

May 

1 Grand  Rounds — Rehabilitation 
Medicine 

1 -.30-2:30  p.m  — New  Jersey  Medical 

School,  Newark 

(UMDNJ) 

1 Pseudomembranous  Ulcerative 
Colitis 

12  noon- 1:15 p.m— Bridgeton 
Hospital 

(Bridgeton  Hospital  and  AMNJ) 

1 Current  Use  of  Plasmapheresis 
8 Management  and  Treatment  of  the 
Adult  Asthmatic 
15  Hypo  and  Hyperkalemia 
2 2 Pathology  of  AIDS  in  Children 
29  Medical  Mortality  Conference 

8:30  a.m.— United  Hospitals  Medical 
Center,  Annex  Auditorium,  Rms.  B 
and  C,  Newark 
(UMDNJ) 

1 Department  of  Medicine 
15  Grand  Rounds 

9- 10:00  a.m.— St.  Francis  Medical 

Center,  Crean  Hall 

(St  Francis  Medical  Center  and 

AMNJ) 

1 Pain  Management  Center 

8 8 am. — 1 00  Bergen  Street,  Newark 

15  (UMDNJ) 

22 

29 

1 Urology  Basic  Science  Conference 

8 3-4  p.m. — New  Jersey  Medical 

15  School,  Rm.  C-600,  Newark 
22  (UMDNJ) 

1 Urology  Grand  Rounds 

8 4-6  p.m. — New  Jersey  Medical 

15  School,  Newark 
22  (UMDNJ) 

29 

4 Rheumatology  Staff  Conferences 

5:30  p.m  — Robert  Wood  Johnson 
Medical  School,  Academic  Health 
Science  Center,  Rm.  393, 

New  Brunswick 
(UMDNJ) 

4 University  Hospital  Tumor 
1 1 Conference 

18  8 a.m. — University  Hospital,  Newark 

25  (UMDNJ) 

5 Visiting  Professor  Program 

5-6  p.m  — Robert  Wood  Johnson 
Medical  School,  Lecture  Hall  102, 
New  Brunswick 
(UMDNJ) 


5 Pulmonary  Conference 

12  8-9  am. — University  Hospital, 

19  Rm.  H-349,  Newark 

26  (UMDNJ) 

6 Adrenal  Diseases 

1 :30  p.m. — Essex  County  Hospital 

Center,  Cedar  Grove 

(AMNJ) 

6  Cancer  and  Emotions 

8 p.m  — Auditorium,  N.J.  State 
Museum,  Trenton 
(Rose  Kline  Memorial  Foundation) 
6 Lecture  Series  1986-1987 

13  10:30  am.- 12  noon — Christ 

20  Hospital,  Jersey  City 

27  (AMNJ) 

6 New  Concepts  in  the  Management 
of  Coronary  Artery  Disease 

1 3 Academy  of  Medicine  Guest 
Lecture 

20  Newer  Approaches  to  the 

27  Treatment  of  Mild  Hypertension 

12  noon-1  p.m  — Medical  Education 
Building,  Rm.  102,  New  Brunswick 
(UMDNJ) 

6 Common  Dermatoses 

10:30  am. — St.  Mary’s  Hospital, 

Passaic 

(AMNJ) 

6 Continuing  Education  Series 

20  1986-1987 

4: 1 5-5: 1 5 p.m. — 1199  Pleasant 
Valley  Way,  West  Orange 
(UMDNJ  and  Kessler  Institute  for 
Rehabilitation,  Inc.) 

7 Allergy,  Immunology,  and 

14  Infectious  Diseases 

21  1 1:00  am  — Children’s  Hospital, 

28  Newark 

(UMDNJ  and  Children's  Hospital) 
7 Blood  Bank  Conferences 
14  4 p.m. — University  Hospital, 

21  Rm.  C- 128,  Newark 
28  (UMDNJ) 

7  Urology  Grand  Rounds 
14  3-5p.m.— Robert  Wood  Johnson 
21  Medical  School,  Medical  Education 
28  Building,  Rm.  108-A 
New  Brunswick 
(UMDNJ) 

7 Assessment  and  Differentiation  of 
Acute  vs  Chronic  Pain 

1 1 am  - 12  noon— St.  Joseph’s 
Hospital  and  Medical  Center, 
Paterson 

(St  Joseph's  Hospital  and  Medical 
Center) 

8 Pulmonary  Embolus 

1 2 noon- 1:15  p.m  — Bridgeton 
Hospital 

(Bridgeton  Hospital  and  AMNJ) 

8  Diagnosis  and  Treatment  of 
Rheumatoid  Arthritis 

1 1 :30- 1 2:30  p.m  — Overlook 
Hospital,  Auditorium,  Summit 
(AMA  and  AMNJ) 

8  Sim  Exposure,  Skin  Cancer 
Screening 

12  noon — Warren  Hospital, 

Phillipsburg 

(AMNJ) 

1 1 Dermatoses  of  the  Skin 

7  p.m. — Wallkill  Valley  General 

Hospital,  Sussex 

(AMNJ) 
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of  New  Jersey 

THE  ANNUAL  AWARDS  DINNER 
OF  THE  ACADEMY  OF  MEDICINE 
OF  NEW  JERSEY 

will  be  held  on 

WEDNESDAY,  MAY  27,  1987 
at  The  CHANT8CLER 

in  SHORT  HILLS,  NEW  JERSEY 

1987  Edward  J.  Ill  Award  Recipient 
PAUL  J.  HIRSCH,  M.D. 

1987  Citizens  Award  Recipient 
MARY  STRONG 


Further  information  can  be  obtained  by  contacting  the 
Academy  of  Medicine  of  New  Jersey  at  1-609-896-1717. 


June  13, 1387 

7TH ANNUAL 
ADVANCES  IN 
GASTROENTEROLOGY 

Bally's  Park  Place  Hotel 
Atlantic  City,  New  Jersey 

Sponsored  by 

the  University  of  Pennsylvania 
Gastrointestinal  Department 
and  the  Continuing  Medical 
Education  Department 
of  the  Underwood  Memorial  Hospital, 
Woodbury,  New  Jersey 

Accreditation:  Category  1 credit  offered 

Information:  Registration  Supervisor 

SLACK  Incorporated 
6900  Grove  Road 
Thorofare,  New  Jersey 
08086-9447 
(609)  848-1000 


THE  MEDICAL  HISTORY  SOCIETY 
OF  NEW  JERSEY 

and 

THE  ACADEMY  OF  MEDICINE 
OF  NEW  JERSEY 

present  the 

Annual  Morris  H.  Saffron  Lecture 


Wednesday,  May  6,  1987 
1:00  P.M. 


“American  Medical  Education: 
Past,  Present,  and  Future” 

Kenneth  M.  Ludmerer,  M.D. 
Associate  Professor  of  Medicine 

and 

Associate  Professor  of  History 
Washington  University 

at  the 

MSNJ  Headquarters  Building 
Lawrenceville,  New  Jersey 


For  further  information  contact: 

Academy  of  Medicine  of  New  Jersey 
Two  Princess  Road 
Lawrenceville,  NJ  08648 

609-896-1717 


of  New  Jersey 
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1 2  Ophthalmology:  Associated  with 
Systemic  Disease 

12  noon-1  p.m  — The  Hospital 
Center  of  Orange,  Orange 
(AMNJ) 

12  Menopause 

8:30  a.m. — Palisades  General 
Hospital,  North  Bergen 
(AMNJ) 

12  NJ  Dermatological  Society 

6:30  p.m. — Chanticler,  Millbum 
(AMNJ) 

12  University  Echo  Club 

7:30  p.m. — University  Hospital, 

Rm.  H-349,  Newark 
(UMDNJ) 

1 3 Coronary  Artery  Disease  Risk  in 
Antihypertensive  Therapy 

1  1:30  a.m.— Rahway  Hospital, 
Conference  Rm. 

(Rahway  Hospital  and  AMNJ) 

14  Preoperative  Nutritional  Support 

7:30  am. — West  Jersey  Health 

System,  Camden 

(AMNJ) 

1 4 Current  Clinical  Concepts  in 
Rheumatology/Immunology 

1 2: 1 5- 1 : 1 5 p.m  — Kennedy  Memorial 
Hospital,  Conference  Rm. 

(UMDNJ) 

15  Pancreatic  Transplants  and 
Genetic  Engineering  in  Diabetes 

12  noon-l:15 p.m  — Bridgeton 
Hospital 

(Bridgeton  Hospital  and  AMNJ) 

19  Endocarditis 

12  noon — St.  Mary’s  Hospital, 

Orange 

(AMNJ) 

1 9  Evaluation  and  Therapy  of  the 
Newly  Discovered  Hypertensive 

4-5  p.m.— Robert  Wood  Johnson 
Medical  School,  Rm.  393, 

New  Brunswick 
(UMDNJ) 

19  IVP  Conference 

4- 6  p.m. — New  Jersey  Medical 
School,  Rm.  C-600,  Newark 
(UMDNJ) 

20  Dermatology  Conferences 

6- 9  p.m —Rutgers  Community 
Health  Plan,  57U.S.  Highway  #1, 
New  Brunswick 

(UMDNJ) 

20  Interhospital  Rheumatology 
Rounds 

4:30-6  p.m  — University  Hospital, 

Rm.  1-355,  Newark 

(UMDNJ) 

20  Regional  Urology  Rounds 

7- 8:30  am. — Robert  Wood  Johnson 
Medical  School,  New  Brunswick 
(UMDNJ) 

20  Reversible  Airway  Disease 

1  1:30  am  — Rahway  Hospital, 
Conference  Rm. 

(Rahway  Hospital  and  AMNJ) 

2 1 20th  Annual  CME  Series 
1986-1987 

5- 6:30  p.m. — Somerset  Medical 
Center,  Auditorium,  Somerville 
(AMNJ  and  Somerset  Medical 
Center) 

21  Bums:  Current  Treatment 


2 p.m. — John  E.  Runnells  Hospital, 
Berkeley  Heights 

(AMNJ) 

2 1 Functional  Assessment  of  the 
Elderly 

3 p.m. — Ancora  Psychiatric  Hospital, 
Hammonton 

(AMNJ) 

26  The  Spectrum  of  Epstein-Barr 
Virus  Infections/ State  of  the  Art 

8:30- 1 0:30  am— St.  Joseph’s 
Hospital  and  Medical  Center, 
Johnson  Auditorium,  Paterson 
(St  Joseph's  Hospital  and  Medical 
Center) 

26  Vaginal  Discharge  and  P.I.D. 

8:30  am  — Palisades  General 
Hospital,  North  Bergen 
(AMNJ) 

28  Visiting  Professor  Program 

4-5  p.m. — St.  Barnabas  Medical 
Center,  Classroom  A,  Livingston 
(AMNJ  and  St  Barnabas  Medical 
Center) 

June 

1 University  Hospital  Tumor 

8 Conference 

15  8 am  — University  Hospital, 

22  Rm.  H349,  Newark 

29  (UMDNJ) 

2 Pulmonary  Conference 

9 8-9  p.m. — University  Hospital, 

16  Rm.  H349,  Newark 

23  (UMDNJ) 

30 

2 Rheumatology  Staff  Conferences 

5:30  P.M.— Robert  Wood  Johnson 
Medical  School,  Academic  Health 
Science  Ctr„  Rm.  393, 

New  Brunswick 
(UMDNJ) 

3 Continuing  Education  Series 

17  1986-1987 

4: 1 5-5: 1 5 p.m.—  1199  Pleasant 
Valley  Way,  West  Orange 
(Kessler  Institute  for 
Rehabilitation) 

3  Lecture  Series:  1986-1987 

10  10:30-12  noon — Christ  Hospital, 
Jersey  City 

(AMNJ) 

3 Symposium  on  Gastroenterology 
and  Infectious  Disease 

9-4  p.m. — Overlook  Hospital, 
Auditorium,  Summit 
(AMNJ) 

4 Blood  Bank  Conference 

1 1 4-5  p.m .— University  Hospital, 

18  Rm.  C-128,  Newark 
25  (UMDNJ) 

4  Allergy,  Immunology,  and 
1 1 Infectious  Diseases 

18  11-12  p.m. — Children’s  Hospital, 

25  Newark 
(UMDNJ) 

4 20th  Annual  CME  Series: 

11  1986-1987 

18  5-6  p.m.— Somerset  Medical  Center, 

Somerville 
(AMNJ) 

5 Rehabilitation  Medicine  Grand 
Rounds 

1:30-2:30  p.m.— New  Jersey  Medical 

School,  Newark 

(UMDNJ) 


5  Asbestosis 

8:30  am. — United  Hospitals  Medical 
Center,  Annex  Auditorium,  Rms.  B 
and  C,  Newark 
(UMDNJ) 

5  Non-operative  Management  of 
Chronic  Back  Pain 

12  noon — St.  Mary’s  Hospital, 

Orange 

(AMNJ) 

5 Urology  Basic  Science  Conference 

12  3-4  p.m. — New  Jersey  Medical 

19  School,  Room  C600,  Newark 
26  (UMDNJ) 

5 Urology  Grand  Rounds 

12  4-6  p.m. — New  Jersey  Medical 

19  School,  Newark 
26  (UMDNJ) 

5 Pain  Management  Center 

12  8 am  — 1 00  Bergen  St„  Newark 

19  (UMDNJ) 

26 

9 Diabetes 

8:30  am  — Palisades  General 
Hospital,  North  Bergen 
(AMNJ) 

1 0 Emergency  Center  Triage  in 
Trauma  Cases 

1 1 :30  am. — Rahway  Hospital, 
Conference  Rm. 

(Rahway  Hospital  andJVMNJ) 

12  Current  Clinical  Concepts  in 
Rheumatology/Immunology 

1 2: 1 5- 1 : 1 5 p.m. — Kennedy  Memorial 
Hospital,  Conference  Rm. 

(UMDNJ) 

1 2 Current  Status  of  Vasodilator 
Therapy  in  LV  Failure 

8:30  am. — United  Hospitals  Medical 
Center,  Annex  Auditorium,  Rms.  B 
and  C,  Newark 
(UMDNJ) 

16  Cyclosporine  Nephrotoxicity 

4- 5  p.m  — Robert  Wood  Johnson 
Medical  School,  Rm.  393, 

New  Brunswick 

(UMDNJ) 

17  Regional  Urology  Rounds 

7-8:30  am. — Robert  Wood  Johnson 
Medical  Center,  Rm.  108B, 

New  Brunswick 
(UMDNJ) 

17  The  Future  of  Transplantation 

12  noon-1  p.m  — Robert  Wood 
Johnson  Medical  Center,  Medical 
Education  Building,  Rm.  102, 

New  Brunswick 
(UMDNJ) 

17  Interhospital  Rheumatology 
Rounds 

4:30-6  p.m. — University  Hospital, 

Rm.  1-355,  Newark 

(UMDNJ) 

1 7 Current  and  Future  Approaches  to 
Therapy  of  Parkinson's  Disease 

1 1:30  am. — Rahway  Hospital, 
Conference  Rm. 

(Rahway  Hospital  and  AMNJ) 

1 8 Hot  Tips  from  the  Journals 
1986-1987 

5- 6:30  p.m. — Somerset  Medical 
Center,  Fuld  Auditorium, 
Somerville 

(Somerset  Medical  Center  and 
AMNJ) 
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Presbyterian-University  of  Pennsylvania  Medical  Center 


presents 

The  First  Annual  Educational  Conference 


“When  to  Treat  vs.  When  to  Refer: 

Optima!  Patient  Care  in  the  High  Technology  Era” 

• Cardiology  • Gastroenterology  • Oncology  • 

• Pulmonary  ® Renal  Disease  • Rheumatology  • 


Saturday,  May  9,  1987 
8:30  a.m.-4  p.m. 

Presbyterian-University  of  Pennsylvania  Medical  Center 
Scheie  Eye  Auditorium 
39th  and  Market  Streets 
Philadelphia,  Pennsylvania  19104 


.^vte  Ri, 
<&#yte  ttjK 


The  University  of  Pennsylvania  School  of  Medicine  is  accredited  by  the  Accredita- 
tion Council  for  Continuing  Medical  Education  to  sponsor  continuing  medical 
education  for  physicians.  The  University  of  Pennsylvania  School  of  Medicine 
designates  this  Continuing  Medical  Education  activity  for  5 credit  hours  in  Cate- 
egory  I of  the  Physician’s  Recognition  Award  of  the  American  Medical  Association. 

Enrollment  Fee  of  $25.00  includes  luncheon. 

R.S.V.P.  to  the  Department  of  Continuing  Medical  Education  by  May  1,  1987 

at  (215)  662-8938. 


THE  LIKOFF  CARDIOVASCULAR  INSTITUTE 

and 

THE  DIVISION  OF  CARDIOLOGY 
HAHNEMANN  UNIVERSITY 

PRESENT 

CARDIOLOGY  TODAY 


May  27,  1987 


“Management  of  Congestive 
Heart  Failure” 

MODERATOR:  WILLIAM  S.  FRANKL,  M.D. 


4:00 

PM 

DIAGNOSIS:  IMAGING 

Gary  S.  Mintz, 

M.D. 

4:30 

PM 

STANDARD  THERAPY 

Bruno  Manno, 

M.D. 

5:00 

PM 

NEWER  THERAPY 

Mariell  J.  Likoff, 

M.D. 

5:30 

PM 

DIALYSIS 

Charles  Swartz, 

M.D. 

Designed  for  the  physician  in  practice  faced  with  the  care  of  critically  ill  patients. 
CME  CATEGORY  I CREDITS  CERTIFIED  • NO  REGISTRATION  FEE  REQUIRED 
Conferences  are  held  in  Lecture  Hall  “A” 

Second  Floor— New  College  Building 
Hahnemann  University,  15th  and  Vine  Streets,  Philadelphia,  PA  19102 
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19  Deviants,  Drugs,  and  the  Red 
Snapper:  Tuberculosis  Then  and 
Now 

8:30  a.m.— United  Hospitals  Medical 
Center.  Annex  Auditorium,  Rms.  B 
and  C,  Newark 
(UMDNJ  and  N.J.M.S.) 

24  Clinical  Decision  Analysis 
12  noon-1  p.m  — Robert  Wood 
Johnson  Medical  School,  Medical 
Education  Building,  Rm.  102,  New 
Brunswick 
IUMDNJ) 

26  Medical  Mortality  Conference 

8:30  am. — United  Hospitals  Medical 
Center,  Annex  Auditorium,  Rms.  B 
and  C,  Newark 
(UMDNJ  and  N.J.M.S.) 

NEUROLOGY/PSYCHIATRY 

May 

6 Grand  Rounds 

1 0:30- 1 2:00  p.m.— New  Jersey 
Medical  School,  Newark 
(UMDNJ) 

7 Anorexia  Nervosa/ Bulimia 

1 4 Speechmaking  for  the  Clinician 
2 1 Rights  and  Responsibilities  of 
Treatment  Decisions 

12  noon-1  p.m  — Carrier 
Foundation,  Belle  Mead 
(Carrier  Foundation) 

7 Case  Seminars  and  Supervision 
21  To  Improve  Psychotherapeutic 

Technique 

8- 1 0:00  p.m. — 3 1 2 Harding  Drive, 
South  Orange 

(Advanced  Psychiatric  Study 
Group  andAMNJ) 

8 Lithium  Toxicity  Indications, 
Assessment 

10:45  a.m.— Greystone  Park 
Psychiatric  Hospital, 

Greystone  Park 
(AMNJ) 

14  Psychiatric  Lecture  Series 

1  p.m.— Essex  County  Hospital, 

Rm.  200,  Cedar  Grove 
(Essex  County  Hospital  Center 
and  UMDNJ) 

20  Double  Trouble:  Challenge  of  the 
Dually  Diagnosed  Chemical 
Abuser 

All  day — Carrier  Foundation, 

Belle  Mead. 

(Carrier  Foundation) 

June 

2 Case  Seminars  and  Supervision 
16  To  Improve  Psychotherapeutic 

Techniques 

8-10  p.m  —3 1 2 Harding  Drive, 

South  Orange 

(AMNJ) 

3 Grand  Rounds/Psychiatry 

10:30-12  noon— New  Jersey 
Medical  School,  Newark 
(UMDNJ) 

4 Neurology  Grand  Rounds 

11  3-5  p.m  — Robert  Wood  Johnson 

18  Medical  Center,  Medical  Education 
Building,  Rm.  108A, 

New  Brunswick 
(UMDNJ  and  AMNJ) 

4  Case  Seminars  and  Supervision 
18  To  Improve  Psychotherapeutic 
Technique 

8-10  p.m. — 3 1 2 Harding  Drive, 


South  Orange 

(Advanced  Psychiatric  Study 
Group  andAMNJ) 

4 Neurology  Grand  Rounds 

11  3-5  p.m. — Robert  Wood  Johnson 

18  Medical  School,  Medical  Education 
Building,  Rm.  108A, 

New  Brunswick 
(UMDNJ) 

1 1 Neurobiological  Mechanisms  of 
Major  Psychiatric  Disorders 

18  Group  Interactions  in  Treatment 
of  Geriatric  Patients 

12  noon-1  p.m  — Carrier 
Foundation.  Belle  Mead 
(Carrier  Foundation) 

1 8 PRO— Its  Present  Impact  and 
Future  Implication 

5:30-6:30  p.m.—  Carrier  Foundation, 

Belle  Mead 

(Carrier  Foundation) 

PATHOLOGY 

May 

1 Pathology/ Radiology/ Orthopedic 
Conference 

8-9  A.M.— University  Hospital,  H 
Level,  Conference  Rm„  Newark 
(UMDNJ) 

5 Anatomic  Pathology  Specialty 

12  Conference 

19  5:15-6  p.m  — New  Jersey  Medical 
26  School,  Rm.  C-555,  Newark 

(UMDNJ) 

5 Pathology— GI  Conference 

12  3 p.m.— University  Hospital, 

19  Rm.  E- 155,  Newark 

26  (UMDNJ) 

6 Experimental  Pathology  Seminar 

20  12  p.m —New  Jersey  Medical  School, 
Newark 

(UMDNJ) 

6  Pathology  Grand  Rounds 

13  1:30-5:30p.m  — New  Jersey  Medical 

20  School,  Newark 

27  (UMDNJ) 

6 Pathogenesis  of  Peptic  Ulcer 

1 1 :30  A.M. — Rahway  Hospital, 
Conference  Rm. 

(Rahway  Hospital  andAMNJ) 

9  NJ  Society  Pathologists  Annual 
Meeting 

7:45  a.m.-4:45  p.m— Somerset 
Marriott  Hotel,  Somerset 
(AMNJ) 

1 2 Renal  Biopsy  Conference 

1 2:30-2  p.m— Bamert  Memorial 
Hospital  Center,  Conference  Rm., 
Paterson 

(AMNJ  and  Bamert  Memorial 
Hospital  Center) 

13  Neuropathology  Conference 

27  1 0:30- 1 2:00  noon— New  Jersey 

Medical  School,  Newark 
(UMDNJ) 

2 1 Renal  Pathology  Conference 

4 p.m— University  Hospital, 

Rm.  E-155,  Newark 
(UMDNJ) 

June 

2 Anatomic  Pathology  Specialty 
9 Conference 

16  5:15-6p.m.— New  Jersey  Medical 

School,  Medical  Science  Building, 
Rm.  C-355,  Newark 
(UMDNJ) 


3  Experimental  Pathology  Seminar 

12  noon— N.J.  Medical  School, 

Rm.  MSB  C-555,  Newark 
(UMDNJ) 

3 Pathology  Grand  Rounds 

10  1 :30-5:30  p.m. — N.J.  Medical  School, 

17  Room  C,  Newark 
24  (UMDNJ) 

6 Pathology-GI  Conference 

9 3 p.m— University  Hospital, 

16  Rm.  E-155,  Newark 

23  (UMDNJ) 

30 

9 Renal  Biopsy  Conference 

12:30-2  p.m— Bamert  Memorial 
Hospital,  Conference  Rm.,  Paterson 
(Bamert  Memorial  Hospital) 

10  Neuropathology  Conference 

24  1 0:30- 1 2 noon — New  Jersey 
Medical  School,  Rm.  C-555,  Newark 
(UMDNJ) 

18  Renal  Pathology  Conference 

4  p.m— University  Hospital,  Room 

E-155.  Newark 

(UMDNJ) 

PEDIATRICS 

May 

1 Advances  in  Pediatrics 

8 9:30- 10:30  a.m. — New  Jersey 

15  Medical  School,  Medical  Science 
22  Building,  Rm.  B-6 10,  Newark 
29  (UMDNJ) 

1 Children’s  Pediatric  Surgical 
8 Conference 

15  8 am.— United  Hospitals  Medical 

22  Center,  Annex  Building, 

Conference  Rm.  A,  Newark 
(Children's  Hospital  of  New  Jersey 
and  UMDNJ) 

8 Controversies  in  Pediatrics 

8-9  A.M.— Overlook  Hospital, 
Summit 

(Overlook Hospital  andAMNJ) 

June 

5 Children’s  Pediatric  Surgical 
12  Conference 

19  8 A.M.— United  Hospitals  Medical 
26  Center,  Rm.  A,  Annex  Bldg.,  Newark 

(UMDNJ) 

5  Pediatric  Distinguished  Lecture 
12  Series 

8 a.m.— Overlook  Hospital,  Wallace 

Auditorium,  Summit 

(AMNJ) 

5 Advances  in  Pediatrics 

12  9:30- 10:30  a.m.— New  Jersey 

19  Medical  School,  Medical  Science 

26  Building,  Rm.  B-6 10,  Newark 
(UMDNJ) 

12  Neurological  Implications  of 
Lactic  Acidosis 

8-9  am  — Overlook  Hospital, 
Summit 

(Overlook  Hospital  andAMNJ) 

RADIOLOGY 

May 

1 Pathology/Radiology/Orthopedic 
8 Conference 

15  8-9a.m  — University  Hospital, 

22  Conference  Rm.,  Newark 
29  (UMDNJ) 

13  Radiology  Grand  Rounds 

27  2 p.m— University  Hospital, 

Newark 

(UMDNJ) 
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June  8-12,  1987 

Update  Your  Medicine  1987. 

Association  of  Practicing  Physicians  of  The  New  York  Hospital 
and  Cornell  University  Medical  College.  34'/2  hours  Category  I 
credit,  (40V2  if  optional  workshops  taken).  A one  week  review 
of  all  subspecialties  of  internal  medicine.  8 major  review  lec- 
tures, 12  workshops,  2 Meet  the  Professor  luncheons,  optional 
practice  workshops  in  breast/pelvic  and  male  genitorectal 
examinations.  Held  at  The  New  York  Hospital-Cornell,  1300 
York  Avenue  at  69th  Street,  New  York.  Information:  Office  of 
CME,  212-472-61 19.  Dr.  Lila  A.  Wallis  is  Course  Director.  Also 
call  us  for  information  about  Update  Your  Medicine  Ithaca 
course  July  13-17,  1987. 


THE  MOUNT  SINAI  CENTER 
FOR  FACIAL  NERVE  DISORDERS 

A multi-disciplinary  team  of  physicians  and  surgeons  at  The  Mount  Sinai 
Hospital  for  the  complete  evaluation  and  treatment  of  facial  nerve  disorders. 

PROGRAM  DIRECTORS 

AVRIM  R.  EDEN,  M.D.  BAVIB  SIMPSON,  M.D. 

CHIEF  OF  OTOLOGY  ASSISTANT  PROFESSOR  OF  NECROLOGY 

THE  MOUNT  SINAI  MEDICAL  CENTER  CO-OIRECTOR,  EMG  LABORATORY 

Address  for  patients  and  correspondence: 

FACIAL  NERVE  CENTER 
The  Mount  Sinai  Hospital 
19  East  98th  Street 
Suite  6A,  Box  1191 
New  York,  NY  10029 

FOR  PATIENT  APPOINTMENTS  OR  INFORM  \TION: 

(212)650-2309 
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2 1 Update  on  Interventional 
Radiology 

7:30  P.M.— St.  Barnabas  Medical 

Center,  Livingston 

(AMNJ) 

27  Radiology/ Pathology  Conference 

1  1:30  a.m.— Rahway  Hospital, 
Conference  Rm.  Rahway 
(Rahway  Hospital  and  AMNJ) 

SURGERY 

May 

1 Cancer  Research  Colloquium 

8 12-1:15  p.m.— Medical  Science 

15  Building,  Rm.  G-506B,  Newark 

22  (UMDNJ) 

29 

2 Mortality  and  Morbidity 

9 Conference 

16  8:30-9:30  A.M.— Medical  Science 

23  Building,  Rm.  B-6 10,  Newark 

30  (UMDNJ) 

4 Surgical  Grand 
11  Rounds/Distinguished  Lecture 
18  Series 

25  4:30-6  p.m  — New  Jersey  Medical 

School,  Newark 
(UMDNJ) 

6 Surgical  Grand  Rounds 

7 8:30- 10  a.m.— Robert  Wood  Johnson 
13  Medical  School,  Lecture  Hall, 

20  Rm.  102,  New  Brunswick 
(UMDNJ) 

6 Trauma  Conference 

13  8 a.m. — University  Hospital,  Newark 

20  (UMDNJ) 

27 

29  Cardiothoracic  Journal  Club 

7:30  p.m  — 13  Ridgeway  Drive, 

West  Orange 
(UMDNJ) 

June 

1 Surgical  Grand  Rounds/ 

8 Distinguished  Lecture  Series 

15  4:30-6  p.m.— New  Jersey  Medical 

22  School,  Newark 
29  (UMDNJ) 

1 Orthopedic  Grand  Rounds  and 
8 Lecture  Series 

15  6-8  p.m.— New  Jersey  Medical 

22  School,  Medical  Science  Building, 
29  Rm.  B-556,  Newark 
(UMDNJ) 

2 Surgery:  Visiting  Professor 
Program 

5-6  p.m  — Robert  Wood  Johnson 
Medical  Center,  Lecture  Hall  102, 
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New  Brunswick 
(UMDNJ) 

3  Joint  Annual  Meeting  of  the 
N.  J.  Gastroenterological 
Society/N.  J.  Society  for 
Gastrointestinal  Endoscopy 

2-5  p.m. — The  Manor,  West  Orange 
(AMNJ) 

3  Surgical  Grand  Rounds 

8:30- 10  a.m. — Robert  Wood  Johnson 
Medical  School,  Rm.  102, 

New  Brunswick 
(UMDNJ) 

3 Trauma  Conference 

10  8 a.m. — University  Hospital,  Newark 

17  (UMDNJ) 

2$  Surgical  Grand  Rounds 

10  8:30-  10:30  a.m. — Robert  Wood 

17  Johnson  Medical  School,  Lecture 

24  Hall  102,  New  Brunswick 
(UMDNJ) 

4 Vascular  Surgery  Conference 

1 1 Rounds 

18  4 p.m. — Robert  Wood  Johnson 

25  Medical  School,  Medical  Education 
Building,  New  Brunswick 
(AMNJ) 

5 Cancer  Research  Colloquium 

1 2  noon- 1:15  p.m. — NJMS,  Medical 
Science  Building,  Rm.  G-506B, 
Newark 
(Newark) 

13  7th  Annual  Advances  in 
Gastroenterology 

7:30  A.M.-4  p.m— Bally's  Park  Place 
Casino  Hotel,  Atlantic  City 
(AMNJ) 

16  Urology/rVP  Conference 

4-6  p.m. — New  Jersey  Medical 
School,  Rm.  600,  Newark 
(UMDNJ) 

25  Distinguished  Lecture 
Series — Neurosurgery 

4-5:30  p.m. — University  Hospital, 

Rm.  E-343,  Newark 
(UMDNJ) 

26  Cardiothoracic  Journal  Club 

7:30  p.m. — 1 3 Ridgeway  Drive, 

West  Orange 
(UMDNJ) 

SURGICAL  SPECIALTIES 
May 

4  Orthopaedic  Grand  Rounds  and 
1 1 Lecture  Series 

1 8 6-8  p.m. — New  Jersey  Medical 


25  School,  Medical  Science  Building, 
Rm.  B-556,  Newark 

(UMDNJ) 

7 Vascular  Surgery  Conference 
14  Rounds 

21  4-5  p.m. — Robert  Wood  Johnson 
28  Medical  School,  Medical  Education 
Building,  New  Brunswick 
(UMDNJ) 

20  Grand  Rounds  in  Ophthalmology 

7- 9  p.m. — Eye  Institute  of  NJ, 
Newark 

(UMDNJ,  Eye  Res.  Prog.) 

26  Advances  in  Eye  Surgery 

8- 10  p.m. — The  Englewood  Club, 
Englewood 

(The  Englewood  Surgical  Society 
and  AMNJ) 

28  Distinguished  Lecturer 
Series— Neurosurgery 

4-5:30  p.m. — University  Hospital, 
Rm.  E-343,  Newark 
(UMDNJ) 

June 

4 Vascular  Surgery  Conference 
1 1 Rounds 

18  4-5  p.m. — Robert  Wood  Johnson 

25  Medical  School,  Medical  Education 
Building,  New  Brunswick 
(UMDNJ) 

17  Ophthalmology/ Grand  Rounds 

7-9  p.m. — Eye  Institute  of  New 
Jersey,  Annex  Auditorium,  Rooms 
B and  C,  Newark 
(UMDNJ) 

MISCELLANEOUS 

May 

1 Medical  Aspects  of  Nuclear  War 

12  noon — St.  Mary’s  Hospital, 

Orange 

(AMNJ) 

13  Office  Management  of  Common 
Medical  Issues 

12-4  p.m. — Kennedy  Memorial 
Hospital,  Stratford 
(UMDNJ) 

June 

23  Beyond  Despair:  Empowerment  in 

24  a Nuclear  Age 

8:30a.m.-4:30  p.m  — Carrier 
Foundation,  Belle  Mead 
(Carrier  Foundation) 
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PEDIATRIC  PRACTICE  IN  THE  1990s: 

PROSPECTS  FOR  PROSPERITY 

A Survival  Kit  For  The  Coming 
Revolution  In  Practice  Management 

TUESDAY,  APRIL  21,  1987 
8 a.m.  to  1 p.m. 

at 

Newark  Beth  Israel  Medical  Center 
201  Lyons  Avenue 
Newark,  New  Jersey  07112 

Guest  Speakers  Include: 

Lawrence  M.  Gartner,  M.D. 

Professor  & Chairman,  Department  of  Pediatrics 
University  of  Chicago,  Pritzker  School  of  Medicine 

Larry  D.  Eggert,  M.D. 

Assistant  Professor  of  Pediatrics 
Medical  Director,  Neonatal  Transport 
University  of  Nebraska  Medical  Center 

Kevin  Tylus 

Manager,  Health  Care  Services 
Touche  Ross 
Newark,  N.J. 

Steven  A.  Freedman,  Ph.D. 

Assistant  Professor  of  Pediatrics,  College  of  Medicine 
Director,  Institute  For  Child  Health  Policy 
University  of  Florida 

Sponsored  by  the  Department  of  Pediatrics  at  NBIMC 
Registration  Deadline:  April  14,  1987 
Physician  Fee:  $40  (lunch  included) 

For  further  information  call  Department  of  Pediatrics— 

(201)  926-7328 


cm  fir  Pirns  mi  PBsms 


^pcinc. 


A MULTIDISCIPLINARY  ■ 


October  16-18,  1987  at  the  Hyatt  Hotel 
Cherry  Hill,  NJ 

Sponsored  by  Cooper  Hospital/University  Medical  Center, 
the  clinical  campus  for  the  University  of  Medicine  and 
Dentistry  of  New  Jersey/Robert  Wood  Johnson  Medical 
School  at  Camden  in  celebration  of  the  hospital's 
centennial  year. 

The  program  committee  welcomes  the  submission  of 
abstracts  on  the  topic  of  aging.  The  goal  of  the  conference 
is  to  present  various  perspectives  on  aging  including  basic 
research,  clinical  topics,  economic,  political,  and  psycho- 
social insights.  Proffered  paper  and  poster  sessions  will 
reflect  those  perspectives.  Research  in  progress  for  at  least 
three  years  is  of  particular  interest. 


All  accepted  abstracts  will  be  published  in  conference 
proceedings.  The  deadline  for  submission  is  June  1,  1987. 
For  further  information  contact:  Ryna  Alexander,  Director 
for  Continuing  Medical  Education,  Cooper  Hospital/Univer- 
sity Medical  Center,  One  Cooper  Plaza,  Camden,  NJ  08103. 
(609-342-3074) 


JEFFERSON  MEDICAL  COLLEGE 
THOMAS  JEFFERSON  UNIVERSITY 
IN  HISTORIC  PHILADELPHIA 


THE  DEPARTMENT  OF  OTOLARYNGOLOGY 
AND  THE  OFFICE  OF 
CONTINUING  MEDICAL  EDUCATION 

present 

THE  USE  OF  THE  C02  LASER 
FOR  HEAD  AND  NECK  SURGERY 

at  Jefferson  Medical  College 
Philadelphia,  PA. 

A two  day  workshop  given  on  the  following  dates: 

May  29-30,  1987 
and 

October  9-10,  1987 

ANESTHESIOLOGISTS: 

• limited  to  28  participants 

• 8 credit  hours  in  Category  I 

• participation  in  Day  I of  each  two  day  workshop 

• fee:  $300.00 

OTOLARYNGOLOGISTS: 

• limited  to  12  participants 

• 16  credit  hours  in  Category  I 

• participation  in  Day  I and  Day  II,  including  four 
(4)  hours  of  laboratory  exercises 

• fee:  $850.00 

Registration  fee  includes  course  syllabus, 
continental  breakfasts,  coffee  breaks,  luncheons 
and  an  evening  banquet. 

For  information  regarding  registration  call: 

Office  of  Continuing  Medical  Education 
(215)  928-6992 

For  information  regarding  course  content  call: 

LOUIS  D.  LOWRY,  M.D.,  PROGRAM  DIRECTOR 
STEVEN  R.  CHESNICK,  M.D.,  CO-DIRECTOR 
AT  (215)  928-6784 


tear  out  and  mail  to: 

THE  USE  OF  C02  LASER  FOR  HEAD  AND  NECK  SURGERY 
Jefferson  Medical  College 
Office  of  Continuing  Medical  Education 
1025  Walnut  Street  * Philadelphia,  PA.  19107 

Name 

Address 

City 

State Zip  Code 

Date  of  workshop  you  wish  to  attend 
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BOOK  REVIEWS 


Atlas  of  Clinical 
Rheumatology;  Clinician’s 
View  of  Neuromuscular 
Diseases;  Drug  Therapy  in 
Infants  and  Children  with 
Cardiovascular  Diseases 


Atlas  of  Clinical 
Rheumatology 

Dieppe,  Bacon,  Bamji,  and  Watt. 
Philadelphia,  PA  Lea  & Febiger, 
1986.  Pp.  388.  Illustrated.  ($75) 
This  book  is  a marvelous  aid  in 
understanding  the  various  rheu- 
matic diseases  via  pictorial-textual 
design.  The  clinical  photographs  are 
perfect,  each  displaying  clearly  the 
pathology  depicted.  The  radiographs 
are  consistently  excellent;  but  just  in 
case  the  reader  misses  the  point, 
each  is  accompanied  by  an  instruc- 
tive caption  plus  an  excellent  dia- 
gram. The  same  is  true  of  the  his- 
tology slides.  This  reviewer  gained 
much  insight  into  conditions  such 
as  alanto-axial  joint  subluxation 
and  spondylolisthesis,  differentiat- 
ing the  syndesmophytes  of  inflam- 
matory spondylitis  from  the  osteo- 
phytes of  mechanical  degenerative 
spine  disease.  The  text  is  incomplete 
with  occasional  glaring  errors  as  in 


the  chapter  on  polymyositis  in 
which  it  is  stated  that  90  percent  of 
patients  with  this  disease  have  as- 
sociated malignancy.  (The  usual  per- 
centage quoted  is  about  10  percent.) 
Without  a bibliography,  misstate- 
ments as  this  are  even  more  glaring. 
Although  recently  published,  the 
Atlas  suffers  from  “jet  lag"  produced 
by  rapid  expanding  technologies. 
For  example,  the  excellent  chapter 
on  the  spine  depicts  no  magnetic 
resonance  imaging  which  is  ex- 
tremely valuable  in  evaluating  disc 
disease,  particularly  septic  discitis. 

I believe  everyone  with  an  interest 
in  musculoskeletal  diseases  should 
have  this  Atlas  available.  It  is  helpful 
to  use  as  a reference  for  rare  mus- 
culoskeletal disease  and  extremely 
valuable  to  help  one  understand  the 
pathophysiology  of  musculoskeletal 
processes. 

Sheldon  D.  Solomon,  M.D. 

A Clinician’s  View  of 
Neuromuscular 
Diseases , Second  Edition 

Michael  H.  Brooke,  M.D.  Baltimore, 
MD,  Williams  & Wilkins,  1986.  Pp. 
388.  Illustrated.  ($44.50) 

This  is  an  excellent,  compre- 
hensive, and  authoritative  text  on 
neuromuscular  diseases.  It  is  a very 
well  done  work. 

Dr.  Brooke  has  chosen  the  right 
title  for  his  text.  The  book  will  be  of 
great  use  for  clinicians  and  is  suit- 
able for  daily  reference  by  practicing 
physicians.  It  also  will  serve  as  a very 
complete  text  for  study  of  the  entire 
subject.  The  author  obviously  has 
drawn  from  a large  patient  popu- 
lation and  clinical  experience  in  as- 
sembling this  text. 

The  host  of  neuromuscular  dis- 
eases are  considered  by  usual 
categories,  such  as  diseases  of  the 
motor  neurons,  diseases  of  the  neu- 
romuscular junction,  muscular  dys- 
trophies, and  inflammatory  my- 
opathies. History,  clinical  picture, 
pathology,  differential  diagnosis, 
laboratory  findings,  treatment,  and 
prognosis  are  considered  in  detail. 

The  text  is  quite  readable  and 
lucid.  References  are  placed  at  the 
end  of  each  topic  for  the  disease  en- 
tities discussed  (a  very  useful  ar- 
rangement) and  are  quite  numerous 
in  every  case.  The  book  is  illustrated 
profusely  with  photographs  of  pa- 
tients and  microscopic  findings  in 
muscle  for  many  diseases. 


The  initial  section  on  signs  and 
symptoms  especially  will  be  useful 
for  those  not  trained  specifically  in 
muscle  disease.  A section  on  muscle 
metabolism  and  exercise  physiology 
is  quite  detailed  and  very  well  done. 
The  chapter  about  metabolic  dis- 
eases of  muscle  especially  is  com- 
plete. Although  this  is  not  a large 
text,  each  disease  and  topic  is  con- 
sidered in  more  than  adequate 
depth  and  detail. 

This  should  be  a very  useful  and 
popular  text  for  pediatricians,  family 
practitioners,  and  internists,  as  well 
as  physiatrists,  rheumatologists, 
and  neurologists.  This  book  is  high- 
ly recommended  and  should  prove  a 
most  worthwhile  investment  for  its 
readers. 

Stanley  C.  Leonberg,  Jr.,  M.D. 

Drug  Therapy  in  Infants 
and  Children  with 
Cardiovascular  Diseases 

Adam  Schneeweiss,  M.D.  Philadel- 
phia, PA  Lea  & Febiger,  1986.  Pp. 
398.  ($45) 

This  book  provides  pediatric  car- 
diologists with  a comprehensive  ac- 
count of  drug  therapy  for  patients 
with  cardiovascular  diseases.  How- 
ever, this  is  a rapidly  changing  field 
and  drug  modalities  often  change  in 
brief  periods  of  time.  Although  the 
author  made  a considerable  effort  in 
providing  an  extensive  bibliography, 
by  the  time  of  publication  most  of 
the  latest  references  already  were 
two  to  three  years  old.  Another  im- 
portant shortcoming  in  writing  a 
book  of  this  kind  is  that  most  of  the 
experience  with  the  “new  drugs” 
comes  from  the  adult  literature  and 
the  outcome  may  not  be  fully  appli- 
cable to  children  in  various  stages  of 
growth  and  development.  Neverthe- 
less, this  book  presents  a well-or- 
ganized survey  of  progress  and 
knowledge  of  cardiovascular  drug 
therapy.  Chapters  are  well  organized 
and  each  drug  is  presented  in  a sys- 
tematic way.  Step-by-step  informa- 
tion is  provided  regarding  the  basic 
structure,  pharmacologic  properties, 
hemodynamic  effects,  clinical  phar- 
macology, side  effects,  drug  inter- 
action, dosage,  and  administration. 
Some  repetition  of  information  is  in- 
evitable mainly  when  describing 
drugs  belonging  to  the  same  class. 
The  ten-page  index  particularly  is 
helpful. 

Jose  Marin,  M.D. 
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Establishing  and  maintaining  a successful  medical  practice  requires  more  of 
you  than  your  skill  and  expertise  as  a physician — it  calls  for  a thorough 
understanding  of  your  financial  needs  and  alternatives.  Whether  you  are  start- 
ing out  in  practice,  expanding,  or  preparing  to  buy  or  lease  medical  equip- 
ment, you  need  to  know  how  and  where  to  find  the  necessary  financing. 

Medical  Practice  Finance:  A Guide  for  Physicians  is  a new  resource  from  the 
AM  A specifically  designed  for  medical  practices. 

Prepared  in  cooperation  with  Arthur  Young  & Co. , this  primer  reviews 
sources  of  financing,  the  advantages  and  disadvantages  of  various  alterna- 
tives, and  the  steps  involved  in  obtaining  financing.  It  also  presents  you  with 
case  studies,  sample  practice  plans  and  loan  applications,  and  a listing  of 
sources  for  additional  information . 

Let  Medical  Practice  Finance:  A Guide  for  Physicians  help  you  acquire  the 
resources  you  need  to  provide  the  best  possible  care  for  your  patients. 
Complete  the  coupon  to  order  your  copy  today. 


Medical 

Practice 

Finance: 

A Guide  for  Physicians 


Book  & Pamphlet  Fulfillment:  OP-233 
American  Medical  Association 
P.Q.  Box  10946 
Chicago,  IL  60610-0946 


Yes,  please  send  me  my  copy  of  Medical  Practice 
Finance:  A Guide  for  Physicians. 

copies  @ $14.95  ea.  delivered 

copies  @ $9.95  ea.  delivered, 

AMA  members  only 

Subtotal 

$ 

$ 

Name 

$ 

Sales  tax  (IL,  NY  residents  only) 
TOTAL 

$ 

Address 

$ 

Enclosed  is  my  check,  payable  to  the  American 

Mpdiral  Accnriatinn  fnr  $ Pavment 

City/State/Zip 

Please  allow  4-6  weeks  for  delivery.  Prices  are 
subject  to  change  without  notice. 

must  accompany  order. 
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Obituaries 


Dt.  Lydia  Adler  (Dorsen) 

Lydia  Adler,  M.D.,  a family  practi- 
tioner in  New  Brunswick  prior  to 
her  retirement,  died  on  December 
19,  1986.  Bom  in  Budapest,  Hun- 
gary, in  1913,  Dr.  Adler  received  her 
medical  degree  at  the  German  Uni- 
versity, Prague,  Czechoslovakia  She 
was  graduated  in  1937,  and  shortly 
afterward  emigrated  to  the  United 
States.  Dr.  Adler  became  a member 
of  our  Middlesex  County  component 
and  of  the  American  Medical  Associ- 
ation. She  had  been  affiliated  with 
Middlesex  General  Hospital  and  St. 
Peter’s  Medical  Center,  both  in  New 
Brunswick  Dr.  Adler’s  most  recent 
address  had  been  Fort  Lauderdale, 
Florida 

Dr.  George  P.  Child 

George  Percy  Child,  M.D.,  a Ro- 
selle Park  family  practitioner  for 
over  30  years,  died  on  November  1 4, 
1986,  at  the  age  of  78.  Bom  in  New 
York  Dr.  Child  was  graduated  from 
Albany  Medical  College,  New  York,  in 
1950.  He  was  a member  of  our  Union 
County  component  and  of  the 
American  Medical  Association.  Dr. 
Child  had  been  affiliated  with  St. 
Elizabeth  Hospital  and  Elizabeth 
General  Medical  Center,  both  in 
Elizabeth.  He  had  served  with  the 
United  States  Public  Health  Service 
from  1950  to  1952  as  a surgeon. 


Dr.  Werner  Gould 

A dermatologist  in  Hackensack 
prior  to  his  retirement  in  1978, 
Werner  Gould,  M.D.,  died  on  Decem- 
ber 13,  1986,  at  the  venerable  age  of 
88.  Bom  in  Leipzig,  Germany,  Dr. 
Gould  received  his  medical  degree 
from  the  University  of  Leipzig  in 
1925.  He  was  a member  of  our  Ber- 
gen County  component  and  of  the 
American  Medical  Association.  Dr. 
Gould  had  been  affiliated  with 
Hackensack  Medical  Center  and 
South  Bergen  Hospital,  Hasbrouck 
Heights.  During  World  War  II,  he 
served  in  the  medical  corps  of  the 
Army  of  the  United  States,  attaining 
the  rank  of  captain.  In  1975,  Dr. 
Gould  received  MSNJ’s  Golden  Merit 
Award. 

Dr.  Robert  Horowitz 

A gastroenterologist  in  Jersey 
City,  Robert  Horowitz,  M.D.,  died  on 
November  26,  1986,  at  the  age  of  74. 
Bom  in  Jersey  City,  Dr.  Horowitz 
was  graduated  from  the  University 
of  Western  Ontario  Faculty  of  Medi- 
cine, London,  Ontario,  Canada  in 
1939.  He  was  a member  of  our 
Hudson  County  component  and  of 
the  American  Medical  Association. 
Dr.  Horowitz  was  a Fellow  of  the 
American  College  of  Gastroenter- 
ology, and  had  been  affiliated  with 
Christ  Hospital,  the  Jewish  Hospital, 
and  the  Medical  Center,  all  in  Jersey 
City.  He  had  served  in  the  medical 
corps  of  the  Army  of  the  United 
States  during  World  War  II,  emerg- 
ing with  the  rank  of  major. 

Dr.  John  M.  Lepore 

John  Michele  Lepore,  M.D.,  a 
family  practitioner  in  Newark  and 
Belleville  for  nearly  40  years,  died  on 
December  4,  1986,  at  Clara  Maass 
Memorial  Hospital,  Belleville.  Bom 
in  1915,  in  Newark  Dr.  Lepore  was 
graduated  from  Hahnemann  Medi- 
cal College,  Philadelphia,  in  1943.  He 
had  been  a member  of  our  Essex 
County  component  and  had  been  af- 
filiated with  Clara  Maass  Medical 
Center.  During  World  War  II,  Dr. 
Lepore  served  in  the  medical  corps 
of  the  Army  of  the  United  States,  as 
a captain  in  the  94th  Armored  Divi- 
sion in  Germany. 

Dr.  Nathan  L.  Lippman 

An  Atlantic  City  and  Ventnor  fam- 
ily physician  for  over  30  years. 


Nathan  Louis  Lippman,  M.D.,  died 
on  October  3,  1986.  A native  of  At- 
lantic City,  bom  in  1914,  Dr.  Lipp- 
man received  his  medical  degree 
from  Jefferson  Medical  College, 
Philadelphia,  in  1939.  He  was  a 
member  of  our  Atlantic  County  com- 
ponent and  of  the  American  Medical 
Association.  Dr.  Lippman  had  been 
affiliated  with  the  Atlantic  City 
Medical  Center.  During  World  War  II, 
he  served  in  the  medical  department 
of  the  United  States  Air  Force,  at- 
taining the  rank  of  lieutenant 
colonel. 

Dr.  Abraham  Oxenstein 

A general  surgeon  with  offices  in 
Newton,  Abraham  Oxenstein,  M.D., 
died  on  December  3,  1986,  at  the 
untimely  age  of  58.  Bom  in  Lima, 
Pern,  Dr.  Oxenstein  was  graduated 
from  San  Fernando  Medical  School 
in  Lima  in  1956.  He  emigrated  to 
the  United  States  immediately  after 
graduation,  and  spent  some  time  in 
Cambridge,  Massachusetts,  before 
establishing  an  office  in  Newton.  He 
became  a member  of  our  Sussex 
County  component,  and  had  been 
affiliated  with  Wallkill  Valley  Gen- 
eral Hospital,  Franklin,  and  Newton 
Memorial  Hospital. 

Dr.  Martin  L.  Reich 

At  the  untimely  age  of  47,  Martin 
Leslie  Reich,  M.D.,  a Morris  Plains 
internist  and  rheumatologist,  died 
on  January  5,  1987,  at  Morristown 
Memorial  Hospital.  A native  of  Jer- 
sey City,  Dr.  Reich  was  graduated 
from  Seton  Hall  College  of  Medicine 
(now  UMDNJ-New  Jersey  Medical 
School)  in  1964.  He  was  a member 
of  our  Morris  County  component, 
and  was  board  certified  in  his  spe- 
cialties. Dr.  Reich  had  been  affiliated 
with  Morristown  Memorial  Hospital, 
and  had  served  as  rheumatology 
subsection  chairman  from  1973  to 
1983.  He  also  had  been  secretary 
and  vice-chairman  of  their  depart- 
ment of  medicine.  Dr.  Reich  had 
been  an  instructor  in  clinical  medi- 
cine at  Columbia  University,  New 
York  and  was  a consultant  in 
rheumatology  at  St.  Francis  Hospi- 
tal, Port  Jervis,  New  York. 

Dr.  Emery  K.  Stoner 

Emeiy  Kaufman  Stoner,  M.D.,  re- 
tired chief  of  the  physical  medicine 
and  rehabilitation  department  at 
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The  Hospital  of  the  University  of 
Pennsylvania  (HUP),  Philadelphia, 
died  on  November  14,  1986,  of  a 
heart  attack.  Dr.  Stoner  was  only 
66  years  of  age.  Bom  in  Bedford  Val- 
ley, Pennsylvania,  he  was  graduated 
from  the  University  of  Pennsylva- 
nia’s School  of  Medicine  in  1945.  Dr. 
Stoner  was  a member  of  our  Cam- 
den County  component,  and  was 
board  certified  in  his  specialty.  He 
was  clinical  professor  of  physical 
medicine  and  rehabilitation  at  the 
University  of  Pennsylvania's  School 
of  Medicine.  Dr.  Stoner  founded  the 
Regional  Rehabilitation  Center  of 
Southern  New  Jersey  at  Our  Lady  of 
Lourdes  Medical  Center,  Camden, 
and  founded  a similar  department 
at  his  alma  mater.  During  World  War 
II,  Dr.  Stoner  served  in  the  medical 
corps  of  the  United  States  Army.  Dr. 
Stoner  was  a recipient  of  the  Chapel 


of  the  Four  Chaplains  Award  from 
Temple  University,  Philadelphia, 
and  was  nominated  for  the  Robert 
Dunning  Dripps  Memorial  Award 
from  HUP  the  day  before  his  death. 

Dr.  Dominic  J.  Travagline 

At  only  54  years  of  age,  Dominic 
Joseph  Travagline,  M.D.,  an  ortho- 
pedic surgeon  in  Atlantic  City,  died 
on  September  13,  1986,  in  Under- 
wood Memorial  Hospital,  Woodbuiy. 
Bom  in  Paulsboro,  Dr.  Travagline 
was  graduated  from  Seton  Hall  Col- 
lege of  Medicine  and  Dentistry,  Jer- 
sey City,  in  1962.  He  was  a member 
of  our  Atlantic  County  component 
and  of  the  American  Medical  Asso- 
ciation. Dr.  Travagline  was  a Fellow 
of  the  American  Academy  of  Ortho- 
pedic Surgeons.  He  had  been  af- 
filiated with  Hahnemann  Medical 
Center,  and  with  the  Medical  Center, 


Atlantic  City,  and  Shore  Memoria 
Hospital,  Somers  Point. 

Dr.  Charles  E.  Woltmann 

Charles  Edward  Woltmann,  M.D. 
a practitioner  of  family  medicine  ir 
Hoboken  for  over  30  years,  died  a 
his  home  in  Lakehurst  on  Decembei 
25,  1986.  Dr.  Woltmann  had  retiree 
from  active  practice  in  1979.  Bom  ir 
Jersey  City,  in  1913,  Dr.  Woltmanr 
was  graduated  from  Georgetowr 
University  School  of  Medicine 
Washington,  D.C.,  in  1939.  He  hat 
been  a member  of  our  Hudsor 
County  component,  and  had  beer 
affiliated  with  Christ  Hospital  anc 
St.  Francis  Health  Center,  both  ir 
Jersey  City.  During  World  War  II,  Dr 
Woltmann  served  with  the  medica 
corps  of  the  Army  of  the  Unitec 
States,  and  achieved  the  rank  of  cap 
tain. 
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Author  Information 


New  Jersey  Medicine  is  the 
official  organ  of  the 
Medical  Society  of  New 
Jersey.  The  goals  are 
educational  and 
informational.  All  material 
published  in  New  Jersey 
Medicine  is  copyrighted  by 
MSNJ. 


CONTENT 

The  educational  content  of  each 
issue  appears  as  scientific  articles, 
based  oh  research,  original  concepts 
relative  to  epidemiology  of  disease, 
and  treatment  methodology;  case  re- 
ports based  on  unusual  clinical  ex- 
periences; review  articles;  clinical 
notes,  succinct  items  on  some 
aspect  or  new  observation  or  tech- 
nique of  a case  experience:  and 
special  articles,  which  include  evalu- 
ations. policy  and  position  papers, 
and  reviews  of  nonscientific  sub- 
jects. Other  topics  include  commen- 
tary (critical  narration);  medical  his- 
tory; therapeutic  drug  information; 
pediatric  briefs;  nutrition  update; 
and  an  opinion  column.  Editorials 
are  prepared  by  the  Editor  and  by 
guest  contributors  on  timely  and  rel- 
evant subjects;  editorials  are  the  re- 
sponsibility of  the  author.  The  Doc- 
tors’ Notebook  section  contains  or- 
ganizational, informational,  and  ad- 
ministrative items  from  MSNJ  and 
from  the  community.  Letters  to  the 
Editor  and  book  reviews  are  wel- 
come and  will  be  published  as  space 
permits.  The  principal  aim  in  the 
preparation  of  a contribution 
should  be  relevance  to  diagnosis  and 
treatment  and  to  education  of  pa- 
tients and  professionals.  Preference 
will  be  given  to  professional  authors 
from  New  Jersey  and  to  out-of-state 
lecturers  who  submit  a suitable 


manuscript  based  on  a presentation 
made  in  New  Jersey. 

ASSIGNMENT  OF  COPYRIGHT 

In  compliance  with  the  Copyright 
Revision  Act  of  1976  (effective  Janu- 
aiy  1,  1978),  a transmittal  letter  or 
a separate  statement  accompanying 
material  offered  to  New  Jersey 
Medicine  must  contain  the  follow- 
ing language  and  must  be  signed  by 
all  authors: 

"In  consideration  of  New  Jersey 
Medicine  taking  action  in  reviewing 
and  editing  my  submission,  the 
author(s)  undersigned  hereby  trans- 
fers, assigns,  or  otherwise  conveys 
all  copyright  ownership  to  the  Medi- 
cal Society  of  New  Jersey,  in  the 
event  that  such  work  is  published  in 
New  Jersey  Medicine. 

SPECIFICATIONS 

Submit  two  manuscripts  that 
must  be  typewritten  and  double- 
spaced on  8‘/2"  by  11"  paper. 
Statistical  methods  used  in  articles 
should  be  identified.  Acknowl- 
edgements will  be  made  only  for 
specific  preparation  of  an  essential 
part  of  the  manuscript. 

Authors  are  asked  to  seek  clarity, 
accuracy,  and  originality:  attention 
to  details  of  grammar,  spelling,  and 
typing  are  important. 

The  title  page  should  include  the 
full  name,  degrees,  and  affiliations  of 
all  authors,  and  the  name  and  ad- 
dress of  the  author  to  whom  reprint 
requests  should  be  sent. 

The  author  should  submit  a 40- 
word  abstract  to  be  used  at  the  be- 
ginning of  the  article. 

Tables  must  be  typewritten  and 
double-spaced  on  separate  8V2''  by 
11"  sheets,  with  a title  and  number. 
Symbols  for  units  should  be  con- 
fined to  column  headings,  and  ab- 
breviations, properly  explained, 
should  be  kept  to  a minimum. 

Illustrations  should  be  pro- 
fessional quality,  black-and-white 
glossy  prints.  The  name  of  the 
author,  figure  number,  and  the  top 
of  the  figure  should  be  noted  on  a 
label  attached  to  the  back  of  each 
illustration.  Where  photographs  of 
patients  are  used,  the  subjects 
should  not  be  identifiable  or  publi- 
cation permission,  signed  by  the 
subject  or  responsible  person,  must 
be  included  with  the  photograph. 
Material  taken  from  other  publi- 
cations must  give  credit  to  the 


source;  written  permission  for  re- 
publieation  from  the  original  pub- 
lisher must  be  submitted.  The  cost 
of  color  photographs  must  be  borne 
by  the  author. 

Generic  names  should  be  used 
with  proprietaiy  names  indicated 
parenthetically  or  as  a footnote  with 
the  first  use  of  the  generic  name. 
Proprietary  names  of  devices  should 
be  indicated  by  the  registration  sym- 
bol— \ 

The  summary  of  the  article  should 
not  exceed  250  words;  it  should  con- 
tain only  essential  facts. 

References  should  not  exceed  35 
citations  except  in  review  articles, 
and  should  be  cited  consecutively  in 
the  text  by  numbers  in  parentheses 
at  the  end  of  the  sentence.  The  refer- 
ence list  should  be  typewritten  and 
double-spaced  on  separate  8V2"  by 
1 1"  sheets  in  the  numerical  order  in 
which  they  are  first  cited  in  the  text. 
The  style  of  reference  is  that  of  Index 
Medic  us: 

1.  Goldwyn  RM:  Subcutaneous 
mastectomy.  J Med  Soc  NJ 
74:1050-1052,  1977. 

2.  Dixon  WJ,  Massey  FJ:  Introduc- 
tion to  Statistical  Analysis.  New 
York,  NY,  McGraw-Hill,  1969,  pp. 
42-48. 

PUBLICATION  POLICY 

Receipt  of  each  manuscript  will  be 
acknowledged  and  a copy  delivered 
to  the  Editor  who  refers  the  paper  to 
one  or  more  members  of  the  Edi- 
torial Board.  The  final  decision  is  re- 
served for  the  Editor.  No  direct  con- 
tact between  the  reviewers  and  the 
authors  will  be  permitted,  but 
authors  will  be  informed  of  the  re- 
viewers’ comments.  The  publication 
lag  for  original  articles  may  be  six 
months  or  more.  Galley  proofs  will 
be  submitted  to  the  author  for  cor- 
rection of  typographical  errors. 

REPRINT  ORDERS 

Reprints  may  be  ordered  after  the 
author  is  notified  that  the  article 
has  been  selected  for  a specific  issue 
of  New  Jersey  Medicine.  A check  for 
the  cost  of  reprints  including  re- 
make charge  if  order  is  received  after 
due  date  must  accompany  the  order. 

COMMUNICATIONS 

All  communications  should  be 
sent  to  the  Editor,  New  Jersey  Medi- 
cine. MSNJ,  2 Princess  Road,  Law- 
reneeville,  NJ  08648. 
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$10  jm  i ¥ii&is 
m a Minn  tan 

OFFICE 


FULLY  EQUIPPED  • FULLY  FURNISHED  • FULLY  STAFFED 
NO  CAPITAL  INVESTMENT 


□ Medical  suite:  exam  & 
consultation  rooms 

□ Appointment  scheduling 

□ Reception  services 

□ Office  supplies 

□ Correspondence 

□ Cleaning/laundry 


□ 24-hour  answering 
service 

□ Stationary/announce 
ments/postage 

□ Utilities 

□ On-site  laboratory 
services 


MEDICAL  TIME  SHARING: 

AN  ATTRACTIVE  ECONOMICAL  ALTERNATIVE 


CALL  NOW 
FOR  PRIORITY 
SELECTION 

212-505-9000 


SIXTH  AVENUE 

MEDICAL 
SUITES 

Conveniently  located  at  \ 

412  Sixth  Avenue  (Bet.  8th  & 9th  Sts.) 

near  St.  Vincents,  Cabrini  & Beth  Israel  Hospitals. 


SOMERSET  MEDICAL  COMMONS 
UNITS  FOR  SALE 


New  medical  condominium  offices  in  Bridgewater 
Twp.;  Ideal  location:  walking  distance  to  SOMER- 
SET MEDICAL  CENTER.  This  project  consists  of 
16  separate  suites  which  are  CUSTOM  BUILT 
AND  DESIGNED  for  individual  needs  from  1200 
sq.  ft.  A unique  State-of-the-Art  facility;  join  the 
growing  list  of  M.D.’s. 

Occupancy:  90-120  Days 

Tremendous  Growth  Area  and  Potential 

Call  now  for  brochure  and  inspection  . . . 

201-722-8184 

SOMERSET  COUNTY;  CENTRAL  N.J. 


MOW  LEASING Ad)acentt0 

completed. 

235-1661 

east 
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EMERGENCY  MEDICINE  POSITIONS 

Full/part  time  emergency  medicine  physicians  sought 
by  multi  state  professional  association  for  openings  in 
metropolitan  NY,  PA,  MD,  DC,  FL,  New  England  and 
throughout  U.S.  Contact  or  send  CV  to: 

Liberty  Healthcare  Corporation 
399  Market  Street 
Ste.  400 

Philadelphia,  PA  19106 

(215)  592-7400  or  outside  PA  (800)  331-7122 


PRIMARY  CARE  PHYSICIANS 

Multi-state  practice  association  seeks  BE/BC  primary 
care  physicians  for  unique  opportunities  in  PA,  NJ,  New 
England,  MD,  FL,  and  other  areas  of  the  U.S.  Most 
positions  offer  Monday-Friday  8 AM  to  5 PM  schedules 
with  up  to  five  weeks  paid  time  off.  Paid  malpractice. 
Contact  or  send  CV  to: 

Liberty  Healthcare  Corporation 
399  Market  Street 
Suite  400 

Philadelphia,  PA  19106 

(215)  592-7400  or  outside  PA  (800)  331-7122 


A PRESCRIPTION  FOR 
PHYSICIANS. 


Bothered  by: 

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Malpracfice  insurance  cosfs? 

★ Nof  enough  fime  for  fhe  family? 

★ No  fime  fo  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  for  professional  development? 

Join  the  Air  Force  Medical  Team.  Well  provide  the  following: 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force  recruiter  for 
information  at  no  obligation.  Call 


SSgt  Jim  Campbell 
609-667-9208  collect 


MEDICAL  PRACTICE 
SALES  AND  APPRAISALS 

We  specialize  in  the  valuation  and  selling  of 
medical  practices.  Listed  are  a few  available  prac- 
tices: 

ALLERGY — Philadelphia  (2)  and  Kansas 
DERMATOLOGY — Pennsylvania  and  Kansas 

FAMILY  PRACTICE — Ohio,  New  Jersey, 
Virginia  and  Delaware 
INTERNAL  MEDICINE — Pennsylvania, 
Maryland  and  Arizona 
OPHTHALMOLOGY— Illinois 
PEDIATRICS— Pennsylvania 
RADIOLOGY— Pennsylvania  (2) 

UROLOGY — Arkansas 

If  interested  in  buying  or  selling  a medical 
practice,  contact  our  Brokerage  Division  at: 

HEALTH  CARE 
PERSONNEL  CONSULTING 

400  GSB  Building 
Bala  Cynwyd,  PA  19004 
or  call 

215-667-8630 
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“SELLING  PRACTICES 
SS  OUR  BUSINESS” 

Want  to  maximize  the  return  on  your  investment?  Before 
you  buy  or  sell,  call  for  an  appraisal  to  assure  the  best 
financial  and  transfer  terms.  We  are  a full  service  prac- 
tice broker,  not  simply  a listing  service.  Since  1981, 
Countrywide  has  been  instrumental  in  helping  hundreds  of 
doctors  like  yourself  buy  and  sell  their  practices.  We  guide 
you  through  the  entire  sales  process  from  initial  meeting 
to  closing.  Our  offices  serve  New  Jersey,  New  York  and 
New  England. 

Countrywide  Business  Brokerage,  Inc. 

319  East  24th  St.  Suite  23-G 
New  York,  N.Y.  10010 

(212)  686-7902  (617)  232-1075  (203)  869-3666 


mwHealth  me. 

Offering  Business  Expertise  to 
Health  Care  Practitioners 

"Your  specialty  is  health  care. 
Ours  is  business. 

Let  us  help  you 
strike  a perfect  balance!” 

7 EAST  MAIN  ST. 
MOORESTOWN,  NJ  08057 
(609)  866-1777 


HADD0NFIELD  PRESTIGIOUS  OFFICE  LOCATION 


Executive  Homes 
201-234-6470 


Magnificent  commercial  office 
building  in  Prestigious  Haddon- 
field.  Newly  renovated  with  a decor 
that  is  both  tasteful  and  elegant. 
The  location  is  perfect  for  the  DIS- 
CRIMINATING PROFESSIONAL. 
Certified  historical,  this  beautiful 
building  features  4 large  pro- 
fessional suites  plus  1 apartment. 
There  is  parking  for  32  cars  on  a 
large  macadam  parking  area.  The 
adjacent  expandable  building  lot  is 
a priceless  commodity  in  Haddon- 
field.  Separate  meters  for  the  heat 
pumps  and  a sophisticated  ADT 
alarm  system  are  included  in  this 
fine  building.  Call  for  details. 
Proudly  offered  for  sale  at 
$845,000. 


EQUIPMENT  FOR  SALE 

Two  (2)  Cardiocycles  w/remote  Control 

Manufactured  by  Eng.  Dynamics  Corp. 

Radio  Shack  Printer 

One  (1)  Flat  Examining  Table— 
Hausman 

CALL  IN  NEW  JERSEY 
AREA  CODE  201-687-6176 


INTERNIST,  BOARD  ELIGIBLE, 
AMERICAN  GRADUATE  (1984), 

SEEKS  TO  JOIN  ESTABLISHED  PRACTICE 
IN  MORRIS  OR  ESSEX  COUNTIES.  AVAIL- 
ABLE SEPTEMBER,  1987. 


CALL:  DOCTOR  PAUL  MISTHOS, 
718-357-5296. 


UNIVERSITY  PHYSICIAN 
STUDENT  HEALTH  SERVICES 

Princeton  University  Health  Services,  a comprehensive 
program  serving  a student  population  of  8,000  seeks  a full- 
time Physician  effective  July  1,  1987.  Responsible  for  pro- 
viding full  spectrum  of  primary  care  to  students.  Requires 
experience  in  adolescent  and  young  adult  medicine  with 
strong  clinical  skills  and  special  interest  in  Athletic  Medi- 
cine. Some  evening  and  weekend  responsibilities  including 
athletic  team  coverage.  Board  certified  or  eligible  in 
internal  medicine,  pediatrics  or  family  medicine.  Salary  and 
benefits  competitive.  Send  resume  with  references  to:  L.A. 
PYLE,  JR.,  M.D.,  DIRECTOR,  McCOSH  HEALTH  CENTER, 
PRINCETON  UNIVERSITY,  PRINCETON,  NEW  JERSEY 
08544. 

Equal  Opportunity/ Atirmative  Action  Employer 


PHYSICIAN 

Industrial/Occupational  Health  Facility  is  seeking 
a full  time  Board  Certified/Eligible  Indus- 
trial/Occupational Physician.  Facility  is  part  of  a 
multi-hospital  system  in  southern  NJ.  Interested 
applicants  forward  CV  to:  WEST  JERSEY  OC- 
CUPATIONAL AND  INDUSTRIAL  HEALTH  SER- 
VICES, c/o  Burnt  Mill  Medical  Center,  200  Burnt 
Mill  Rd.,  Cherry  Hill,  NJ  08003. 

EOE. 


PRACTICE  WANTED 

Internist  seeks  to  purchase  an  established  prac- 
tice in  Bergen,  Essex  or  Hanover  County,  New 
Jersey.  Able  to  assume  practice  immediately. 
Write  Box  No.  208,  NEW  JERSEY  MEDICINE. 
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Classified 

Advertisements 

Space  Use  For 
Members  Only 

Copy  deadline:  5th  oj 
preceding  month;  Payment 
in  advance;  $5. 00 first  25 
words,  1 Ot  each  additional. 
Count  as  one  word  all  single 
words,  two  initials  of  name, 
each  abbreviation,  isolated 
numbers,  groups  of 
numbers,  hyphenated 
words.  Count  name  and 
address  as  five  words, 
telephone  number  as  one 
word.  Box  No.  000, 

NEW  JERSEY  MEDICINE 
as  five  words. 


INTERNIST— Board  Eligible  with  many 
years  of  practice  in  General  Medicine, 
seeking  new  employment  opportunity  in 
Group,  Hospital  or  Clinic.  Please  address 
inquiry  to  Box  No.  217,  NEW  JERSEY 
MEDICINE. 

NEEDED — Family  Physician  for  Family 
Practice  Group  of  Three  in  Flemington, 
NJ.  No  obstetrics;  automatic  coverage; 
excellent  hospital  with  Family  Practice 
Residency,  three  minutes  away.  Gen- 
erous salary,  vacation  benefits.  Please 
send  Curriculum  Vitae  to:  Doctors  Doyle, 
Madonia  and  Manchen  of  The  Flem- 
ington Medical  Group,  6 North  Main 
Street,  Flemington,  NJ  08822. 

NEEDED — Family  Physician  or  General 
Internist  willing  to  do  both  for  office 


practice  in  Long  Branch,  NJ.  Affiliated 
with  Monmouth  Medical  Center  and 
Internal  Medicine  Residency.  Those 
interested,  send  Curriculum  Vitae  to: 
David  Falco,  M.D.,  280  Norwood  Avenue, 
West  Long  Branch,  NJ  07764.  Will  pre- 
sent package. 

NEEDED — Physicians  for  a successful, 
well-known  walk-in  medical  office  center 
in  Central  NJ.  Full  and  part-time.  Skilled 
and  personable  American  trained  MDs. 
Send  Curriculum  Vitae  to:  E.V.  McGinley, 
M.D.,  1005  N.  Washington  Avenue,  Green 
Brook,  NJ  08812.  201-968-8900. 

WANTED— Family  Practitioner  to  As- 
sociate with  growing  practice  in  Cheriy 
Hill/EYesham/Mt.  Laurel  area  Please  call 
609-424-9472. 

WANTED— Internist,  Board  Certified, 
Board  Eligible  to  join  solo  General  In- 
ternist in  Northern  NJ.  Salary  with  ben- 
efits leading  to  early  partnership.  Send 
Curriculum  Vitae  to:  Box  No.  229,  NEW 
JERSEY  MEDICINE. 

ASSOCIATE— Fam  i ly  Practiee/Intemal 
Medicine  growing  practice.  Central  NJ. 
Board  Eligible/Board  Certified  physi- 
cians completing  residency  in  1987  may 
apply.  Send  resume  and  salary  require- 
ments to  Box  No.  212,  NEW  JERSEY 
MEDICINE. 

GASTROENTEROLOGIST— University 
trained  with  separate  7-month  fellow- 
ship in  therapeutic  endoscopy  (West  Ger- 
many). Highly  experienced  and  trained  in 
laser  and  therapeutic  endoscopy.  Desires 
position  within  hospital  or  office  based 
GI  Practice.  Academic  affiliation  de- 
sirable. CV  and  references  available  upon 
request.  Contact  Box  No.  231,  NEW  JER- 
SEY MEDICINE. 

WEIGHT  LOSS  TUTORIAL— How  to  or 

ganize  a simple,  effective,  economical 
weight  loss  program  in  your  office  prac- 
tice. No  fee.  Contact  Allan  Lazar,  M.D., 
420  Grand  Avenue,  Englewood,  NJ  07631 
or  call  201-568-3742. 

PRACTICE  FOR  SALE — Retiring.  Estab- 
lished Family  Practice  in  Hackensack 
area  40  years.  Ideal  comer  office  and 
home.  Call  201-845-8451. 

FOR  SALE— Family  Practice,  involving 
considerable  psychotherapy.  Haddon- 
field,  NJ.  Physician  retiring.  Gross  over 
$200, 000/year.  Available  immediately. 
Includes  equipment,  furniture,  practice, 
records  and  other  amenities.  Reply  Box 
No.  230,  NEW  JERSEY  MEDICINE. 

PRACTICE  FOR  SALE— Family  Prac- 
tice-Internal Medicine.  Terms.  North 
Jersey,  minutes  from  New  York  City.  Call 
home  after  9:00  P.M.  or  weekends. 
201-836-1905. 

HOME/OFFICE— South  Orange,  NJ, 
custom-built,  tri-level,  modem  Colonial 
office  and  home  in  prestigious  communi- 
ty. Accessible  to  shopping,  schools  and 
churches.  $310,00.  Call  in  A.M., 
842-8851  or  P.M.  763-7464. 


HOME/OFFICE  FOR  SALE— By  owner, 
in  Westwood,  NJ.  Most  prestigious  lo- 
cation in  Pascack  Valley.  Three  minutes 
from  Pascack  Valley  Hospital.  Accessible 
to  surrounding  towns  and  all  transpor- 
tation routes.  Immediate  occupancy. 
Terms  available.  Call  201-387-0557. 

FOR  SALE  OR  ASSOCIATION— Family 
Practice,  established  in  Northern  New 
Jersey.  Busy  area.  Send  resume  to  Box 
No.  228,  NEW  JERSEY  MEDICINE. 

OFFICE  SPACE — Rental  Medical  Office, 
Central  Morris  County  at  Rockaway 
Townsquare  Mall  adjacent  to  1-80.  Fully 
furnished  office  available  for  rental 
either  full  or  part-time  occupany.  Call 
201-989-8600  for  additional  infor- 
mation. 

OFFICE  SPACE — Six-room  professional 
office  suite  available  on  time  sharing 
basis  (Monday,  Wednesday,  Friday).  Lo- 
cated in  high  growth  area  between  Gar- 
den State  and  West  Jersey  Hospitals. 
Excellent  location  for  dermatologist  or 
other  medical  specialty.  For  information, 
phone  609-596-6440. 

OFFICE  SPACE — Office  in  New  Milford, 
NJ.  Share  expenses.  Fully  equipped.  Call 
Dr.  Rhine  201-836-7722. 

OFFICE  SPACE — Sublease  doctor's  of- 
fice, subspecialist.  Located  near  West  Jer- 
sey and  Garden  State  Hospitals,  Route  73 
South,  Evesham  Commons,  Marlton,  NJ. 
Available  now  for  evenings/days/Satur- 
days. For  information  call  609-778-4222. 
Rent  negotiable. 

BEACHFRONT  CONDO— St.  Thomas, 
Virgin  Islands.  Cabrita  Point  Beachfront 
Condo  for  rent.  Bedroom,  kitchen,  living 
room;  sleeps  4.  Two  full  baths,  $800/wk 
Studio  w/kitchen  and  bath;  sleeps  2, 
$450/wk  New  community  with  club- 
house, pool,  tennis  on  beach,  overlook- 
ing Red  Hook.  Call  201-228-1838  or 
201-628-7433. 

BEACHFRONT  CONDO— New  Jersey 
Highrise.  Top  floor,  2 bedrooms,  2 baths. 
Bay  view.  Twenty  miles  south  of  Atlantic 
City.  All  year  round  residential.  New 
furniture.  Call  609-235-7278. 

VACATION  RENTAL— Akumal:  Las 
Celosias,  a snorkeler’s  paradise.  One 
hour,  Cancun;  3 bedrooms,  3 baths,  staff. 
Overlooks  lagoon.  Caribbean  white  sand 
beach;  accredited  diving  school.  Mayan 
ruins  near.  May-Oct.,  $800;  Nov.-Apr., 
$l,000/wkly.  Also  in  San  Cristobal  Las 
Casas,  Mexico,  El  Jacarandal,  an  en- 
chanting guest  house  in  Chiapas  Moun- 
tains overlooking  a Spanish  colonial 
town.  Indian  villages,  markets,  fiestas. 
Three  excellent  meals,  good  horses,  open 
bar,  $85  per  day.  Write  PHW/Walker, 
3506  Cragmont,  Dallas,  TX  75205.  Call 
214-559-2054. 

CLASSIFIED  ADVERTISING— Re- 
quests/Replies, write  to  NEW  JERSEY 
MEDICINE,  Advertising  Office,  370  Mor- 
ris Avenue,  Trenton,  NJ  08611  or  call 
609-393-7196. 
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The  Problem  With  Paperwork 


It  is  slow  and  tedious. 


It  increases  overhead. 


Worse  yet,  it  is  labor 


intensive  and  unprofit- 
able. 


Medical  Manager 


The  Solution:  The  Medi- 


cal Manager.™  De- 


signed specifically  for 


today's  complex  medi- 


cal office  by  a team  of 


doctors,  accountants 


and  computer  program- 


Medical  Manager 


mers,  The  Medical 


Manager  is  a compre- 


hensive management 


tool  for  controlling  all 


office  accounting  func- 


tions and  clinical  infor- 


TO  RECEIVE  A BROCHURE 
OR  TO  SET  UP  A FREE 
DEMONSTRATION  PLEASE 
CALL: 


mation.  Menu  driven 


and  password  pro- 


tected The  Medical 


Manager  can  track 


patient  billing  and 


medical  histories, 


JESS 

OFFICE  AUTOMATION,  INC. 


appointment  sched- 


ules, insurance  claims, 


and  more. 


Computer  Systems  for 
Professionals  and  Businesses 


The  Medical  Manager. 


The  paperwork  elimina- 


Box  2B,  Highway  34,  Matawan,  NJ  07747 

(201)  583-9367 


tor.  Ready  to  work  for 


you.  Now. 


Medical  Manager  Is  a trademark 
of  Personalized  Programming,  Inc. 


Systems  Plus  Inc 


ARE  YOU  PROPERLY  CLASSIFIED? 
PROFESSIONAL  MALPRACTICE  LIABILITY 


OCCURRENCE  PLUS— 1/3,000,000  LIMITS 


New  Doctors  50%  of  Prem. 
GP— No  Surgery  $ 4,927 
Orthopedic  Surg. 

Internal  Medicine 
General  Surgery 
Colon  & Rectal 
Surgery 


$30,418 
$ 6,325 
$22,005 


Urology-Surg. 
Neurosurgery 
Obst-Gynec. 
Abdominal  Surg. 
GP— Minor  Surg. 


$16,621 
$36,400 
$24,534 
$11,475 
$ 6,325 


$11,475  Cardiology 


$ 4,927 


OVER  100  OTHER 
CLASSIFICATIONS 


ROYNTON 

BOYNTON,  INC. 


42  MONMOUTH  ST. 
P.O.  BOX  887 
RED  BANK,  N.J.  07701 


MEDICAL  HOTLINE  1-800-822-0262 


HEALTHY  COVERAGE 

through  the 

MSNJ  GROUP! 


MSNJ  offers  qualified  doctors  the  comprehensive  protection  most  patients 
enjoy,  with  the  service  and  efficiencies  inherent  to  large,  well-run  group 
plans.  MSNJ  Group  insurance  is  flexible.  You  prescribe  the  plan  that  will 
provide  healthy  coverage  for  yourself,  your  family,  and  your  practice.  Take 
advantage  of  MSNJ  Group  Blue  Cross/Blue  Shield,  Major  Medical  and 
Dental  insurance  . . . it's  good  preventive  medicine! 


Donald  F.  Smith  & Associates 
One  Airport  Place,  Route  206  North 
P.O.  Box  2197 
Princeton,  New  Jersey  08540 
(609)924-8700  (800)227-6484 


DONALD  E SMITH  {^ASSOCIATES 


© 
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YOUR  ROCHE  REPRESENTATIVE 
WOULD  LIKE  YOU  TO  HAVE 
SOMETHING  THAT  WILL... 


. . . improve  patient  satisfaction  with  office  visits 
. . . improve  patient  compliance  with  your  instructions 
. . . reduce  follow-up  calls  to  clarify  instructions 


The  new  Roche  product  books 

• Offer  a supplement  to,  not  a substitute  for,  patient  contact 

• Support  your  specific  instructions  to  the  patient 

• Provide  a long-term  reinforcement  of  your  oral  counseling 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  Product  Booklets  shown  below  and  ask 
your  Roche  representative  for  a complimentary  supply  of  those  applicable  to 
your  practice. 


ROCHE 

MEDICATION 

ME 

EDUCATION 


Medicines  that  matter  from  people  who  care 


coMMmMib 

jam 

Presenting 

the  winners  of  the  1987 
Roche  President’s  Achievement  Awards 


Hoffmann-La  Roche  is  pleased  to  honor  these  outstanding  sales  repre- 
sentatives, chosen  for  their  unparalleled  dedication  to  the  health-care 
field,  professionalism  and  consistent  high  level  of  performance.  Please 
join  us  in  congratulating  these  exceptional  individuals. 


Howard  S.  Altschul 


Mary  Ann  T.  DeRosa 


Richard  M.  Cohn 


Paul  F.  Julch 


Kim  T.  Cote' 


Gary  W.  Townsend 


Turn  to  the  preceding  page  and  find  out  how  your  award-winning 
Roche  representative  can  help  both  you  and  your  patients. 
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E.  & W.  BLANKSIEEN 

E.  & W.  BLANKSTEEN  AGENCY,  INC. 

ADMINISTRATORS  -£  1 


THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


ENDORSED  PLANS  OF: 

LONG-TERM  INCOME  PROTECTION  PLAN 
MAJOR  MEDICAL 
OVERHEAD  EXPENSE 
HOSPITAL-MONEY 
HIGH  LIMIT  ACCIDENT 
TERM  LIFE 
KEOGH 

★ ★ ★ 

ALSO  AVAILABLE  ARE 
NON-GROOP  PROGRAMS  OF: 

HOMEOWNER’S 
OFFICE  PACKAGE 
LIFE 
IRA 

PENSION 


75  Montgomery  Street 

Jersey  City,  N.J.  07302 

(201)  333  4340  1(800)  BLANK  AG 


mm  mm 

ANY  MAKE/MODEL 

•GUARANTEED 
LOWEST  PRICES 

•FACTORY  CERTIFIED 
TECHNICIANS 
•FREE  PICKUP  & DELIVERY 
•FREE  LOANER  CARS 
•24  HOUR-7  DAY  TOLL  FREE 
EMERGENCY  ROAD  SERVICE 


1003 ST. GEORGE AVE.  40  A 40/111 
RTS.  27  & 35,  RAHWAY  JOO"  0044 


MULTI-SPECIALTY 
GROUP  PRACTICES 

cpzi's  marketing  programs  are 
proving  so  cost-effective  in  the 
tri-state  area,  you’ll  also  want  to 
realize  the  benefits. 


Creative  Public  Relations 

211  Essex  Street 
Suite  405 

Hackensack.  New  Jersey 
07601 

(201)  342-9111 
(212)  432-2490 

Call  for  a complimentary  consultation 
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A multi-disciplinary  team  of  physicians  and  surgeons  at  The  Mount  Sinai 
Hospital  for  the  complete  evaluation  and  treatment  of  facial  nerve  disorders. 

PROGRAM  DIRECTORS 

AVRIM  R.  EDE\,  Yl.I).  DAVID  SIMPSON,  M.D. 

CHIEF  OF  OTOIDGV  ASSISTANT  PROFESSOR  OF  NEUROLOGY 

THE  MOUNT  SINAI  MEDICAL  CENTER  CO-DIRECTOR,  EMG  LABORATORY 

Address  for  patients  and  correspondence. 

facial  nerve  CENTER 

The  Mount  Sinai  Hospital 
19  East  98th  Street 
Suite  6A,  Box  1191 
New  York,  NY  10029 


FOR  PATIENT  APPOINTMENTS  OK  INFORMATION: 

(212)650-2309 
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INAL 

to  be  sure  your  patients  set... 


©McNEILAB.  INC.,  1987 


Tylenol 

^ACETAMINOPHEN 

with  codeine 

phosphate 

TABLETS®  ELIXIR® 

Tablets:  Contain  Codeine  Phosphate*:  No.  3—30  mg; 

No.  4 — 60  mg  — plus  Acetaminophen  300  mg. 

Elixir:  Each  5 mL  contains  12  mg  Codeine  Phosphate*  plus 
120  mg  Acetaminophen  (Alcohol  7%). 

‘Warning:  May  be  habit  forming. 


TYCT  6445-A 


Introducing 

MEDALLION 

A totally  new  concept  in 
health  care  protection... 
the  ultimate  triumph  from  Blue  Cross 
and  Blue  Shield  of  New  Jersey. 


Total  protection  for  nearly  all 
your  health  care  needs.  From 
office  visits  to  major  surgery, 
laboratory  work  to  x-rays  with 
no  deductibles  when  services  are 
rendered  by  a participating 
physician;  up  to  365  days  of  in- 
patient care  are  covered  in  full 
when  rendered  in  a participating 
facility.  Medallion  covers  it  at  an 
affordable  cost  to  you. 

New  Jersey’s  largest  medical  care 
network.  With  100%  of  all  acute 
care  hospitals  and  nearly  75%  of  all 
New  Jersey  physicians  participating 
statewide.  Over  14,000  physicians, 
specialists  and  facilities  dedicated 
to  providing  the  finest  health  care 
available  to  you  and  your  family. 


Complete  flexibility  and  freedom 
to  choose  any  physician  or 
hospital  and  still  be  covered.  Full 

coverage  for  services  rendered  by 
a participating  doctor  with  only  a 
$10  co-payment  for  office  and  out- 
patient visits;  an  additional  $25  co- 
payment for  medical  and  accidental 
emergencies  when  services  are 
received  on  an  out-patient  basis.  If 
you  select  a physician  outside  the 
program,  you  have  80%  coverage 
with  an  annual  deductible.  No 
other  plan  can  match  this  kind 
of  coverage.  Nothing  even 
comes  close. 

Maximum  coverage  with 
minimum  paperwork.  Offering 
complete  coverage  with  minimum 


paperwork  and  no  claim  forms 
when  you  receive  services  from  a 
participating  physician  or  hospital. 

The  most  comprehensive 
coverage  from  the  most  trusted 
name  in  health  care  protection- 
Blue  Cross  and  Blue  Shield  of 
New  Jersey.  More  coverage.  More 
value.  More  choice  than  you’ll  find 
in  any  other  traditional  plan  or 
HMO.  Congratulations  New  Jersey, 
the  ultimate  triumph  in  health  care 
protection  is  yours... Medallion. 


USA 


Sponsor 
1988  U.S. 
Olympic  Team 


Blue  Cross 
Blue  Shield 

of  New  Jersey 

® Registered  Trademark  Blue  Cross  and  Blue  Shield  Association 
© Registered  Trademark  Blue  Cross  and  Blue  Shield  of  New  Jersey,  Inc. 


Congratulations  New  Jersey,  the  ultimate  triumph  is  yours... 


DOCTOR 

DRUG 

DISPENSING 


■erff 

\Jr  ■ Greater  convenience  & 
savings  for  patients 

■ More  effective  patient  treatment 

I A new  profit  center.  . . no  additional  overhead 

I Computerized  labeling,  inventory  and  ordering 


For  more  information  please  call  or  write: 


Docmm 


DOCTORS’  Rx 

145  Algonquin  Parkway 

Whippany,  NJ  07981 


(201)  428-1117 


HOW  MARY  ANN  HAMBURGER  ASSOCIATES, 
A Medical  Management  Consultant,  HELPS 
PHYSICIANS  IN  THE  START-UP 
PHASE  OF  PRIVATE  PRACTICE 


• Selecting  the  best  office  location  is  a critical  de- 
cision in  launching  a new  private  practice. 

MARY  ANN  HAMBURGER  ASSO- 
CIATES brings  many  years’  experience 
in  medical-office  management  to  that 
decision. 

• Affiliating  with  the  right  hospital(s)  is  essen- 
tial to  the  success  of  a new  practice. 

MARY  ANN  HAMBURGER’S  contacts 
with  hospital  administrators— her  in- 
depth  knowledge  of  their  needs  and 
your  specialty— can  smooth  the  way  to 
a mutually  rewarding  relationship. 

• Developing  an  efficient,  caring  office  en- 
vironment is  the  foundation  of  a sound  office 
practice. 

MARY  ANN  HAMBURGER  is  an  expert 
in  every  detail  of  office  administration. 
From  phone  systems  and  billing  to 
finances,  furnishings  and  personnel, 
MARY  ANN  HAMBURGER  is  your  best 
resource. 

FOR  A WHOLE  NEW  APPROACH 
TO  OFFICE  PRACTICE,  CONTACT: 

MARY  ANN  HAMBURGER 

MARY  ANN  HAMBURGER  ASSOCIATES 

74  HUDSON  AVENUE 

MAPLEWOOD,  NEW  JERSEY  07040 

201-763-7394 


The  Problem  With  Paperwork 


It  is  slow  and  tedious. 
Itjncreases  overhead. 

Worse  yet,  it  is  labor 

intensive  and  unprofit- 
able. 


Medical  Manager 


Medical  Manager 


The  Solution:  The  Medi- 
cal Manager.1*  De- 
signed specifically  for 
today’s  complex  medi- 
cal office  by  a team  of 
doctors,  accountants 
and  computer  program- 
mers, The  Medicaf^ 
Manager  is  a compre- 
hensive management 
tool  for  controlling  all 
office  accounting  func- 


TO  RECEIVE  A BROCHURE 
OR  TO  SET  UP  A FREE 
DEMONSTRATION  PLEASE 
CALL: 

OL  JESS 

OFFICE  AUTOMATION,  INC. 

21  Ellen  Circle 
Old  Bridge,  NJ  08857 

(201)  679-0740 


Medical  Manager  Is  a trademark 
of  Personalized  Programming,  Inc. 


tions  and  clinical  infor- 
mation. Menu  driven 
and  password  pro- 
tected The  Medical 
Manager  can  track 


patient  billing  and 


medical  histories, 


appointment  sched- 
ules, insurance  claims, 
and  more. 

The  Medical  Manager. 
The  paperwork  elimina- 
tor. Ready  to  work  for 
you.  Now. 


Systems  Plus  Inc 


312 


NEW  JERSEY  MEDICINE 


THE  MEDICAL  SOCIETY  OF  NEW  JERSEY  VOLUME  42 


AMA  ISSUES  IN  THE  100TH  CONGRESS 

AMA’s  leadership  has  identified  six  top  priorities  for 
the  Washington  office  and  federation  effort:  physician 
reimbursement  (including  physician  DRGs,  Medicare 
fee  controls,  and  mandated  assignment),  tobacco  is- 
sues, campaign  finance  reform,  professional  liability, 
support  for  biomedical  research,  and  unrelated  busi- 
ness income  tax.  For  the  first  time,  the  AMA  has  hired 
an  outside  lobby  firm  to  augment  AMA  state,  and 
specialty  efforts.  The  AMA  will  be  working  on  other 
issues  as  well:  catastrophic  health  insurance,  pro- 
fessional self-regulation,  AIDS,  PRO  issues,  and  Medi- 
care reform. 

AMA  MEMBERSHIP  AWARD 

Once  again,  the  Medical  Society  of  New  Jersey  will 
receive  the  1986  AMA  Membership  Award  for  out- 
standing membership  recruitment.  As  promised, 
MSNJ  will  receive  an  award  plaque  with  thanks  from 
the  AMA  for  all  staff  efforts. 

STATE  OF  NEW  JERSEY  PROCLAMATION: 
DOCTORS’  DAY 

Whereas,  the  Medical  Society  of  New  Jersey,  which 
was  founded  in  1766,  has  received  widespread  recog- 
nition and  highest  honors  for  its  tireless  and  dedicated 
efforts  on  behalf  of  numerous  medical,  community, 
and  philanthropic  projects;  and 

Whereas,  from  its  early  beginnings  and  with  the 
guidance  of  dedicated  and  visionary  leaders,  the  Medi- 
cal Society  of  New  Jersey  has  become  a progressive  and 
vital  force  within  the  State  of  New  Jersey;  and 

Whereas,  the  Medical  Society  of  New  Jersey  is  the 
oldest  organization  of  its  type  in  the  United  States;  and 

Whereas,  its  membership  has  constantly  worked  to 
improve  the  delivery  of  health  care  to  the  people  of  New 
Jersey  and  to  maintain  an  excellence  in  the  practice 
of  medicine; 

Now,  therefore,  I,  Thomas  H.  Kean,  Governor  of  the 
State  of  New  Jersey,  do  hereby  proclaim  March  30, 
1987,  as  Doctors’  Day  in  New  Jersey,  in  recognition  of 
this  dedicated  group  of  professionals. 

DOMESTIC  VIOLENCE  INTERVENTION 

The  Domestic  Violence  Prevention  Program  of  the 
New  Jersey  Division  on  Women  wishes  to  extend  an 
offer  of  training  and  technical  assistance  in  domestic 
violence  intervention  to  each  hospital  in  the  state  of 


New  Jersey.  Our  objectives  are  to  assist  health  care 
professionals  involved  with  adult  victims  of  domestic 
violence  by  offering  them  a protocol  for  their  adapta- 
tion and  use,  and  to  assist  the  victims  by  offering  them 
improved  services,  treatment,  and  referrals. 

In  addition  to  distribution  and  review  of  Domestic 
Violence:  A Guide  for  Emergency  Medical  Treatment 
and  related  literature,  subjects  to  be  addressed  include 
facts,  figures,  and  myths  about  violence  in  the  family, 
shelter,  and  other  supportive  services  available  to  both 
victims  and  abusers  in  your  area.  For  further  infor- 
mation call  (609)  737-2982  or  (609)  292-8840. 

STRENGTHENING  EDUCATIONAL  AND  LICENSURE 
STANDARDS  FOR  PHYSICIANS  IN  NEW  JERSEY 

Increasing  concern  has  been  expressed  both  na- 
tionally and  in  New  Jersey  about  issues  of  quality  of 
physician  education  and  licensure.  Questions  about 
whether  physicians  are  being  adequately  prepared  for 
independent  practice  in  the  modem  U.S.  health  care 
environment  have  been  raised  in  many  quarters.  In 
particular,  since  1980,  New  Jersey  has  been  faced  with 
growing  numbers  of  physician  licensure  applicants 
with  significant  deficiencies  in  their  educational  prep- 
aration. 

Recognizing  that  New  Jersey’s  decades-old  physi- 
cian licensure  requirements  have  fallen  behind  con- 
temporary medical  education  and  practice  standards, 
the  Board  of  Higher  Education  and  the  Board  of  Medi- 
cal Examiners  established,  in  the  fall  of  1985,  a joint 
committee  to  review  the  legislation  and  regulations 
that  establish  standards  for  the  education  and  licen- 
sure of  physicians  in  New  Jersey.  It  recommends  statu- 
tory and  regulatory  changes  to  upgrade  the  state’s  re- 
quirements for  physician  licensure.  The  recommenda- 
tions are  consonant  with  the  long-standing  commit- 
ment of  the  Medical  Society  of  New  Jersey  to  encourage 
the  highest  standards  of  education  and  practice 
among  New  Jersey  physicians. 

The  proposed  changes  in  licensing  standards  were 
approved  by  the  Department  of  Higher  Education. 
Copies  of  the  reports  are  available  from  the  State  of 
New  Jersey,  Department  of  Higher  Education,  CN-542, 
Trenton,  NJ  08625. 

FINI 

“Poor  government  comes  about  when  good  citizens 
sit  on  their  hands  instead  of  standing  on  their  feet." 


VOL.  84-NUMBER  5— MAY  1987 


313 


Legislative  Update 

Status  of  Legislation  on  Which  MSNJ  Has  Taken  an  Active  Position 


Bill 

Subject 

MSNJ  Position 

Committee 

Present  Status 

S-100 

Bubba 

Requires  physicians  to  per- 
sonally present  and  obtain 
surgical  consent  forms  and  sig- 
natures. The  form  shall  state 
the  name  of  any  assisting  phy- 
sician that  performs  surgery 
under  the  supervision  of  the  at- 
tending. 

Active  Opposition 

Senate:  LIP 

In  committee 

S-124 

Bubba 

Requires  express  written  con- 
sent to  surgery  except  in  cases 
of  physical  or  mental  incapacity 
or  emergencies.  The  State 
Board,  after  consultation  with 
the  Health  Department,  the 
Medical  Society,  and  the  Hospi- 
tal Association  shall  prescribe 
the  consent  forms  which  shall 
be  used  by  physicians. 

Active  Support 

Senate:  LIP 

Passed  in  Sen- 
ate: in  As- 
sembly com- 
mittee (HHR) 

S-179 

Brown 

Requires  the  Department  of 
Health  to  prepare  a booklet  on 
breast  cancer  which  must  be 
given  to  breast  cancer  patients 
by  their  physicians. 

Active  Opposition 

Senate:  IHW 

Out  of  commit- 
tee; 2nd  read- 
ing 

S-281 

Dumont 

Provides  for  a three-year  stat- 
ute of  limitations,  except  for 
fraud,  intentional  concealment, 
or  nontherapeutic  or  diag- 
nostic purpose.  Minors  have 
until  age  1 1 on  any  injuiy  prior 
to  age  8. 

Active  Support 

Senate:  JUD 

In  committee 

S-345 

Ewing 

Creates  a commission  to  advise 
the  governor  and  the  legis- 
lature regarding  any  proposals 
to  regulate  or  license  new  pro-  . 
fessions. 

Active  Support 

Senate:  LIP 

Out  of  commit- 
tee: 2nd  read- 
ing 

S-403 

Rand 

Grants  immunity  to  peer  re- 
view organizations  when  the 
organization  is  recognized  by 
the  Dept,  of  Health.  Provides  for 
confidentiality  of  materials  and 
records  of  the  PRO. 

Active  Opposition 

Senate:  IHW 

In  committee 

S-440 

Garibaldi 

Provides  that  cancers  caused 
by  exposure  to  heat,  cold,  radi- 
ation, or  a known  carcinogen 
which  manifest  themselves  in 
active  police  and  firemen  are 
assumed  to  be  accidental  and 
work-related  disabilities. 

Active  Opposition 

Senate:  SGF&IR&VA 

In  committee 

S-492 

Garibaldi 

Requires  a second  physician  to 
be  present  at  any  termination 
of  pregnancy  procedure,  if  the 
attending  has  determined  the 
unborn  fetus  is  24  weeks  of  age 
or  older.  The  second  physician 
is  to  provide  immediate  care  to 
the  child  if  it  is  bom  alive. 

Active  Opposition 

Senate:  IHW 

In  committee 

Assembly  Reference  Committees 

HHR:  Health  and  Human  Resources 

HERP:  Higher  Education  and  Regulated  Professions 

JUD:  Judiciary 

SG:  State  Government 

INS:  Insurance 

SC:  Senior  Citizens 

EDA:  Economic  Development  and  Agriculture 


Senate  Reference  Committees 
LIP:  Labor,  Industry,  and  Professions 
SGF&IR&VA  State  Government,  Federal  & Interstate 
Relations  & Veterans  Affairs 
IHW:  Institutions,  Health  & Welfare 
JUD:  Judiciaiy 

RFA  Revenue,  Finance  & Appropriations 
CH:  Children  Services 
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Bill 

Subject 

MSNJ  Position 

Committee 

Present  Status 

S-493 

Garibaldi 

Requires  the  State  Board  of 
Medical  Examiners  to  conduct 
a study  as  to  when  fetal  viabili- 
ty occurs  so  that  the  conduct  of 
physicians  may  be  governed  ac- 
cordingly. After  the  study,  the 
Board  is  to  promulgate  guide- 
lines regarding  the  termination 
of  pregnancy. 

Active  Opposition 

Senate:  IHW 

In  committee 

S-539 

Cardinale 

Exempts  the  private  practice  of 
medicine  from  the  certificate  of 
need  law. 

Active  Support 

Senate:  IHW 

In  committee 

S-600 

Bassano 

Requires  eveiy  physician  at- 
tending a woman  at  the  time  of 
delivery,  miscarriage,  abortion, 
or  during  the  prenatal  period  to 
perform  an  Rh  test.  If  the  test 
is  Rh  negative  the  physician 
shall  within  24  hours  of  the  re- 
sults, advise  the  woman  of  its 
significance  and  availability  of 
treatment. 

Active  Opposition 

Passed  in  Sen- 
ate and  As- 
sembly 

S-935 

Feldman 

Provides  that  within  60  days  of 
filing  an  action  against  a phy- 
sician the  plaintiff  must  pro- 
vide an  affidavit  from  an  expert 
that  there  has  been  a negligent 
deviation  from  the  accepted 
standards  of  practice. 

Active  Support 

Senate:  JUD 

In  committee 

S-962 

Feldman 

Makes  the  decision  of  an  Ad- 
ministrative Law  Judge  final  in 
contested  agency  actions. 

Active  Support 

Senate:  JUD 

In  committee 

S-1197 

Jackman 

Creates  a separate  licensing 
and  regulatory  board  for 
chiropractic. 

Active  Opposition 

Senate:  LIP 

In  committee 

S-1221 

Codey 

Removes  the  requirement  that 
the  State  Commissioner  of 
Health  shall  be  a duly  licensed 
physician. 

Active  Opposition 

Senate:  IHW 

In  committee 

S-1241 

Codey 

Amends  the  certificate  of  need 
to  include  physicians  whenever 
a health  service  has  been  re- 
gionalized by  regulation  of  the 
Department  of  Health.  Regu- 
lation would  terminate  within 
three  years,  at  which  time,  the 
Commissioner  could  readopt 
the  regulation. 

Active  Opposition 

Senate:  IHW 

In  committee 

S-1283 

Hirkala 

Extends  confidentiality  to  data 
in  the  possession  of  hospital 
peer  review  committee. 

Active  Support 

Senate:  IHW 

In  committee 

S-1309 

Contillo 

Provides  for  a nonbinding  ref- 
erendum concerning  the  enact- 
ment of  a national  health  plan. 

Active  Opposition 

Senate:  IHW 

In  committee 

S-1583 

Lesniak 

Provides  that  physicians  shall 
not  be  exempted  from  malprac- 
tice claims  by  fellow  employees. 

Active  Opposition 

Senate:  LIP 

In  committee 

S-1801 

Dorsey 

Requires  food  processors  and 
public  eating  places  to  provide 
written  notice  regarding  ir- 
radiated foods. 

Active  Opposition 

Senate:  IHW 

In  committee 

S-1841 

Dalton 

Provides  that  collateral  sources 
of  payment  shall  be  used  to  off- 
set damages.  Further  provides 
that  periodic  payments  may  be 
used  at  the  request  of  either 
party  if  the  future  damages  ex- 
ceed $100,000. 

Active  Support 

Senate:  JUD 

In  committee 
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Bill 

Subject 

MSNJ  Position 

Committee 

Present  Status 

S-1878 

Cardinale 

Limits  noneconomic  damage 
awards  to  $ 1 00,000. 

Active  Support 

Senate:  JUD 

In  committee 

S-1979 

McManimon 

Eliminates  the  requirement 
that  prescriber’s  address  and 
registry  number  be  included  on 
the  prescription  label. 

Active  Support 

Senate:  IHW 

Signed  into  law 
as  c.75  P.L. 
1986 

S-2041 

McManimon 

Establishes  local  area  health 
planning  agencies  to  continue 
the  program  being  terminated 
by  federal  government.  Funds 
will  be  provided  by  the  state 
with  an  offset  for  any  federal 
money  that  may  be  received. 

Active  Opposition 

Senate:  IHW 

In  committee 

S-2102 

McNamara 

• 

Establishes  a demonstration 
project  to  allow  hospitals  to 
designate  surplus  acute  beds 
as  swing  beds  for  skilled  nurs- 
ing care. 

Active  Support 

Senate:  IHW 

In  committee 

S-2129 

Russo 

Prohibits  physicians  from  em- 
ploying physical  therapists, 
owning  a physical  therapy 
practice,  or  any  interest  in  a 
physical  therapy  practice. 

Active  Opposition 

Senate:  IHW 

In  committee 

S-2187 

Brown 

Allows  a licensed  professional 
registered  nurse  to  serve  as  the 
New  Jersey  Commissioner  of 
Health. 

Active  Opposition 

Senate:  IHW 

In  committee 

S-2261 

Lynch 

Permits  optometrists  to  use 
drugs  for  treatment  and 
diagnostic  purposes. 

Active  Opposition 

Senate:  IHW 

Out  of  commit- 
tee: 2nd  read- 
ing 

S-2290 

Bassano 

Makes  AIDS  a reportable  dis- 
ease. Grants  immunity  to  phy- 
sicians who  deem  it  advisable 
to  inform  sexual  partners  of  pa- 
tient’s condition. 

Active  Support 

Senate:  JUD 

In  committee 

S-2385 

Cardinale 

Places  a $350,000  cap  on 
awards  for  pain  and  suffering. 
The  limit  shall  be  revised  an- 
nually by  the  Consumer  Price 
Index— U.S.-City  Average. 

Active  Support 

Senate:  JUD 

In  committee 

S-2398 

Bassano 

Eliminates  joint  and  several 
liability. 

Active  Support 

Senate:  JUD 

In  committee 

S-2403 

Bassano 

Provides  that  benefits  from  col- 
lateral sources  shall  be  de- 
ducted from  awards  in  personal 
injury  actions. 

Active  Support 

Senate:  JUD 

In  committee 

S-2473 

Orechio 

Requires  health  care  licensees 
to  accept  Medicare  determina- 
tion of  their  fees. 

Active  Opposition 

Senate:  IHW 

In  committee 

S-2585 

Garibaldi 

Requires  health  care  licensees 
to  accept  Medicare  determina- 
tions of  their  fees. 

Active  Opposition 

Senate:  IHW 

In  committee 

S-2644 

Lesniak 

Limits  noneconomic  loss  in 
tort  cases  to  $500,000  unless 
the  injuiy  includes  significant 
and  severe  permanent  disabili- 
ty incliding  permanent  dis- 
figurement. 

Active  Opposition 

Senate:  JUD 

In  committee 

S-2703 

Lesniak 

Modifies  the  application  of 
joint  and  several  liability  in  tort 

actions. 

Active  Opposition 

Senate:  JUD 

i 

In  committee 

S-2706 

Lesniak 

Provides  for  structured  pay- 
ments. Payments  exceed 
$200,000. 

Active  Support 

Senate:  JUD 

In  committee 

S-2707 

Russo 

Limits  noneconomic  loss  in 
tort  cases  to  $500,000  unless 

Active  Opposition 

Senate:  JUD 

In  committee 
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Bill 

Subject 

the  injury  includes  significant 
and  severe  permanent  disabili- 
ty including  permanent  dis- 
figurement. 

MSNJ  Position 

Committee 

Present  Status 

S-2721 

Lipman 

Authorizes  nurses  to  practice 
medicine  and  to  prescribe 
drugs  and  devices. 

Active  Opposition 

Senate:  LIP 

In  committee 

SR- 5 
Bubba 

Requests  Congress  to  reject  any 
proposals  to  tax  health  benefit 
packages. 

Active  Support 

Senate:  SG&IR&VA 

In  committee 

SR-59 

Pallone 

Condemns  HCFA  for  deliberate 
delays  in  processing  Medicare 
claims. 

Active  Support 

Senate:  IHW 

In  committee 

SJR-42 

McManimon 

Establishes  a commission  to 
study  the  possibility  of  using 
health  enterprise  zones  in  New 
Jersey  to  counteract  adverse 
market  conditions. 

Active  Support 

Senate:  IHW 

Out  of  commit- 
tee: 2nd  read- 
ing 

A- 137 
Muhler 

Creates  a 27-person  Board 
within  the  Department  of 
Human  Services  vested  with 
the  authority  to  release  or  con- 
tinue the  commitment  of  per- 
sons who  were  found  incapable 
of  standing  trial  or  not  guilty  by 
reasons  of  insanity.  A Superior 
Court  judge  currently  makes 
these  decisions. 

Active  Opposition 

Assembly:  HHR 

In  committee 

A-181 

Villane 

This  bill  would  establish  and 
license  two  categories  of  social 

Active  Opposition 

Assembly:  HERP 

In  committee 

workers  and  would  create  a 
Board  of  Social  Work  Exam- 
iners in  the  Department  of  Law 
and  Public  Safety  whose 
powers  and  duties,  among 
others,  would  be  to  administer 
the  act,  examine  and  license 
candidates  for  the  various 
categories  of  social  work,  and 
promulgate  rules  and  regu- 
lations necessary  for  the  effec- 
tive enforcement  of  the  act. 

The  two  categories  of  licensed 
social  work  would  be  1 ) social 
work  specialists,  who  would  be 
required  to  have  a doctorate  in 
social  work  or  a master's  degree 
from  an  accredited  school  of 
social  work  and  2)  social 
workers  who  would  need  a bac- 
calaureate degree  from  an  ac- 
credited college  or  university 
social  work  or  social  welfare 
program.  The  bill  would 
“grandfather”  in  all  persons  in 
practice,  provided  they  have 
been  in  practice  in  one  of  the 
two  licensed  categories  for  two 
of  the  last  five  years  and  apply 
to  be  licensed  within  180  days 
from  the  effective  date  of  act. 


A-200 

Creates  a Commission  to  study  Active  Support 

Assembly:  HHR 

Passed  in  As- 

Kosco 

the  certificate  of  need  process. 

sembly;  in  Sen- 

The Commission  would  consist 

ate  committee 

of  15  members.  Two  of  the  15 
would  be  physicians.  Their  re- 
port is  to  be  submitted  to  the 
legislature  and  the  governor. 

(JUD);  2nd 
reading 
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Bill 

Subject 

MSNJ  Position 

Committee 

Present  Status 

A-360 

Garvin 

Requires  the  Department  of 
Health  and  the  State  Board  of 
Medical  Examiners  to  prepare  a 
booklet  on  all  aspects  of  the 
treatment  of  breast  cancer.  At- 
tending physicians  are  re- 
quired to  distribute  the  book  to 
appropriate  patients  and  to  dis- 
cuss it  with  them. 

Active  Opposition 

Assembly:  HHR 

In  committee 

A-478 

Muziani 

Directs  the  State  Board  of 
Medical  Examiners  to  review 
the  issue  of  when  fetal  viability 
occurs  and  to  provide  guide- 
lines to  physicians  regarding 
procedures  to  terminate  preg- 
nancy. 

Active  Opposition 

Assembly:  HHR 

In  committee 

A-479 

Muziani 

Requires  a second  physician  to 
be  present  whenever  a phy- 
sician terminates  a pregnancy 
involving  a live  fetus  of  24 
weeks  of  age  or  older. 

Active  Opposition 

Assembly.  HHR 

In  committee 

A-482 

Muziani 

Requires  a physician  to  advise 
pregnant  patients  of  the  effects 
of  alcohol  and  certain  drugs  on 
a fetus.  The  woman  shall  sign 
a form  confirming  the  advice 
was  given.  The  physician  is  to 
retain  the  original  and  provide 
the  patient  with  a copy. 

Active  Opposition 

Assembly:  HHR 

In  committee 

A-716 

Miller 

Allows  patients  or  insurers  to 
appeal  excessive  charges  under 
the  DRG  program. 

Active  Support 

Assembly:  HHR 

In  committee 

A-718 

Miller 

Terminates  the  DRG  program 
and  requires  the  Department  of 
Health  to  develop  an  alternate 
system  within  one  year. 

Active  Support 

Assembly:  HHR 

In  committee 

A-737 

Miller 

Provides  that  collateral  sources 
of  payment  shall  be  used  to  off- 
set damages.  Further  provides 
structured  payments  may  be 
used  at  the  request  of  either 
party  if  the  future  damages  ex- 
ceed $ 1 00,000. 

Active  Support 

Assembly:  JUD 

In  committee 

A-738 

Miller 

Provides  a $100,000  cap  on 
damages  for  pain  and  suffering 
to  personal  injury  actions. 

Active  Support 

Assembly:  JUD 

In  committee 

A-739 

Miller 

Establishes  a 3-year  statute  of 
limitations  in  tort  actions 
against  health  care  providers. 
Children  would  have  until  1 1 to 
bring  an  action  for  injuries 
prior  to  age  8.  After  age  8 they 
come  under  the  3-year  stan- 
dard. Fraud,  concealment,  and 
unintentional  foreign  bodies 
“toll”  the  statute. 

Active  Support 

Assembly:  INS 

In  committee 

A- 740 
Miller 

Provides  that  within  60  days  of 
filing  a medical  malpractice 
complaint,  the  plaintiff  must 
supply  an  affidavit,  by  a quali- 
fied expert,  that  reasonable 
cause  exists  to  believe  malprac- 
tice occurred. 

Active  Support 

Assembly:  INS 

In  committee 

A-776 
Wei  del 

Provides  that  terminally  ill  pa- 
tients may  direct  their  phy- 
sicians, through  a written 
document  to  withhold  or 
withdraw  mechanical  or 
artificial  means  to  sustain  or 
supplant  vital  function  when 

Active  Opposition 

Assembly:  JUD 

Out  of  commit- 
tee; 2nd  read- 
ing 
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Subject 

those  acts  will  only  artificially 
prolong  death.  The  directive 
shall  comply  with  statutory 
form.  The  physician  relying 
upon  it  shall  determine  it  com- 
plies with  the  statute. 

MSNJ  Position 

Committee 

Present  Status 

A-947 

Schuber 

Transfers  the  Office  of  Admin- 
istrative Law  from  the  Ex- 
ecutive Branch  to  the  Judicial 
Branch.  The  initial  decision 
made  by  the  agency  directly  or 
by  report  from  an  adminis- 
trative law  judge.  All  appeals 
would  then  be  heard  by  another 
administrative  lawjudge.  The 
next  appeal  would  be  to  the  Ap- 
pellate Division. 

Active  Support 

Assembly:  JUD 

In  committee 

A-998 

Doria 

Creates  a commision  to  review 
licensing  legislation  being 
proposed  by  any  legislator.  The 
commission  is  to  file  a report 
with  the  governor  and  the  legis- 
lature on  the  necessity  of  estab- 
lishing the  licensing  mechan- 
ism being  reviewed. 

Active  Support 

Assembly:  HERP 

Passed  in  As- 
sembly; in  Sen- 
ate RFA  com- 
mittee 

A- 1008 
Doria 

Creates  a licensing  board  for 
chiropractic.  Transfers  all  func- 
tions of  the  SBME  regarding 
chiropractic  to  the  new  board. 
Removes  the  place  for  a 
chiropractor  from  the  SBME. 

Active  Opposition 

Assembly:  HERP 

In  committee 

A- 1422 
Mazur 

Proposes  a nonbinding  refer- 
endum on  whether  national 
health  insurance  is  desirable. 

Active  Opposition 

Assembly:  HHR 

In  committee 

A-2283 

Kelly 

Limits  damages  for 
noneconomic  loss  to  8250,000 
in  civil  suits. 

Active  Support 

Assembly:  INS 

In  committee 

A-2373 

Kavanaugh 

Requires  professional  liability 
carriers  to  report  all  claims  and 
awards  to  the  Insurance  De- 
partment. The  Department 
then  shall  report  to  the  licens- 
ing boards. 

Active  Opposition 

Assembly:  INS 

In  committee 

A-2379 

Establishes  local  area  health 
planning  agencies  to  continue 
the  program  being  terminated 
by  the  federal  government. 
Funds  will  be  provided  by  the 
state  with  an  offset  for  any  fed- 
eral received. 

Active  Opposition 

Assembly:  HHR 

In  committee 

A-2380 

Kem 

Same  as  A-2379  except  that 
this  bill  also  appropriates  8 1.8 
million  to  fund  the  system. 

Active  Opposition 

Assembly:  HHR 

In  committee 

A-2400 

Loveys 

Establishes  a three-tier  mone- 
tary cap  on  award  for  pain  and 
suffering.  The  caps  are  85,000 
for  minor  injury,  8300,000  for 
major  injuries,  and  8100,000 
for  all  others.  The  bill  also 
places  limits  on  overall  liability 
of  public  entities. 

Active  Support 

Assembly:  INS 

Passed  in  As- 
sembly; in  Sen- 
ate JUD  com- 
mittee 

A-2401 
Wei  del 

Eliminates  joint  and  several 
liability  and  establishes  the  col- 
lateral source  rule  so  that  plain- 
tiffs cannot  collect  more  than 
once  for  the  same  loss.  Estab- 
lishes that  state-of-the-art,  ade- 
quate warning  and  open  and 
obvious  defenses  for  product 
liability.  Provides  that  95  per- 

Active  Support 

Assembly:  INS 

Passed  in  As- 
sembly; in  Sen- 
ate JUD  com- 
mittee 
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Subject 

cent  of  punitive  damages  will 
be  paid  to  the  state,  rather  than 
the  plaintiff.  Establishes  a fund 
to  pay  excess  awards  levied 
against  public  entities. 

MSNJ  Position 

Committee 

Present  Status 

A-2402 

Zecker 

Requires  structured  settle- 
ments for  awards  in  excess  of 
8300,000. 

Active  Support 

Assembly:  INS 

Passed  in  As- 
sembly; in  Sen- 
ate JUD  com- 
mittee 

A-2403 

Kelly 

Requires  arbitration  of  all 
claims  below  820,000. 

Active  Support 

Assembly:  INS 

Passed  in  As- 
sembly; in  Sen- 
ate JUD  com- 
mittee 

A-2404 

Rafferty 

Requires  insurance  companies 
to  provide  the  Insurance  De- 
partment with  specific  data  to 
support  their  rate  request. 

Active  Support 

Assembly:  INS 

In  committee 

A-2428 

Deverin 

Provides  for  arbitration  of 
claims  when  the  noneconomic 
loss  asserted  is  less  than 
820,000. 

Active  Support 

Assembly:  INS 

In  committee 

A-2495 

Moran 

Requires  the  Division  on  Aging 
and  the  Department  of  Health 
to  publish  a list  of  doctors  who 
charge  more  than  Medicare  al- 
lowances. Senior  citizens  who 
are  charged  more  than  Medi- 
care allowances  are  encouraged 
to  file  complaints  with  the 
county  office  on  aging. 

Active  Opposition 

Assembly:  SC 

Out  of  commit- 
tee; 2nd  read- 
ing 

A-2511 
Doyle  and 

Requires  health  care  providers 
to  accept  Medicare  assignment. 

Active  Opposition 

Assembly:  HHR 

In  committee 

Karcher 

A-2519 

Professional  liability  bill. 

Active  Opposition 

Assembly:  INS 

In  committee 

Doria 

A-2535 

Kelly 

Authorizes  nurses  to  prescribe 
medications. 

Active  Opposition 

Assembly:  HERP 

In  committee 

A-2603 

Kelly 

Requires  food  processors  and 
retailers  to  provide  written  no- 
tice if  food  has  been  preserved 
by  radiation. 

Active  Opposition 

Assembly:  EDA 

Out  of  commit- 
tee; 2nd  read- 
ing 

A-2651 

Villane 

Provides  for  the  licensing  of 
social  workers  and  would  allow 
them  to  engage  in  psy- 
chotherapy. 

Active  Opposition 

Assembly:  HHR 

In  committee 

A-2878 

Doria 

Permits  dentists  who  have  had 
their  credentials  approved  to 
practice  in  hospitals. 

Active  Opposition 

Assembly:  HERP 

In  committee 

A-3305 

Singer 

Requires  licensed  health  care 
providers  who  treat  Medicare 
enrollees  to  accept  the  Medi- 
care fee  determination  if  the 
beneficiary  presents  to  the 
provider  a valid  PAAD  card. 

Active  Opposition 

Assembly:  HHR 

In  committee 

A-3434 

Loveys 

Amends  the  Insurance  Fraud 
and  Prevention  Act  to  eliminate 
the  verification  of  medical  bills 
submitted  with  insurance 
claims. 

Active  Support 

Assembly:  INS 

Passed  in  As- 
sembly; in  Sen- 
ate committee 

A-3438 

Colburn 

Creates  a study  commission  to 
review  the  DRG  program  for  its 
impact  on  the  quality  of  care 
and  to  determine  whether  it 
should  be  continued. 

Active  Support 

Assembly:  HHR 

Passed  in  As- 
sembly; in  Sen- 
ate committee 
(IHW) 

AJR-49 

Felice 

Directs  the  Commissioner  of 
Health  to  study  and  report  on 
the  feasibility  of  health 
enterprise  zones. 

Active  Support 

Passed  in  Sen- 
ate and  As- 
sembly 
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Give  your  angina  patients 
ahat  they're  missing... 


CARDIZEU:  FEW  SIDE  EFFECTS 

diltiozem  HCI/Marion 


Antianginal  action  includes  dilatation  of 
coronary  arteries,  a decrease  in  vascular  resis- 
tance/afterload, and  a reduction  in  heart  rate 

Proven  efficacy  when  used  alone  in  angina1 

Compatible  with  otherantianginals2  3 

A safe  choice  for  angina  patients  with  coexisting 
hypertension,  asthma,  COPD,  or  PVD4  5 

See  Warnings  and  Precautions . 

Please  see  brief  summary  of  prescribing  informafion  on  fhe  nexf  page. 


raoruTEu  few  side  effects 

diltiazem  HCI/Marion  IN  AMTUHGIMAl  THERAPY 


60  mg  fid  or  qid 

Brief  Summary 

Professional  Use  Information 

CARDIZEM ® 

(diltiazem  HCI)  30  mg  and  60  mg  Tablets 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick 
sinus  syndrome  except  in  the  presence  of  a functioning 
ventricular  pacemaker,  (2)  patients  with  second-  or 
third-degree  AV  block  except  in  the  presence  of  a func- 
tioning ventricular  pacemaker,  and  (3)  patients  with 
hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

I Cardiac  Conduction.  CARDIZEM  prolongs  AV  node 
refractory  periods  without  significantly  prolonging 
sinus  node  recovery  time,  except  in  patients  with 
sick  sinus  syndrome.  This  effect  may  rarely  result 
in  abnormally  slow  head  rates  (padicularly  in 
patients  with  sick  sinus  syndrome)  or  second-  or 
third-degree  AV  block  (six  of  1,243  patients  for 
048%).  Concomitant  use  of  diltiazem  with 
beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with 
Prinzmetal's  angina  developed  periods  of  asystole 
(2  to  5 seconds)  after  a single  dose  of  60  mg  of 
diltiazem. 

2.  Congestive  Heart  Failure.  Although  diltiazem  has 
a negative  inotropic  effect  in  isolated  animal  tissue 
preparations,  hemodynamic  studies  in  humans 
with  normal  ventricular  function  have  not  shown  a 
reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt). 

Experience  with  the  use  of  CARDIZEM 
alone  or  in  combination  with  beta-blockers  in 
patients  with  impaired  ventricular  function  is  very 
limited.  Caution  should  be  exercised  when  using 
the  drug  in  such  patients. 

3 Hypotension.  Decreases  in  blood  pressure  asso- 
ciated with  CARDIZEM  therapy  may  occasionally 
result  in  symptomatic  hypotension. 

4 Acute  Hepatic  Injury.  In  rare  instances,  significant 
elevations  in  enzymes  such  as  alkaline  phospha- 
tase, CPK,  LDH,  SGOT,  SGPT,  and  other  symptoms 
consistent  with  acute  hepatic  injury  have  been 
noted  These  reactions  have  been  reversible  upon 
discontinuation  of  drug  therapy.  The  relationship  to 
CARDIZEM  is  uncertain  in  most  cases,  but  prob- 
able in  some.  (See  PRECAUTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is 
extensively  metabolized  by  the  liver  and  excreted  by  the 
kidneys  and  in  bile.  /Is  with  any  new  drug  given  over 
prolonged  periods,  laboratory  parameters  should  be 
monitored  at  regular  intervals.  The  drug  should  be  used 
with  caution  in  patients  with  impaired  renal  or  hepatic 


function  In  subacute  and  chronic  dog  and  rat  studies 
designed  to  produce  toxicity,  high  doses  of  diltiazem 
were  associated  with  hepatic  damage  In  special 
subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes 
in  the  liver  which  were  reversible  when  the  drug  was 
discontinued  In  dogs,  doses  of  20  mg/kg  were  also 
associated  with  hepatic  changes,  however,  these 
changes  were  reversible  with  continued  dosing 
Drug  Interaction.  Pharmacologic  studies  indicate  that 
there  may  be  additive  effects  in  prolonging  AV  conduction 
when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM  (See  WARNINGS) 

Controlled  and  uncontrolled  domestic  studies  suggest 
that  concomitant  use  of  CARDIZEM  and  beta-blockers  or 
digitalis  is  usually  well  tolerated.  Available  data  are  not 
sufficient,  however,  to  predict  the  effects  of  concomitant 
treatment  particularly  in  patients  with  left  ventricular 
dysfunction  or  cardiac  conduction  abnormalities.  In 
healthy  volunteers,  diltiazem  has  been  shown  to  increase 
serum  digoxin  levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility.  A 24-month  study  in  rats  and  a 21 -month  study 
in  mice  showed  no  evidence  of  carcinogenicity.  There 
was  also  no  mutagenic  response  in  in  vitro  bacterial 
tests  No  intrinsic  effect  on  fertility  was  observed  in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have 
been  conducted  in  mice,  rats,  and  rabbits  Administration 
of  doses  ranging  from  five  to  ten  times  greater  (on  a 
mg/kg  basis)  than  the  daily  recommended  therapeutic 
dose  has  resulted  in  embryo  and  fetal  lethality  These 
doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies, 
there  was  some  reduction  in  early  individual  pup  weights 
and  survival  rates  There  was  an  increased  incidence  of 
stillbirths  at  doses  of  20  times  the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant 
women,  therefore,  use  CARDIZEM  in  pregnant  women 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus. 

Nursing  Mothers.  Diltiazem  is  excreted  in  human 
milk.  One  report  suggests  that  concentrations  in  breast 
milk  may  approximate  semm  levels  If  use  of  CARDIZEM 
is  deemed  essential,  an  alternative  method  of  infant 
feeding  should  be  instituted 
Pediatric  Use.  Safety  and  effectiveness  in  children 
have  not  been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies 
carried  out  to  date,  but  it  should  be  recognized  that 
patients  with  impaired  ventricular  function  and  cardiac 
conduction  abnormalities  have  usually  been  excluded 
In  domestic  placebo-controlled  trials,  the  incidence  of 
adverse  reactions  reported  during  CARDIZEM  therapy  was 
not  greater  than  that  reported  during  placebo  therapy 
The  following  represent  occurrences  observed  in 
clinical  studies  which  can  be  at  least  reasonably  asso- 


ciated with  the  pharmacology  of  calcium  influx  inhibition 
In  many  cases,  the  relationship  to  CARDIZEM  has  not 
been  established.  The  most  common  occurrences  as  well 
as  their  frequency  of  presentation  are.  edema  (2.4%), 
headache  (2. 1%),  nausea  (1.9%),  dizziness  (1.5%), 
rash  (1.3%),  asthenia  (1.2%).  In  addition,  the  following 
events  were  reported  infrequently  (less  than  1 % ). 

Angina,  arrhythmia,  AV  block  (first 
degree),  AV  block  (second  or  third 
degree  — see  conduction  warning), 
bradycardia,  congestive  heart 
failure,  flushing,  hypotension,  palpi- 
tations, syncope. 

Amnesia,  gait  abnormality,  halluci- 
nations, insomnia,  nervousness, 
paresthesia,  personality  change, 
somnolence  tinnitus,  tremor. 
Anorexia,  constipation,  diarrhea, 
dysgeusia,  dyspepsia,  mild 
elevations  of  alkaline  phosphatase, 
SGOT,  SGPT,  and  LDH  (see  hepatic 
warnings),  vomiting,  weight 
increase 

Petechiae,  pruritus,  photosensitivity, 
urticaria. 

Amblyopia,  dyspnea,  epistaxis,  eye 
irritation,  hyperglycemia,  nasal 
congestion,  nocturia,  osteoarticular 
pain,  polyuria,  sexual  difficulties. 

The  following  postmarketing  events  have  been 
reported  infrequently  in  patients  receiving  CARDIZEM: 
alopecia,  gingival  hyperplasia,  erythema  multiforme,  and 
leukopenia  However,  a definitive  cause  and  effect 
between  these  events  and  CARDIZEM  therapy  is  yet  to  be 
established.  Issued  7/86 

See  complete  Professional  Use  Information  before 
prescribing. 
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Editorial 


There  is  no  greater  pleasure  than 
to  recognize  and  participate  in 
the  accomplishments  of  one’s 
friends.  This  extolment  is  personal  and  heartfelt. 

Paul  J.  Hirsch,  M.D.,  was  a popular  choice  for  this 
year's  Edward  J.  Ill  Award,  the  most  prestigious  recog- 
nition by  The  Academy  of  Medicine  of  New  Jersey.  Paul 
truly  exemplifies  the  individual  who  has  given  his  all 
for  the  benefit  of  his  patients,  the  community,  his 
specialty,  and  organized  medicine— and  these  were  the 
critical  areas  that  the  developers  of  the  award  had  in 
mind. 

Paul  is  chief  of  orthopedic  surgery  at  Somerset 
Medical  Center  and  clinical  associate  and  professor  at 
UMDNJ-New  Jersey  Medical  School.  Anyone  who  has 
attended  the  Board  of  Trustees’  monthly  meetings  at 
the  Medical  Society  of  New  Jersey  or  attended  the 
Board  of  Trustees’  meetings  of  The  Academy  of  Medi- 
cine had  to  be  impressed  with  Dr.  Hirsch  in  action.  A 
fair  and  thoughtful  man,  he  lives  by  his  principles  and 
is  able  to  penetrate  quickly  to  the  heart  of  a difficult 
and  debatable  matter  and  to  express  his  opinion  with 
clarity  and  persuasiveness. 

He  always  is  approachable  for  advice  and  counsel,  yet 
has  diverse  interests  including  practical  applications 
of  the  computer.  The  major  magnet  away  from  his  pro- 
fessional interests  is  his  son,  Jeremy,  the  apple  of  his 
eye. 

Paul  has  served  on  innumerable  committees  of  the 
Medical  Society  of  New  Jersey — he  is  the  Treasurer— 
and  of  The  Academy  of  Medicine,  of  which  he  is  a 
distinguished  past  president. 


Two  of  New  Jersey’s  distinguished  physicians  were 
honored  by  The  Governor’s  Awards  Academy,  chaired 
by  Celeste  Holm.  All  of  New  Jersey’s  former  Governors 
(Meyner,  Hughes,  Cahill,  and  Byrne)  participated  in  the 
program  as  Chairmen  Emeritus.  There  were  1 1 honor- 
ees  selected  for  The  Governor’s  Award— the  pride  of 
New  Jersey  for  1987.  The  two  physicians  are  members 
of  the  Medical  Society  of  New  Jersey  and  of  The 
Academy  of  Medicine  of  New  Jersey  and  both  are  past 
recipients  of  the  Edward  J.  Ill  Award. 

Leon  G.  Smith,  M.D.,  was  selected  for  many  reasons: 
his  professional  accomplishments  as  a practicing 
physician,  researcher,  teacher,  and  medical  leader  and 
his  extra-professional  benefactions.  Smith  received 
The  Clara  Barton  Medical  Service  Award  and  The  Gov- 
ernor’s Medal  “for  outstanding  effort  and  contribu- 
tions to  the  welfare  of  human  life.”  Leon  was  sponsored 
by  The  Academy  of  Medicine  of  New  Jersey  and  the  New 
Jersey  Chapter  of  The  American  Red  Cross.  Dr.  Smith’s 
great  and  original  efforts  on  behalf  of  humanity  were 
clearly  recognized  in  the  program  book; 

“Losing  his  father  at  16  was  a turning  point  in  Leon 
Smith’s  life.  When  Leon’s  father,  a junk  yard  owner, 
died,  the  boy’s  mother  took  a job  in  a factory  and 
struggled  to  keep  a home  together  for  Leon  and  his  two 
younger  sisters.  During  that  sad  and  lonely  time  Leon 
wondered  if  better  medical  care  could  have  saved  his 
father’s  life.  He  pledged  to  become  a doctor. 

“With  characteristic  energy,  Leon  worked  his  way 
through  college  and  medical  school.  Along  the  way,  he 
talked  Yale  into  making  him  the  first  Georgetown  Uni- 
versity Medical  School  student  to  be  accepted  as  a Yale 
fellow.  And,  he  also  talked  a young  nurse,  Margaret, 
into  becoming  his  wife. 

“In  the  following  years,  Dr.  Smith  became  an  in- 
ternist and  an  expert  in  the  treatment  of  infectious 
diseases,  such  as  tuberculosis,  meningitis,  and  staph 
infections.  He  started  the  world-renowned  Intercity  In- 
fectious Disease  Society.  As  chairman  of  medicine  at 
St.  Michael’s  Medical  Center  in  Newark,  he  developed 
one  of  the  best  departments  of  medicine  in  New  Jersey. 

“He  has  taught  over  3,000  internal  medicine  doctors 
and  is  an  internationally  respected  lecturer  in  his  field. 

“And  he  never  forgot  the  poor.  During  the  1960s,  he 
and  his  wife  founded  the  first  free  medical  clinic  for 
the  poor  in  Newark  in  the  basement  of  a Catholic 
Church.  As  a leading  member  of  the  Catholic  Church, 
he  raised  funds  for  a bathhouse  for  the  homeless  and 
gave  free  care  to  leprosy  patients.  When  a new  and 
terrible  infectious  disease  called  AIDS  struck.  Dr. 
Smith  developed  New  Jersey's  first  major  AIDS  center, 
one  of  the  only  three  in  the  country. 

“His  extraordinary  contributions  to  New  Jersey 
medicine  have  earned  Dr.  Smith  The  Academy  of  Medi- 
cine’s prestigious  Edward  J.  Ill  Award.  He  also  has  been 
named  a Knight  of  Saint  Gregoiy,  the  highest  honor 
the  Catholic  Church  bestows  on  a lay  person.  A com- 
passionate healer  who  rose  from  a humble  beginning 
to  international  stature,  Leon  Smith  is  a true  Ameri- 
can success  story  and  a credit  to  New  Jersey." 

Stanley  S.  Bergen,  Jr.,  M.D.,  has  become  a household 
name  and  the  man  has  that  charismatic  personality 
that  leads  to  instant  recognition.  His  accomplishments 
have  been  cited  by  numerous  awards  in  the  past,  many 
of  which  have  been  described  in  this  journal.  Stan  is 
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a leader,  but  unlike  other  contemporary  public  admin- 
istrators, he  has  a managerial  style  which  is  partici- 
patory and  informed. 

Dr.  Bergen  was  selected  for  the  Woodrow  Wilson  Pub- 
lic Service  Award,  “for  contributions  in  public  service 
by  an  individual,  who  may  or  may  not  be  a public 
employee,  but  who  has  advanced  or  improved  any  of 
the  elements  of  public  service.”  He  was  sponsored  by 
the  New  Jersey  Chapters  of  the  American  Society  for 
Public  Administration. 

The  Awards  Book  description  of  Dr.  Bergen  states: 

“Almost  1 5 years  ago,  Dr.  Stanley  S.  Bergen  made  a 
professional  decision  that  would  benefit  New  Jersey 
and  the  world.  The  Princeton  native  chose  to  devote 
his  life  to  medical  administration  rather  than  continue 
a promising  career  as  an  internist. 

“Actually  he  had  been  gravitating  toward  that  move 
foryears  as  he  accepted  positions  that  were  increasing- 
ly administrative  in  nature.  But,  in  1971,  when  Gov- 
ernor Cahill  tapped  him  to  become  the  first  president 
of  the  newly  created  University  of  Medicine  and  Den- 
tistry, the  fork  in  the  road  was  reached.  Dr.  Bergen 
committed  himself  to  the  challenge  of  uniting  the 
state's  diverse  public  health  facilities  into  one  body. 

“During  his  15-year  tenure,  the  university’s  sLx 
schools  have  distinguished  our  state.  Accomplish- 
ments include:  equipping  University  Hospital  in  New- 
ark with  one  of  the  nation’s  few  radiation  therapy 
machines  which  treat  cancerous  tumors  more  directly 
and  efficiently  during  surgery;  equipping  the  same 
hospital  with  one  of  the  nation’s  most  advanced  units 


to  treat  patients  with  brain  injury  or  illness:  developing 
one  of  the  first  programs  in  the  nation  to  teach 
biomedical  ethics;  establishing  the  Center  for  Ad- 
vanced Biotechnology  and  Medicine,  a world-class  fa- 
cility to  research  practical  uses  for  that  science,  such 
as  studying  the  origin  of  cancer  cells;  and  developing 
a prenatal  test,  now  being  evaluated,  for  osteogenesis 
imperfecta,  a dreaded  bone  disease  that  cripples  and 
kills  children. 

“In  addition,  Dr.  Bergen  has  held  a variety  of 
academic  posts  and  has  served  on  Governor  Kean’s 
Commission  on  Science  and  Technology.  His  human- 
itarian work  has  earned  him  many  awards,  including 
the  Edward  J.  Ill  Award  from  his  peers  in  The  Academy 
of  Medicine  in  1985.  Behind  these  accomplishments, 
is  a simple  and  true  philosophy:  ‘Everybody  is  impor- 
tant. Everybody  makes  a contribution.  Everyone 
should  have  access  to  medical  care  as  part  of  society’s  i 
contribution  to  them.’ 

“Because  of  Dr.  Bergen's  work  the  world  is  closer  to 
seeing  that  compassionate  philosophy  become  reality." 

It  is  a great  honor  to  New  Jersey  medicine  to  have 
just  recognition  of  the  contributions  of  a few  by  the  ; 
awards  such  as  Paul  Hirsch,  Leon  Smith,  and  Stanley 
Bergen  received.  One  only  can  hope  that  the  pub- 
lic—and  our  patients — recognize  the  daily  efforts  in 
their  behalf  that  the  on-line  practitioner  of  medicine 
is  rendering  and  for  which  he  often  receives  no  special  , 
credit  or  compensation.  I salute  the  honorees  as  well 
as  the  unsung  in  our  state. 

Arthur  Krosnick,  M.D. 
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about  a new  dosage  form  of  cephalexin 


News  from 


cPD,STA 


ANNOUNCING  NEW 


Keflef 

TABLETS 

cephalexin 


All  the  advantages  of  cephalexin 
in  a convenient  tablet  form 

• Backed  by  over  15  years  of  clinical  experience 

• Smaller  tablet  is  specially  shaped  and  coated  for  easier  swallowing 

• May  enhance  patient  compliance,  particularly  among  the  elderly 

• Tablet  dosage  form  may  be  appreciated  by  patients  of  all  ages 


NEW  Keflef  Tablets  are  available  as: 


250-mg 

Tablets 


500-mg 

Tablets 


Keflet  is  contraindicated  in  patients  with  known  allergy  to  the  cephalosporins 
and  should  be  given  cautiously  to  penicillin-sensitive  patients. 


Brief  Summary.  Consult  the  package  literature  for  prescribing  information. 
Indications  and  Usage:  Keller  Tablets  (cephalexin,  Dista)  are  indicated 
tor  the  treatment  of  the  following  inlections  when  caused  by  susceptible 
strains  ot  Ihe  designated  microorganisms: 

Respiratory  trad  inlections  caused  by  Streptococcus  pneumoniae  and 
group  A 0 hemolytic  streptococci  (Penicillin  is  the  usual  drug  ol 
choice  in  the  treatment  and  prevention  ol  streptococcal  infections, 
including  the  prophylaxis  ol  rheumatic  (ever,  Keflet  is  generally  effec- 
tive in  the  eradication  ot  streptococci  trom  Ihe  nasopharynx;  however, 
substantial  data  establishing  the  etlicacy  ol  Keflet  in  the  subsequent 
prevention  of  rheumatic  lever  are  not  available  at  present.) 

Otitis  media  due  to  S pneumoniae , Haemophilus  inlluenzae,  staphylo- 
cocci, streptococci,  and  Neisseria  catarrhalis 
Skin  and  skin-structure  infections  caused  by  staphylococci  and/or 
streptococci 

Bone  intections  caused  by  staphylococci  and/or  Proteus  mirabilis 
Genitourinary  tract  infections,  including  acute  prostatitis,  caused  by 
Escherichia  coli,  P mirabilis,  and  Klebsiella  sp. 

Note- Culture  and  susceptibility  tests  should  be  initiated  prior  to  and 
during  therapy.  Renal  function  studies  should  be  perlormed  when  indicated. 
Contraindication:  Kellet  is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporin  group  ot  antibiotics, 

Warnings:  before  cephalexin  therapy  is  instituted,  careful  inouiry  should  be 

MADE  CONCERNING  PREVIOUS  HYPERSENSITIVITY  REACTIONS  TO  CEPHALOSPORINS  AND 
PENICILLIN.  CEPHALOSPORIN  C DERIVATIVES  SHOULD  BE  GIVEN  CAUTIOUSLY  TO  PENICILLIN  - 
SENSITIVE  PATIENTS 

SERIOUS  ACUTE  HYPERSENSITIVITY  REACTIONS  MAY  REQUIRE  EPINEPHRINE  AND  OTHER 
EMERGENCY  MEASURES 

There  is  some  clinical  and  laboratory  evidence  of  partial  cross-allergen- 
icity  ot  the  penicillins  and  the  cephalosporins.  Patients  have  been  reported 
to  have  had  severe  reactions  (including  anaphylaxis)  to  both  drugs. 

Any  patient  who  has  demonstrated  some  form  ot  allergy,  particularly  to 
drugs,  should  receive  antibiotics  cautiously  No  exception  should  be  made 
with  regard  to  Keflet 

Pseudomembranous  colitis  has  been  reported  with  virtually  all  broad- 
spectrum  antibiotics  (including  macrolides,  semisynthetic  penicillins,  and 
cephalosporins);  therefore,  it  is  important  to  consider  its  diagnosis  in 
patients  who  develop  diarrhea  in  association  with  the  use  ol  antibiotics. 

Such  colitis  may  range  in  severity  from  mild  to  life-threatening. 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora  ot  the 
colon  and  may  permit  overgrowth  of  Clostridia.  Studies  indicate  that  a 
toxin  produced  by  Clostridium  dillicile  is  one  primary  cause  ol  antibiotic- 
associated  colitis. 

Mild  cases  of  pseudomembranous  colitis  usually  respond  to  drug  dis- 
continuance alone.  In  moderate  to  severe  cases,  management  should 
include  sigmoidoscopy,  appropriate  bacteriologic  studies,  and  fluid,  elec- 
trolyte, and  protein  supplementation.  When  the  colitis  does  not  improve 
after  the  drug  has  been  discontinued,  or  when  it  is  severe,  oral  vancomycin 
is  the  drug  of  choice  tor  antibiotic-associated  pseudomembranous  colitis 
produced  by  C dillicile  Other  causes  ol  colitis  should  be  ruled  out. 

Usage  in  Pregnancy— Safety  of  this  product  for  use  during  pregnancy 
has  not  been  established. 

Precautions:  General- Patients  should  be  followed  carefully  so  that  any 
side  effects  or  unusual  manifestations  ol  drug  idiosyncrasy  may  be  detected. 
It  an  allergic  reaction  to  Keflet  occurs,  the  drug  should  be  discontinued  and 
the  patient  treated  with  the  usual  agents  (eg,  epinephrine  or  other  pressor 
amines,  antihistamines,  or  corticosteroids). 

Prolonged  use  ol  Keflet  may  result  in  the  overgrowth  ol  nonsusceptible 
organisms.  Careful  observation  of  the  patient  is  essential.  If  superinfection 
occurs  during  therapy,  appropriate  measures  should  be  taken 
Positive  direct  Coombs’  tests  have  been  reported  during  treatment  with 
the  cephalosporin  antibiotics.  In  hematologic  studies  or  in  transfusion 
cross-matching  procedures  when  antiglobulin  tests  are  perlormed  on  the 
minor  side  or  in  Coombs'  testing  of  newborns  whose  mothers  have 
received  cephalosporin  antibiotics  before  parturition,  it  should  be  recog- 
nized that  a positive  Coombs'  test  may  be  due  to  the  drug. 

Kellet  should  be  administered  with  caution  in  Ihe  presence  ot  markedly 
impaired  renal  function.  Under  such  conditions,  carelul  clinical  observation 
and  laboratory  studies  should  be  made  because  safe  dosage  may  be  lower 
than  that  usually  recommended 

Indicated  surgical  procedures  should  be  perlormed  in  conjunction  with 
antibiotic  therapy. 

As  a result  of  administration  of  Keflet,  a false-positive  reaction  for  glu- 
cose in  the  urine  may  occur.  This  has  been  observed  with  Benedict's  and 
Fehling's  solutions  and  also  with  Clinitest®  tablets  but  not  with  Tes-Tape® 
(Glucose  Enzymatic  Test  Strip,  USR  Lilly). 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in  individ- 
uals with  a history  ol  gastrointestinal  disease,  particularly  colitis. 

Usage  in  Pregnancy- Pregnancy  Category  6— The  daily  oral  administra- 
tion ol  cephalexin  to  rats  in  doses  ot  250  or  500  mg/kg  prior  to  and  during 
pregnancy,  or  to  rats  and  mice  during  the  period  of  organogenesis  only,  had  no 
adverse  ettect  on  fertility,  tetal  viability,  fetal  weight,  or  litter  size.  Note  lhat  the 
safety  ot  cephalexin  during  pregnancy  in  humans  has  not  been  established. 

Cephalexin  showed  no  enhanced  toxicity  in  weanling  and  newborn  rats 
as  compared  with  adult  animals.  Nevertheless,  because  the  studies  in 
humans  cannot  rule  out  the  possibility  ol  harm,  Kellet  should  be  used  during 
pregnancy  only  it  clearly  needed. 

Nursing  Mothers—  The  excretion  ot  cephalexin  in  the  milk  increased  up  to 
4 hours  alter  a 500-mg  dose;  the  drug  reached  a maximum  level  ot  4fig/mL, 
then  decreased  gradually,  and  had  disappeared  8 hours  after  administration. 
Caution  should  be  exercised  when  Kellet  is  administered  lo  a nursing  woman 
Adverse  Reactions:  Gastrointestinal- Symptoms  ol  pseudomembran 
ous  colitis  may  appear  either  during  or  alter  antibiotic  treatment.  Nausea 
and  vomiting  have  been  reported  rarely.  The  most  Irequent  side  ettect  has 
been  diarrhea.  It  was  very  rarely  severe  enough  to  warrant  cessation  ol 
therapy.  Dyspepsia  and  abdominal  pain  have  also  occurred.  As  with  some 
penicillins  and  some  other  cephalosporins,  transient  hepatitis  and  choles- 
tatic jaundice  have  been  reported  rarely, 

Hypersensitivity-  Allergic  reactions  in  the  form  ot  rash,  urticaria,  angio 
edema,  and,  rarely,  erythema  multilorme,  Stevens  Johnson  Syndrome,  or 
toxic  epidermal  necrolysis  have  been  observed.  These  reactions  usually  sub 
sided  upon  discontinuation  ot  the  drug.  Anaphylaxis  has  also  been  reported 
Other  reactions  have  included  genital  and  anal  pruritus,  genital  moniliasis, 
vaginitis  and  vaginal  discharge,  dizziness,  fatigue,  and  headache.  Eosino- 
philia,  neutropenia,  thrombocytopenia,  and  slight  elevations  in  SGOT  and 
SGPT  have  been  reported. 


Additional  inlormation  available  to  Ihe  prolession  on  request  Irom 

Dista  Products  Company 

Division  ol  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mid  by  Eli  Lilly  Industries,  Inc 
Carolina,  Puerto  Rico  00630 
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Professional  liability 
Commentary* 


Suing  for  the 
Right  Reasons 


Physician  Reports  on  Quality  of  Another 
Physician;  Peer  Review  Position; 
Support for  Reform  Growing 


PHYSICIAN  REPORTING  ON  POOR  QUALITY  OF 
CARE  OF  ANOTHER  PHYSICIAN 

The  Appellate  Division  of  the  New  Jersey  Superior 
Court  recently  handed  down  a decision  which  signifi- 
candy  will  ease  the  risk  of  a physician  reporting  the 
poor  quality  of  care  rendered  by  another  physician. 

The  plaintiff,  an  anesthesiologist,  brought  a defa- 
mation and  malicious  interference  action  against  a 
surgeon  who  complained  of  the  quality  of  the  anes- 
thesiologist’s work  to  the  head  of  the  department  of 
anesthesia  and  to  some  other  surgeons.  In  addition  to 
complaining,  the  surgeon  refused  to  have  the  an- 
esthesiologist work  on  any  of  his  cases.  The  surgeon 
felt  several  deaths  and  other  poor  results  on  his  pa- 
tients were  due  to  the  anesthesiologist.  The  anesthesi- 
ologist asserted  that  the  defendant  surgeon  had  inter- 
fered with  his  staff  appointment  at  the  hospital  and 
had  damaged  the  anesthesiologist’s  reputation.  The 
jury  awarded  the  anesthesiologist  compensatory  dam- 
ages of  $400,000  and  punitive  damages  in  the  amount 
of  $200,000.  The  Appellate  Division  reversed  the  judg- 
ment and  remanded  the  matter  for  a new  trial  and  in 
so  doing,  set  forth  a new  standard  of  determining  this 
type  of  case. 

The  Court  held  that:  “Each  physician  within  a hospi- 
tal community  has  a significant  and  obvious  interest 
in  the  professional  qualification,  skill,  and  competence 
of  every  other  health-care  professional  rendering  ser- 
vices within  that  community  and  particularly  those 
with  whom  he  or  she  works  directly.  It  therefore  is  not 
only  the  physician’s  self-interest  but  also  the  public’s 
interest  which  demands  that  hospital  staff  physicians 
be  free  to  express  themselves  openly  and  without  fear 
of  reprisal  when  matters  directly  affecting  the  quality 


of  health  care  are  involved.  Indeed,  we  regard  such 
expression,  at  the  least,  as  a moral  duty  of  each  phy- 
sician. 

The  Court  held  that  given  the  facts  of  this  case,  the 
complaining  surgeon  and  physicians  generally  have  a 
“conditional  privilege”  to  make  such  statements. 

The  Court  further  held  that  malice  is  not  the  stan- 
dard to  be  used  to  defeat  a claim  of  privilege  but  rather 
the  “abuse  of  privilege”  which  holds  that  claims  of 
privilege  are  lost  as  a defense  by  an  abuse  which  con- 
sists of: 

1 . The  speaker  knowing  the  matter  is  false  or  acting 
in  reckless  disregard  of  its  falsity; 

2.  The  speaker  not  acting  for  the  purpose  of  protect- 
ing the  interest  for  the  protection  of  which  the  privi- 
lege is  given; 

3.  The  speaker  excessively  publishing  the  matter 
without  a reasonable  belief  that  the  publication  is  a 
proper  means  of  communicating  the  defamatory  mat- 
ter to  the  person  to  whom  his  publication  is  privileged; 
or 

4.  The  speaker  does  not  reasonably  believe  the 
matter  to  be  necessaiy  to  accomplish  the  purpose  for 
which  the  privilege  is  given. 

The  Court  further  placed  the  burden  of  proving  the 
abuse  on  the  plaintiff.  (Letter  to  MSNJ  from  Burton  L. 
Eichler,  Esq.,  Braeh,  Eichler,  Rosenberg,  Silver,  Bern- 
stein, Hammer  & Gladstone,  Roseland,  New  Jersey) 

ANTITRUST  DIVISION  STATES  POSITION  ON 
PEER  REVIEW 

Peer  review  is  an  essential  ingredient  of  pro- 
fessionalism and  an  absolute  requirement  for  the  prac- 
tice of  medicine  in  the  hospital.  Physicians  are  both 
subject  to  review  and  are  reviewers  of  their  peers.  The 
threat  of  increasing  litigation  over  the  past  few  years 
caused  the  AMA  to  ask  the  U.S.  Department  of  Justice 
to  comment  on  physicians’  exposure  to  antitrust  lia- 
bility arising  out  of  their  peer  review  activities.  The 
following  is  the  reply  of  Charles  F.  Rule,  Acting  Assis- 
tant Attorney  General,  Department  of  Justice; 

“This  letter  responds  to  your  letter  of  No- 
vember 26,  1986,  requesting  that  the  Anti- 
trust Division  of  the  Department  of  Justice 
address  a matter  that  is  of  considerable  im- 
portance to  the  medical  community.  Your  let- 
ter states  that  many  physicians  are  concerned 
about  whether  members  of  the  medical  staff 
of  a hospital  may  incur  liability  under  the 
antitrust  laws  when  they  participate  in  the 
credentialing  or  ‘peer  review'  process  at  a 
hospital.  You  requested  the  Division  to  ad- 
dress the  question,  whether  good  faith  peer 
review  activities  designed  and  reasonably  con- 
ducted to  prevent  incompetent  physicians 
from  obtaining  or  maintaining  staff  privileges 
violate  the  antitrust  laws. 

“It  would  be  most  unfortunate  if  physicians 
refrained  from  participating  in  hospital  peer 
review  activity  because  of  an  unwarranted  fear 


This  item  from  the  Department  of  Professional  Liability  Con- 
trol, MSNJ,  was  prepared  by  James  E.  George,  M.D.,  J.D.,  and 
A.  Ronald  Rouse,  who  are  the  Director  of  the  Department  and 
Director  of  Special  Projects,  respectively. 
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that  such  participation  was  likely  to  pose 
serious  concerns  under  the  federal  antitrust 
laws.  Put  simply,  there  is  no  reason  to  expect 
a clash  between  the  antitrust  laws  and  peer 
review  conducted  to  eliminate  incompetence 
in  the  delivery  of  health  care  services.  Quite  to 
the  contrary,  the  greatest  potential  of  peer  re- 
view is  its  ability  to  foster  the  basic  goals  of 
the  antitrust  laws  in  the  health  care  indus- 
try—the  efficient  delivery  of  quality  services  in 
a competitive  marketplace. 

“There  are  fundamental  reasons  for  the  har- 
mony between  antitrust  policy  and  legitimate 
peer  review.  Correctly  interpreted,  the  anti- 
trust laws  reflect  the  fact  that  the  protection 
of  competition  in  a health  care  market  does 
not  dictate  that  a hospital  accord  privileges  to 
every  practitioner  who  desires  to  use  its  facili- 
ties— the  antitrust  laws  protect  competition, 
not  competitors.  A hospital,  therefore,  is  justi- 
fied in  according  privileges  in  a selective  man- 
ne”  so  as  to  maintain  high  standards  of  quali- 
ty and  efficiency,  in  furtherance  of  its  own 
business  and  competitive  objectives.  In  ad- 
dition, a hospital  legitimately  may  decide  to 
deny  privileges  to  an  incompetent  practi- 
tioner, based  on  good  faith  peer  review  con- 
ducted by  the  medical  staff.  Although  the  de- 
nial of  privileges  might  make  it  difficult  or 
even  impossible  for  the  practitioner  to  engage 
in  his  profession,  such  a denial  does  not  im- 
pair competition.  Rather,  because  the  denial 
will  enhance  the  quality  and  efficiency  of 
health  care  and  thereby  strengthen  the  hospi- 
tal’s competitive  position,  peer  review  serves 
the  underlying  goals  of  the  antitrust  laws. 

“The  benefits  of  peer  review  in  eliminating 
incompetence  in  the  provision  of  health  care 
are  recognized  not  only  in  traditional  anti- 
trust analysis,  but  also  in  the  “Health  Care 
Quality  Improvement  Act  of  1986,”  which  the 
President  signed  on  November  14,  1986.  That 
legislation  immunizes  health  care  entities  and 
physicians  from  damage  liability  for  partici- 
pating or  assisting  in  peer  review  determina- 
tions that  deny  or  restrict  a physician’s  hospi- 
tal privileges  on  competency  grounds,  pro- 
vided that  such  determinations  are  reached 
pursuant  to  fair  procedures  and  meet  other 
specified  standards.  In  essence,  the  new  law 
provides  an  antitrust  immunity  from  damages 
for  legitimate  peer  review  that  attempts  in 
good  faith  to  weed  out  incompetent  physi- 
cians. 

“Compliance  with  the  provisions  of  the 
Health  Care  Quality  Improvement  Act  of  1986 
should  provide  immunity  from  damages  for  a 
peer  review  determination  denying  or  restric- 
ting the  hospital  privileges  of  an  incompetent 
physician.  Of  course,  even  if  a peer  review  de- 
termination does  not  qualify  for  such  im- 
munity, that  does  not  necessarily  mean  that 
the  peer  review  violates  the  antitrust  laws.  In- 
deed, only  in  the  exceptional  circumstance 
where  the  peer  review  process  is  not  used  to 


review  individual  competence  but  rather  is  a 
sham  used  to  exclude  a competent  practi- 
tioner or  group  of  practitioners  from  the  mar- 
ket and  thus  to  restrain  competition,  would  an 
antitrust  violation  ever  exist. 

“In  closing,  it  bears  repeating  that  the  anti- 
trust laws  do  not  stand  in  the  way  of  physi- 
cians’ participation  in  hospital  peer  review 
conducted  to  identify  and  restrain  incompe- 
tence in  the  provision  of  health  care.  To  the 
contrary,  because  such  peer  review  enhances 
both  the  quality  and  efficiency  of  the  services 
delivered  in  our  nation’s  hospitals  to  the  ben- 
efit of  consumers,  it  furthers  the  antitrust  goal 
of  fostering  competition  in  the  health  care 
marketplace.”  ( The  Citation,  Vol.  54,  No.  7, 
January  15,  1987) 

AWARENESS  OF  MALPRACTICE  ISSUES  GROWS 
AMONG  PUBLIC:  SUPPORT  FOR  REFORM  SEEN 

Americans  are  exhibiting  a declining  confidence  in 
the  American  civil  justice  system  to  operate  fairly,  due 
to  a rising  belief  in  the  view  that  people  are  more  likely 
to  sue  for  personal  injuries  today,  and  a perception 
that  awards  in  such  suits  are  too  high. 

A poll  conducted  by  the  Roper  Organization  among 
1,491  Americans  nationwide  for  the  All-Industry  Re- 
search Advisory  Council,  which  conducts  public  policy 
research  for  the  property/casualty  industry,  indicated 
that  84  percent  of  the  respondents  think  people  are 
more  likely  to  sue  today  than  in  the  past  and  78  per- 
cent think  that  personal  injury  awards  are  higher.  Of 
these,  58  percent  said  these  awards  were  too  high,  20 
percent  said  they  were  about  right,  4 percent  said  they 
were  too  low,  and  17  percent  said  they  did  not  know 
or  did  not  answer  the  question. 

Confidence  in  the  U.S.  civil  justice  system  declined 
even  further.  Only  one  of  four  respondents  (26  percent) 
said  the  system  was  fair  to  plaintiffs  and  defendants. 
In  a 1985  survey,  31  percent  said  the  system  worked 
equitably. 

Respondents  generally  said  increased  publicity 
about  larger  awards,  high  medical  costs  to  treat  in- 
juries, and  widespread  belief  by  judges  and  juries  that 
insurance  will  pick  up  the  tab,  all  contribute  to  bigger 
judgments.  Twenty-nine  percent  blamed  lawyers  in- 
terested in  lining  their  own  pockets  for  award  in- 
creases. 

Nearly  two-thirds  (64  percent)  of  the  respondents 
said  the  trend  toward  more  suits  and  larger  awards 
will  result  in  a higher  consumer  price  index  and  di- 
minished availability  of  medical  services. 

Sixty-two  percent  believe  juries  should  be  informed 
about  the  compensation  a plaintiff  receives  from  other 
sources  for  an  injury. 

There  was  an  18-point  increase  in  the  number  of 
respondents  aware  of  the  medical  malpractice  issue- 
up  from  67  percent  in  1983  to  85  percent  in  1986. 

An  overwhelming  majority  (82  percent)  favor  second 
opinions  before  surgery  in  a medical  procedure  and  59 
percent  favor  limiting  attorneys'  fees  in  medical  mal- 
practice suits.  A larger  number — 45  percent  as  com- 
pared to  28  percent  in  1983— now  favor  limits  on 
awards.  (Medical  Liability  Monitor,  Vol.  12,  No.  2,  Feb- 
ruary 28,  1987) 
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There’s  never  been  a better  time  for  her.. 


Proven  benefits  beyond  relief 
of  vasomotor  symptoms 


No  other  estrogen  proven 
effective  for  osteoporosis 

Only  conjugated  estrogens  tablets  have 
established  efficacy  in  both  osteoporosis1  and 
vasomotor  symptoms*  at  0.625  mg/day.  No 
other  estrogen,  oral  or  transdennal,  has  estab- 
lished clinical  evidence  or  minimum  effective 
dose  in  both  indications. 

No  estrogen  proven  safer 

PREMARIN  is  the  most  extensively  tested 
estrogen,  with  an  unsurpassed  record  of 
long-  term  safety. 

And  clinical  evidence  shows  a significantly 
reduced  risk  of  endometrial  hyperplasia  when 
cycled  with  a progestin.2 


PREMARIN* 

(conjugated  estrogens  tablets) 

Most  trusted  for  more  reasons 


♦PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 


Please  see  following  page  for  brief  summary 
of  prescribing  information. 


For  moderate-to-severe 
vasomotor  symptoms  and 
for  osteoporosis 

PREMARIN' 

(conjugated  estrogens  tablets) 


flGSi&hi  s-preq3rin 

0.3  mg  0.625  mg  0.9  mg 


1.25  mg 


2.5  mg 


The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


For  atrophic  vaginitis 


PREMARIN* 

(conjugated  estrogens) 


Vaginal 

Cream 

0.625  mg/g 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION , SEE  PACKAGE 
CIRCULARS.) 

PREMARIN®  Brand  of  conjugated  estrogens  tablets,  USP 

PREMARIN®  Brand  of  conjugated  estrogens  Vaginal  Cream,  in  a nonliquefying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 
Three  independent,  case-controlled  studies  have  reported  an  increased  risk  ot  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  tor  more  than  one  year  This  risk  was  independent 
ot  the  other  known  risk  tactors  lor  endometrial  cancer  These  studies  are  further  supported  by  the  finding 
that  incidence  rates  ot  endometrial  cancer  have  increased  sharply  since  1969  in  eight  ditterent  areas  ot  the 
United  Stales  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to  the 
rapidly  expanding  use  ot  estrogens  during  the  last  decade  The  three  case-controlled  studies  reported  that 
the  risk  ot  endometrial  cancer  in  estrogen  users  was  about  4 5 to  13  9 times  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  ot  treatment  and  on  estrogen  dose  In  view  ot  these  findings,  when 
estrogens  are  used  lor  the  treatment  ot  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  treatment 
is  medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semi-annual  basis  to  determine  the 
need  tor  continued  therapy  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  of  low  doses  ot  estrogen  may  carry  less  risk  than  continuous  administration,  it 
theretore  appears  prudent  to  utilize  such  a regimen.  Close  clinical  surveillance  ot  all  women  taking 
estrogens  is  important  In  all  cases  of  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy.  There  is  no  evidence  at  present 
that  "natural”  estrogens  are  more  or  less  hazardous  than  "synthetic"  estrogens  at  equi-estrogenic  doses 

2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  ot  temale  sex  hormones,  both  estrogens  and  progestogens,  during  early  pregnancy  may  seriously 
damage  the  offspring.  It  has  been  shown  that  females  exposed  in  utero  to  diethylstilbestrol,  a nonsteroidal 
estrogen,  have  an  increased  risk  ot  developing,  in  later  life,  a form  ot  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  1,000  exposures 
Furthermore,  a high  percentage  ot  such  exposed  women  (from  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  of  the  vagina  and  cervix.  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  ot  malignancy  Although  similar  data  are  not  available 
with  the  use  ot  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  temale  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  defects  and  limb-reduction  delects  One  case-controlled  study 
estimated  a 4 7-fold  increased  risk  ot  limb-reduction  delects  in  infants  exposed  in  utero  to  sex  hormones 
(oral  contraceptives,  hormone  withdrawal  tests  lor  pregnancy,  or  attempted  treatment  lor  threatened 
abortion).  Some  of  these  exposures  were  very  short  and  involved  only  a tew  days  of  treatment  The  data 
suggest  that  the  risk  of  limb-reduction  defects  in  exposed  fetuses  is  somewhat  less  than  1 per  1.00Q.  In  the 
past,  female  sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual 
abortion.  There  is  considerable  evidence  that  estrogens  are  inetlective  tor  these  indications,  and  there  is  no 
evidence  from  well-controlled  studies  that  progestogens  are  elteclive  tor  these  uses  It  PREMARIN  is  used 
during  pregnancy,  or  it  the  patient  becomes  pregnant  while  taking  this  drug,  she  should  be  apprised  ot  the 
potential  risks  to  the  letus,  and  the  advisability  ot  pregnancy  continuation 


DESCRIPTION:  PREMARIN  (conjugated  estrogens,  USP)  contains  a mixture  ot  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  ot  material  derived  from  pregnant  mares’ 
urine  It  contains  estrone,  equilin,  and  17a-dihydroequilin,  together  with  smaller  amounts  ot  17a-estradiol, 
equilenin,  and  17a-dihydroequilenin  as  salts  ot  their  sulfate  esters  Tablets  are  available  in  0.3  mg,  0 625  mg,  0 9 
mg,  125  mg,  and  2 5 mg  strengths  of  conjugated  estrogens.  Cream  is  available  as  0.625  mg  conjugated 
estrogens  per  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets,  USP)  Moderate-to-severe  vasomolor 
symptoms  associated  with  the  menopause.  (There  is  no  evidence  that  estrogens  are  ettective  lor  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions ) Osteoporosis  (abnormally  low  bone  mass).  Atrophic  vaginitis.  Kraurosis  vulvae  Female  castration 

PREMARIN  (conjugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  of  atrophic  vaginitis  and 
kraurosis  vulvae 

PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREGNANCY  AND  ITS 
USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING). 

Concomitant  Progestin  Use:  The  lowest  effective  dose  appropriate  tor  the  specific  indication  should  be 
utilized.  Studies  ot  the  addition  of  a progestin  lor  7 or  more  days  ot  a cycle  of  estrogen  administration  have 
reported  a lowered  incidence  of  endometrial  hyperplasia  Morphological  and  biochemical  studies  ot  the 
endometrium  suggest  that  10  to  13  days  ot  progestin  are  needed  to  provide  maximal  maturation  ot  the 
endometrium  and  to  eliminate  any  hyperplastic  changes  Whether  this  will  provide  protection  Irom  endometrial 
carcinoma  has  not  been  clearly  established  There  are  possible  additional  risks  which  may  be  associated  with  the 
inclusion  of  progestin  in  estrogen  replacement  regimens  (See  PRECAUTIONS.)  The  choice  of  progestin  and 
dosage  may  be  important;  product  labeling  should  he  reviewed  to  minimize  possible  adverse  effects 
CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  ot  the  following  conditions; 
1 Known  or  suspected  cancer  of  the  breast  except  in  appropriately  selected  patients  being  treated  lor  metastatic 
disease.  2.  Known  or  suspected  estrogen-dependent  neoplasia.  3.  Known  or  suspected  pregnancy  (see  Boxed 
Warning).  4 Undiagnosed  abnormal  genital  bleeding.  5 Active  thrombophlebitis  or  thromboembolic  disorders. 
6.  A past  history  ot  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  of  breast  or  proslatic  malignancy) 

WARNINGS:  Estrogens  have  been  reported  to  increase  the  risk  ot  endometrial  carcinoma  (see  Boxed  Warning) 
However,  a recent  large,  case-controlled  study  indicated  no  increase  in  risk  ot  breast  cancer  in  postmenopausal 
women.  A recent  study  has  reported  a 2-  to  3-told  increase  in  the  risk  of  surgically  confirmed  gallbladder  disease 
in  women  receiving  postmenopausal  estrogens. 

Adverse  ettects  ot  oral  contraceptives  may  be  expected  at  the  larger  doses  of  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement;  it  has  been  shown  that  there  is  an  increased  risk  of  thrombosis 
in  men  receiving  estrogens  lor  prostatic  cancer  and  women  tor  postpartum  breast  engorgement  Users  ot  oral 
contraceptives  have  an  increased  risk  of  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  infarction.  Cases  ot  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users.  An  increased  risk  ot  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  of  oral  contraceptives.  It  leasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  of  the  type  associated  with  an  increased  risk  of  thromboembolism,  or  during  periods  of  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic 
disorders,  or  in  persons  with  a history  of  such  disorders  in  association  with  estrogen  use.  They  should  he  used 
with  caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease.  Large  doses  (5  mg  conjugated 
estrogens  per  day),  comparable  to  those  used  to  treat  cancer  ot  the  prostate  and  breast,  have  been  shown  to 
increase  the  risk  of  nontatal  myocardial  infarction,  pulmonary  embolism,  and  thrombophlebitis  When  doses  of 
this  size  are  used,  any  of  the  thromboembolic  and  thrombotic  adverse  ettects  should  be  considered  a clear  risk 


Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen 
containing  oral  contraceptives.  Increased  blood  pressure  may  occur  with  use  of  estrogens  in  the  menopause  an 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  of  glucose  tolerance  has  been  observed  i 
patients  on  estrogen-containing  oral  contraceptives  For  this  reason,  diabetic  patients  should  be  caretull 
observed  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metastases. 
PRECAUTIONS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  to  Ih 
initiation  ot  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organ: 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  for  longer  tha 
one  year  without  another  physical  examination  being  pertormed.  Conditions  influenced  by  fluid  retention,  sue 
as  asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  careful  observation  Certain  patients  ma 
develop  manifestations  ot  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleedinr 
mastodynia,  etc.  Prolonged  administration  ot  unopposed  estrogen  therapy  has  been  reported  to  increase  the  ris 
of  endometrial  hyperplasia  In  some  patients  Oral  contraceptives  appear  to  be  associated  with  an  increase 
incidence  ot  mental  depression  Patients  with  a history  ot  depression  should  be  carefully  observed.  Pre-existin 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use.  The  pathologist  should  be  advised  of  estroge 
therapy  when  relevant  specimens  are  submitted.  It  jaundice  develops  in  any  patient  receiving  estrogen,  th 
medication  should  be  discontinued  while  the  cause  is  investigated  Estrogens  should  be  used  wilh  care  i 
patients  with  impaired  liver  (unction,  renal  insufficiency,  metabolic  bone  diseases  associated  with  hypercalcemi; 
or  in  young  patients  in  whom  bone  growth  is  not  yet  complete  If  concomitant  progestin  therapy  is  used,  potenti; 
risks  may  include  adverse  ettects  on  carbohydrate  and  lipid  metabolism. 

The  following  changes  may  be  expected  with  larger  doses  of  estrogen 
a Increased  sultobromophthalein  retention. 

b Increased  prothrombin  and  tactors  VII,  VIII,  IX,  and  X;  decreased  antithrombin  3;  increased  norepinephrine 
induced  platelet  aggregability 

c.  Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  a 
measured  by  PBI,  L by  column,  or  T4  by  radioimmunoassay  Free  T3  resin  uptake  is  decreased,  reflecting  Ih 
elevated  TBG;  tree  T4  concentration  is  unaltered, 
d Impaired  glucose  tolerance, 
e Decreased  pregnanediol  excretion 
I Reduced  response  to  metyrapone  test, 
g Reduced  serum  lolate  concentration 
h.  Increased  serum  triglyceride  and  phospholipid  concentration 

As  a general  principle,  the  administration  of  any  drug  to  nursing  mothers  should  be  done  only  when  clear 
necessary  since  many  drugs  are  excreted  in  human  milk 
Long-term,  continuous  administration  ot  natural  and  synthetic  estrogens  in  certain  animal  species  increase 
the  frequency  ot  carcinomas  ot  the  breast,  cervix,  vagina,  and  liver  However,  in  a recent,  large  case-controlle 
study  ot  postmenopausal  women  there  was  no  increase  in  risk  of  breast  cancer  with  use  of  conjugated  estrogen 
ADVERSE  REACTIONS:  The  following  have  been  reported  with  estrogenic  therapy,  including  oral  coi 
traceptives  breakthrough  bleeding,  spotting,  change  in  menstrual  (low,  dysmenorrhea;  premenstrual-lil 
syndrome,  amenorrhea  during  and  after  treatment,  increase  in  size  ot  uterine  tibromyomata,  vaginal  candidiasi 
change  in  cervical  erosion  and  in  degree  ot  cervical  secretion;  cystitis-like  syndrome;  tenderness,  enlargemer 
secretion  (ot  breasts);  nausea,  vomiting,  abdominal  cramps,  bloating,  cholestatic  jaundice;  chloasma  i 
melasma  which  may  persist  when  drug  is  discontinued,  erythema  multitorme,  erythema  nodosum;  hemorrhag 
eruption;  loss  ot  scalp  hair;  hirsutism,  steepening  of  corneal  curvature;  intolerance  to  contact  lenses;  headach 
migraine,  dizziness,  mental  depression,  chorea;  increase  or  decrease  in  weight;  reduced  carbohydrate  toleranc 
aggravation  ot  porphyria;  edema;  changes  in  libido 

ACUTE  OVERDOSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females 

DOSAGE  AND  ADMINISTRATION: 

PREMARIN®  Brand  of  conjugated  estrogens  tablets,  USP 

1.  Given  cyclically  tor  short-term  use  only.  For  treatment  of  moderate-to-severe  vasomolor  symptoms,  atroph 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0.3  mg  to  1 25  mg  or  more  daily)  The  lowest  do: 
that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possibl 
Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off)  Attempts  to  discontinue  or  tap 
medication  should  be  made  at  three-  to  six-month  intervals 

2.  Given  cyclically . Osteoporosis.  Female  castration.  Osteoporosis  —0.625  mg  daily  Administration  should  I 
cyclic  (eg,  three  weeks  on  and  one  week  off).  Female  castration — 1.25  mg  daily,  cyclically.  Adjust  upward  i 
downward  according  to  response  of  the  patient  For  maintenance,  adjust  dosage  to  lowest  level  that  will  provir 
effective  control 

Patients  with  an  intact  uterus  should  be  monitored  lor  signs  ot  endometrial  cancer  and  appropriate  measuri  I 
taken  to  rule  out  malignancy  in  the  event  ot  persistent  or  recurring  abnormal  vaginal  bleeding 
PREMARIN®  Brand  of  conjugated  estrogens  Vaginal  Cream 

Given  cyclically  lor  short-term  use  only  For  treatment  ot  atrophic  vaginitis  or  kraurosis  vulvae 
The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  ; 
promptly  as  possible 

Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  oft) 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-  to  six-month  intervals. 

Usual  dosage  range  2 g to  4 g daily,  intravagmally,  depending  on  the  severity  ot  the  condition 
Treated  patients  with  an  intact  uterus  should  be  monitored  closely  lor  signs  of  endometrial  cancer  arj 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  ot  persistent  or  recurritj  ii 
abnormal  vaginal  bleeding 
References: 

1.  Lindsay  R,  Hart  DM,  Clark  DM  The  minimum  ettective  dose  ot  estrogen  lor  prevention  ot  postmenopausi 
bone  loss.  Ohslel  Gynecol  1984,63:759-763  2.  Studd  JWW,  Thom  MH,  Paterson  MEL,  et  al:  The  prevention  at 
treatment  ot  endometrial  pathology  in  postmenopausal  women  receiving  exogenous  estrogens,  in  Pasetto  : 
Paoletti  R,  Ambrus  JL  (eds):  The  Menopause  and  Postmenopause  Lancaster,  England,  MTP  Press  Ltd,  198 
chap  13. 
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or  those  who  seek  continuity  in 
history,  the  history  of  anatomy 
offers  interesting  challenges. 
Classicists,  for  example,  may  puzzle  over  the  curious 
case  of  Alexandrian  burn-out.  Why  did  the  promising 
practice  of  human  dissection  which  flourished  in 


Ptolemaic  Alexandria  for  about  50  years  (between  300 
and  250  B.c.)  die  out  so  suddenly?  Herophilus  and 
Erasistratus,  Alexandria’s  two  principal  dissectors, 
hardly  can  be  blamed.1 

Even  Galen  who,  some  400  years  after  their  deaths, 
alternatively  revered  and  reviled  his  Alexandrian  pre- 
decessors, never  accused  them  of  indolence,  nor  denied 
that  their  investigations  had  produced  important  data 
And  Galen’s  reproaches,  we  should  remember,  always 
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were  tinged  with  envy.  Like  the  two  Alexandrians,  he 
too  was  a Greek  genius,  who  has  been  lured  by  its  ruler 
to  the  world’s  most  powerful  cosmopolitan  center.  He 
too  was  a Greek  genius,  who  had  been  lured  by  its  ruler 
them,  he  never  was  allowed  to  dissect  a human 
cadaver.  Unable  to  test  Herophilus’  morphological  ob- 
servations, or  to  repeat  Erasistratus’  physiological 
findings  on  a human  body,  Galen  lamented  and  fre- 
quently reminds  us  that  his  anatomy  and  physiology 
were  based  exclusively  on  animal  dissection.2 

Inspired  by  Galen’s  example,  and  seeking  to  recreate 
his  findings,  Salernitan  physicians  began  to  dissect 
animals  at  least  by  the  second  half  of  the  1 1 th  century. 
The  three  surviving  manuals  which  document  this 
activity,  the  Anatomia  porci  the  Anatomical  Demon- 
stration, which  is  known  by  some  as  the  Second 
Salernitan  Demonstration,  and  the  only  one  of  the 
trilogy  whose  author  is  named,  the  Anatomia  Mauri, 
substantiate  that  animal  dissection  formed  an  impor- 
tant part  of  the  12th  century  medical  curriculum  at 
Salerno.3  Moreover,  they  leave  little  doubt  that  their 
authors  actually  performed  the  procedures  they  de- 
scribed, as  this  description  of  the  minute  veins  leading 
from  the  vena  cava  to  the  liver  demonstrates: 

Then  you  will  see  little  hair-like  veins  in  the 
hump  of  the  liver  where  the  vena  cava  is.  In 
this  way— next  to  the  beginning  of  the  vena 
cava,  break  off  some  of  the  liver  substance,  and 
rub  it  between  your  fingers,  and  the  veins  will 
appear  to  you.  They  are  small,  round  and  thin, 
like  hairs.  A year  ago,  at  our  dissection,  a per- 
son said  that  they  were  nerves,  and  we  could 
not  refute  him  at  the  time.  Therefore  to  rebut 
that  contention,  we  now  show  all  of  you  these 


vessels,  red  and  full  of  blood,  which  have  their 
beginnings  in  the  vena  cava4 

Where  did  these  empirical  demonstrations  lead? 
What  influence  did  they  exert  on  the  later  development 
of  anatomy  and  physiology  as  academic  disciplines? 
Why  are  they  separated  in  traditional  histories  of 
anatomy  from  the  earliest  known  European  dissec- 
tions of  human  cadavers  by  almost  as  wide  and  murky 
a gulf  as  the  hiatus  between  the  Alexandrians  and 
Galen?  What  happened  during  the  13th  century  that 
permitted  educators  to  advance  from  dissecting  the 
bodies  of  animals  to  scientifically  inspecting  human 
structure? 

Historians  believed  that  surgeons  first  began  to 
partially  dissect  human  cadavers  in  the  medieval  West 
to  achieve  legal  not  medical  goals.  They  have  identified 
its  first  instance  as  the  medico-juridical  autopsy  per- 
formed at  Bologna  in  1302  on  a suspected  victim  of 
poisoning.5  Several  years  ago,  I managed  to  show  that 
records  of  medico-legal  dissections  appear  in  the 
decretals  of  Innocent  III,  which  were  published  in  the 
first  decades  of  the  13th  century.6 

Now,  I propose  to  add  another  prime  mover  to  the 
process,  to  suggest  that  surgical  needs  and  successes  : 
also  contributed  to  the  practice  of  conducting  human 
dissections  in  the  Latin  West,  a privilege  which  had 
been  denied  Galen,  the  prince  of  physicians,  and  all  of 
his  successors  including  the  Salernitan  anatomists 
and  surgeons.  I believe  that  the  development  of  a 
school  of  surgical  thought  and  practice  at  Bologna  in 
the  13  th  centuiy  represented  a genuine,  if  incomplete,! 
scientific  revolution.  This  revolution,  though  its  main 
thrust  was  not  sustained,  anticipated  and  was  charac-j 
terized  by  three  notable  later  advances  in  anatomy  and 
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surgery:  the  advocacy  of  healing  by  first  intention,  the 
employment  of  human  dissection  in  the  training  of 
surgeons,  and  the  use  of  illustrations  as  teaching  aids 
in  surgico-anatomical  texts. 

Salerno’s  early  promise  in  anatomy  was  not  sus- 
tained. Discouraged,  perhaps,  by  their  inability  or  un- 
willingness to  dissect  human  structure,  Salernitan  in- 
vestigators turned  from  empirical  investigations  back 
toward  their  ever-increasing  store  of  translations 
rendered  from  the  Arabic.  By  the  second  half  of  the 
12th  century,  the  Salernitan  anatomical  manual  had 
lost  its  practical  flavor.7  It  had  evolved  into  a well- 
organized  formal  treatise  which,  though  purporting  to 
deal  with  human  anatomy,  contained  no  hint  that  its 
author  had  ever  dissected  anything  away  from  his  own 
dinner  table. 

Our  attention  shifts  at  this  point  from  academic 
anatomists  to  surgeons,  who  then,  as  now,  were  a 
pragmatic  lot.  Anatomists,  like  physicians,  especially 
academic  physicians,  may  theorize,  but  surgeons  must 
act. 

The  empirical  and  imperative  nature  of  the  craft 
displays  itself  about  the  middle  of  the  12th  centuiy 
when  a genuine  school  of  surgical  practice  developed 
at  Salerno  under  the  leadership  of  Master  Roger 
Frugardi.  Roger’s  precepts  and  methods  were  so  orig- 
inal that  his  followers  felt  they  should  be  recorded.  But 
as  they  were  not  bookish  men,  they  hired  a logician 
to  organize  Roger’s  findings  and  techniques  into  a 
systematic  textbook  of  operative  and  medicative  sur- 
gery. As  its  colophon  explains,  “This  work  was  ar- 
ranged in  light  and  order  by  Guido  Aretino,  a servant 
of  the  profession  of  logic,  at  the  request  of  his  dis- 
tinguished colleagues  and  by  the  permission  and  de- 
sire of  the  eminent  doctor,  in  the  year  after  the  in- 
carnation of  our  Lord,  1170.”8 

This  codification  of  Salernitan  surgical  doctrines, 
(called  the  Post  mundi  Jabricam,  or  “after  the  creation 
of  the  world")  enjoyed  enormous  success  and 
Salernitan  or  Rogerian  surgery  dominated  European 
surgical  practice  for  over  40  years. 

About  1220,  however,  two  proud  matrons,  Salerno 
and  Bologna  began  to  vie  for  surgical  hegemony. 
Primacy  in  surgery  brought  a municipality  not  only 
civic  pride  but,  as  today,  considerable  financial  advan- 
tages. At  first,  in  the  12th  century,  Salerno’s  lead 
seemed  insurmountable.  Stimulated  by  the  Crusades, 
for  war  is  surgery's  mother,  excited  by  new  trans- 
lations from  the  Arab  world,  and  encouraged  by  its 
previously  mentioned  interest  in  vertebrate  anatomy, 
Salerno  seemed  the  ideal  cradle  for  nurturing  the  de- 
velopment of  European  surgical  arts. 

From  the  beginning  of  the  13th  century,  however, 
Bologna  gained  steadily  on  her  southern  sister. 
Spurred  by  her  example,  and  endowed  with  a vital 
group  of  physicians  and  surgeons  who  preferred  to 
learn  from  experience  rather  than  from  authoritative 
dicta,  Bologna  overtook  Salerno  about  1250,  and  from 
that  time  onward,  Bolognese  surgical  doctrines  and 
traditions  spread  quickly  throughout  Christendom 
where  they  were  to  persist  in  some  districts  until  well 


into  the  17th  centuiy. 

Like  jockeys  in  the  Corsa  al  Palio,  moreover,  the  par- 
ticipants in  this  urban  rivalry  never  hesitated  to  gibe 
at  one  another,  to  deprecate  their  opponent’s  surgical 
successes,  and  to  vaunt  their  own  as  well  as  their 
colleague’s  surgical  prowess.  Expressions  of  this  an- 
tagonism enliven  their  surgical  writings. 


Photo  credit:  Wellcome  Institute  Libraiy,  London. 

One  such  instance  is  in  the  discussions  of  the  two 
schools  on  the  proper  treatment  of  cranial  and 
thoracic  wounds.  In  an  age  of  jousting  and  of  warfare 
conducted  mainly  with  maces,  lances,  and  arrows, 
head  and  chest  wounds  were  relatively  common.  Roger 
discussed  these  topics  in  the  third  book  of  Post  mundi 
Jabricam,  which,  though  written  by  a practicing  sur- 
geon, was  influenced  by  classical  and  Islamic  authori- 
tative writings  chiefly  as  rendered  by  Constantine  the 
African.  Their  influence  is  manifest  in  Roger’s  accep- 
tance of  the  classical  proposition  that  suppuration,  the 
accumulation  of  pus,  was  necessary  and  beneficial  in 
wound  healing.9  This  deleterious  doctrine,  often 
termed  the  “laudable  pus  theory,”  influenced  thinking 
about  wound  healing  well  into  the  19th  centuiy.10  This 
theory  also  was  adopted  by  Roland  of  Parma,  Roger’s 
most  important  disciple,  who  carried  the  tenets  of 
Salernitan  surgery  to  Lombardy  and  beyond. 

Roland,  before  1250,  wrote  the  so-called  Chirurgia 
rolandina,  an  elaborate  commentary  on  the  Post 
mundi  Jabricam.  Though  Roger  addressed  his  treatise 
to  experienced  surgeons,  Roland's  work  seems  directed 
toward  the  instruction  of  novices  in  the  surgical  arts. 
A teacher,  rather  than  an  experienced  practitioner, 
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Roland  nevertheless  pretended  to  have  performed  he- 
roic surgeiy  on  a patient  who  had  suffered  a serious 
and  complicated  chest  wound.11 

An  unusual  instance  of  filial  devotion  soon  con- 
founded Roland’s  attempt  at  self-glorification.  Hugh  of 
Lucca,  a highly  skilled  surgeon,  was  one  of  Roland’s 
contemporaries  and  a most  worthy  rival.  Hugh  had 
been  appointed  municipal  surgeon  at  Bologna  in  1214, 
and  five  years  later  had  accompanied  Bolognese 
crusaders  to  Syria  and  Egypt.  When  he  returned,  he 
devoted  himself  to  surgical  practice  and  gained  a dis- 
tinguished reputation  as  an  original  and  innovative 
practitioner.  The  popular  and  professional  esteem 
Hugh  enjoyed  contributed  greatly  to  making  Bologna 
Christendom’s  foremost  surgical  center.12 

Although  Hugh  composed  no  surgical  text,  one  of  his 
sons,  Theodoric,  wrote  a Chirurgia  magna  in  which 
he  recorded  both  Hugh’s  experiences,  and  some  of  his 
own.  Theodoric’s  version  of  the  nobleman’s  chest 
wound  differs  in  several  crucial  respects  from  Roland’s 
self-serving  account.  Theodoric  tells  us  that  while 
Hugh  was  the  surgeon  who  performed  the  life-saving 
procedure  on  Domicellus,  the  patient,  Roland  was 
merely  one  of  the  spectators.  In  Theodoric’s  words. 
Such  a man  as  Roland  commends  himself  to 
us,  and  having  clothed  himself  in  the  fleece  of 
another,  strains  to  lengthen  his  fringes,  be- 
cause he  cured  someone  without  tearing  away 
even  a little  bit  of  the  lung.  The  truth  of  the 
matter  is  that,  while  I was  living  in  Bologna, 
a certain  Domicellus,  a Bolognian  of  noble 
birth,  was  cured  by  the  hand  of  Master  Hugo, 
part  of  his  lung  being  tom  away,  and  Master 
Roland  was  present  there  and  witnessed  it.13 

Family  pride  certainly  was  one  of  the  motivating 
factors  in  Theodoric’s  recapitulation  and  clarification 
of  Domicellus’  case,  but  it  was  not  the  only  one.  Like 
his  three  brothers,  Theodoric  was  trained  in  medicine 
and  surgeiy  by  their  father.  Although  he  later  joined 
the  Dominican  Order,  and  became  successively  Bishop 
of  Bitonto  about  1262,  and  Bishop  of  Cervia  in  1266, 
Theodoric  always  lived  and  practiced  medicine  and 
surgery  in  Bologna14 

The  chief  aim  of  his  book  was  to  demonstrate  that 
the  surgical  doctrines  developed  by  Hugh  and  his  fol- 
lowers at  Bologna  because  they  were  clinically  tested, 
because  they  better  healed  injuries  which  at  that  time 
were  being  presented  to  European  surgeons,  not  only 
excelled,  but  should  supplant  those  of  the  Salernitan 
school.  Considering  his  purpose,  Theodoric  found  an 
ideal  target  in  one  of  the  most  pervasive  but  least 
empirically  based  of  Roger’s  teachings,  the  laudable 
pus  theory. 

While  discussing  scalp  wounds,  Theodoric  tells  us, 
“For  it  is  not  necessary  to  generate  pus  in  a wound, 
as  Roger  and  Roland  and  many  of  their  disciples  teach, 
and  as  almost  all  modem  surgeons  continue  to  do. 
There  can  be  no  greater  error.  For  it  does  nothing  else 
than  hinder  the  work  of  nature,  prolongs  the  sickness, 
prevents  the  uniting  and  consolidating  of  a wound, 
deforms  the  part,  and  impedes  cicatrization.”15 


Theodoric,  following  in  Hugh’s  footsteps,  advocated 
the  uniting  and  consolidating  of  wounds  by  “first  in- 
tention” or  per primum  healing,  by  which  the  parts  are 
united  directly  without  the  intervention  of  granu- 
lations, a doctrine  which  has  been  viewed  as  antici- 
pating modem  principles  of  wound  healing.  Surgeons 
today  attempt  to  provide  optimal  healing  conditions  by 
asepsis,  careful  hemostasis,  the  elimination  of  necrotic 
tissue  and  foreign  matter,  the  avoidance  of  dead  space, 
the  accurate  approximation  of  wound  walls,  and 
subsequent  rest  and  protection  of  the  area 

In  advocating  per  primum  healing,  Hugh  and 
Theodoric  can  be  considered,  in  I.  Bernard  Cohen’s 
terms,  to  have  begun  to  achieve  the  first  in  the  four 
stages  Cohen  believes  essential  for  a genuine  scientific 
revolution.  They  created  a new  idea  an  idea  which 
broke  with  tradition,  and  which  they  maintained  de- 
spite contraiy  authoritative  dicta.16 

After  emphasizing  the  superiority  of  a per  primum 
therapeutic  regime,  Theodoric  sounds  another  keynote 
of  the  Bolognese  theme  at  the  conclusion  of  his 
treatise,  “I  have  not  put  anything  into  this  book  which 
I have  not  tested  for  I did  not  wish  my  work  to  contain 
more  of  other  men’s  ideas  than  my  own.”17 

The  same  Bolognese  pragmatism  and  concern  with 
the  “uniting  and  consolidation  of  wounds”  charac- 
terizes the  writings  of  one  of  Theodoric’s  slightly 
younger  contemporary  surgeons,  William  of  Saliceto.  A 
native  of  Piacenzia  William  was  a physician  and  a 
cleric  who,  after  studying  and  teaching  at  Bologna 
completed  a radically  different  surgical  text  in  1275 
while  serving  as  municipal  surgeon  at  Verona  Having 
tested  his  theoretical  knowledge  on  battlefields  and  in 
hospitals  and  prisons,  William  insisted  that  surgeiy 
must  be  based  on  practical  experience,  and  therefore 
supported  his  findings  exclusively  with  case  histories 
drawn  from  his  own  practice.18 

All  of  his  procedures  are  described  without  recourse 
to  scholastic  arguments  or  to  the  authoritative  state- 
ments of  others,  even  including  illustrations  of  the 
instruments  necessary  for  the  procedures  described. 
He  places  his  work  firmly  in  the  historical  world  of 
empirical  observations  rather  than  in  the  eternal  world 
of  scholastic  deduction.  He  then  authenticates  his 
treatise  by  closing  it  with  the  specific  day  and  year  it 
was  completed,  ending  with  a most  pragmatic  if  im- 
modest guarantee,  “from  the  nature  of  its  material  and 
arrangement,  it  will  make  anyone  who  studies  it  a good 
surgeon  and  a good  physician.”19 

The  work’s  most  striking  single  innovation,  however,  I 
is  the  separate  chapter  William  included  on  human 
anatomy.  This  section,  the  fourth  of  a five-book 
treatise,  is  arresting  because  it  is  based  at  least  partial- 
ly on  information  William  obtained  by  performing  i 
postmortem  examinations  on  his  deceased  patients.  It 
is,  therefore,  the  first  integral  anatomical  treatise  writ- 
ten since  Ptolemaic  Alexandria  which  is  based  at  least  j 
in  part  on  empirical  evidence  its  author  obtained  from 
human  dissection. 

William’s  incorporation  of  an  anatomical  study  into 
his  Chirurgia  magna  set  a precedent  for  others  who 
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succeeded  him.  Both  Lanfranc  of  Milan,  William’s  stu- 
dent, who  carried  the  doctrines  and  traditions  of  the 
Bolognese  school  to  Northern  Europe,  and  Henri  de 
Mondeville,  who  performed  human  dissection  while 
teaching  at  Montpellier,  followed  William’s  lead  by  in- 
cluding anatomical  accounts  in  their  surgical 
treatises. 

You  will  hear  of  these  men  later,  but  what  concerns 
us  here  is  not  who  followed  William's  example,  but  the 
impetus  he  gave  to  the  emerging  surgical  revolution, 
which  his  successors  called  the  New  Surgery.  Hugh 
and  Theodoric  had  stressed  per  primum  healing  and 
the  importance  for  surgical  training  of  a precise  knowl- 
edge of  human  anatomy,  William’s  innovation  was  to 
devote  a separate  and  entire  chapter  of  his  work  to 
anatomical  data,  elaborating  its  importance  to  first 
intention  healing  in  a more  systematic  way. 

When  compared  to  later  Salernitan  anatomical  writ- 
ings, William's  fourth  chapter  has  a surprisingly  mod- 
em aspect.  The  body  is  no  longer  sectioned  into  the 
traditional  classical  and  Salernitan  tripartite  cate- 
gories of  membra  animalia,  spiritualia,  and  nutritiva. 
William  divides  the  human  body  instead  into  five  re- 
gions which  approximate  the  sections  in  a 20th  cen- 
tury topographical  anatomy.  Each  region  is  discussed 
from  the  viewpoint  of  a surgeon.  Beginning  with  the 
head  and  neck,  William  then  analyzes  successively  the 
upper  extremities,  the  thorax,  the  abdomen,  the  pelvis, 
and  the  lower  extremities. 

William’s  goal,  as  he  tells  us,  is  not  to  produce  a 
purely  descriptive  anatomy,  but  to  provide  his  stu- 
dents with  knowledge  necessary  to  permit  them  to 
perform  the  surgical  procedures  he  describes  else- 
where: “Therefore,  it  seems  to  me  to  be  better  and  more 
useful  to  proceed  generally  in  anatomy,  as  I promised, 
that  is  in  exposing  the  number,  and  the  form,  and  the 
site,  and  location  of  the  members  which  can  be  made 
manifest  to  the  senses,  so  that  you,  in  the  course  of 
incisions,  cauteries,  and  manual  procedures  can  pro- 
ceed in  them  without  error.” 

William  is  concerned  with  individual  organs  and  re- 
gions not  from  a theoretical  standpoint,  but  just  as  a 
surgeon  would  be  during  an  operation.  For  this  reason, 
he  especially  is  interested  with  the  innervation  and 
vascular  supply  of  the  body’s  various  parts.20  In  sum, 
this  original,  concise  anatomical  text  deals  briefly,  but 
completely,  with  its  subject,  which  is  not  comparative, 
but  exclusively  human  anatomy. 

By  elaborating  and  codifying  the  principles  he  in- 
herited from  Hugh  and  Theodoric,  William  accom- 
plished the  second  stage  which  Cohen  holds  intrinsic 
for  a scientific  revolution.  At  this  stage,  ihe  novel  and 
unconventional  ideas  are  worked  out,  mostly  in  private 
or  among  a very  close  coterie  of  students  and  col- 
leagues, so  that  specialists  in  the  field,  other  than  the 
innovators  themselves,  may  be  convinced  of  the  doc- 
trine’s validity.21 

The  third  stage,  according  to  Cohen’s  scheme,  in- 
volves dissemination  in  professional  circles.  The  pro- 
fessionals to  whom  William  transmitted  the  New  Sur- 
gery were  initially  his  most  famous  disciple,  Lanfranc 


of  Milan,  who  is  credited  with  first  bringing  the  doc- 
trines and  methods  of  the  Bolognese  school  to  north- 
ern Europe,  and  Henri  de  Mondeville. 

After  completing  his  training  with  William  at  Bolog- 
na, Lanfranc,  who  was  a cleric,  a physician,  and  a sur- 
geon, returned  to  his  native  city.  About  1290,  he  was 
driven  into  exile  by  the  Visconti  despots,  and  found 
refuge  first  in  Lyons  and  later  in  Paris,  where  he 
presumedly  first  met  Henri  whom  he  seems  to  have 
indoctrinated  with  the  principles  of  the  New  Surgery. 

Though  most  scholars  believe  that  he  began  surgical 
studies  in  Montpellier,  many  still  disagree  about  where 
Henri  took  his  later  surgical  training.  In  her  recent 
book,  Marie-Christine  Pouchelle  discusses  some  of  the 
principal  theories  advanced  on  this  subject,  but  C.H. 
Talbot  firmly  linked  Henri's  surgical  training  to  the 
French  master  surgeon,  Jean  Pitard,  who  taught  in 
Paris  and  was  also  a surgeon  to  the  French  king, 
Philippe  le  Bel.  Talbot  further  maintains  that  Henri 
gained  surgical  experience  while  serving  with  the  royal 
armies  and  also  that  he  traveled  to  England  in  the 
retinue  of  the  king’s  brother,  Charles  de  Valois.  Others 
suggest  that  after  studying  in  Paris  with  Pitard,  and 
perhaps  with  Pitard’s  colleague,  Lanfranc,  Henri  may 
have  travelled  to  the  fountainhead,  studying  in 
Bologna  with  Theodoric,  who  lived  to  the  ripe  old  age 
of  93.  After  absorbing  the  doctrines  of  the  New  Surgery 
in  Paris  and  perhaps  Bologna  Henri  returned  to 
France  where  he  forged  strong  links  between 
Bolognese  and  French  surgery.  Michael  Klein  has  de- 
tailed Henri’s  exposition  and  application  of  the  New 
Surgery’s  principles.22 

In  1296,  Lanfranc  finished  his  Chirurgia  magna 
and  dedicated  it  to  the  French  King,  Philippe  le  Bel. 
An  English  translation  survives  in  a manuscript  from 
1380,  and  the  work  was  rendered  again  into  English 
in  1420.  Both  of  these  versions  are  available  in  an 
edition  published  in  the  nineteenth  century.23  Lan- 
franc’s  Chirurgia  would  seem  to  be  the  earliest  surgical 
and  anatomical  work  incorporating  the  principles  of 
the  New  Surgery  to  appear  in  the  English  language. 
More  important  for  our  argument,  Lanfranc  and  his 
Chirurgia  demonstrate  that  the  New  Surgery  ac- 
complished the  third  stage  in  Cohen’s  schema.  Cohen 
calls  this  stage  the  “revolution  on  paper,”  and  as  any 
good  paleographer  will  tell  you,  in  fact,  this  was  the 
first  century  that  such  a revolution  could  have  been 
on  paper.24 

Even  more  dedicated  to  the  furthering  of  this  paper 
revolution,  Henri  de  Mondeville  composed  a Chirurgia 
which  transmitted  the  doctrines  of  the  New  Surgery 
to  transmontane  Europe.  A manuscript  containing 
both  translations  of  Mondeville’s  Chirurgia,  and  an 
original  treatise  written  by  an  English  surgeon  who 
depends  heavily  on  the  writings  of  Lanfranc  and 
Mondeville  recently  has  been  edited  by  Richard  Grothe, 
a young  Canadian  scholar.  The  medieval  author,  “a 
Surgeon  of  London,”  dates  his  work  1392,  thus  attest- 
ing to  the  persistence  of  Henri’s  influence  throughout 
the  14th  century,  at  least  in  obscure  backwaters  like 
England.25 
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An  additional  innovation  which  Henri  introduced 
into  his  text  and  teaching  was  the  use  of  anatomical 
drawings  of  human  structure.  As  Sudhoff  tells  us, 
Henri  owed  his  knowledge  of  anatomy  to  the  Bolognese 
tradition.  We  know,  moreover,  that  in  1304,  Henri  con- 
ducted anatomical  lectures  at  the  burgeoning  medical 
school  of  Montpellier.  His  efforts  would  seem  to  be  the 
first  attempt  to  introduce  visual  instruction  into  the 
curriculum  of  natural  science  and  the  healing  arts 
since  the  times  of  Aristotle  and  the  Alexandrian's. 

Although  these  figures  were  believed  originally  to 
have  been  life-sized,  the  only  vestiges  of  them  known 
to  us  are  the  14  miniatures  found  in  a manuscript  of 
a French  translation  of  Henri’s  work  now  in  the 
Bibliotheque  Nationale.  Though  the  drawings  may  not 
attract  the  attention  of  art  historians  nor  of  modem 
scientists,  Sudhoff  believed  that  they  were  of  great 
historical  interest,  maintaining  that  Henri's  style  of 
illustration  also  forged  a link  between  the  stylized  il- 
lustrations of  the  only  known  12th  century  illustrated 
anatomical  manual  and  the  Vesalian  illustrations  of 
graphic  internal  anatomy.26  In  the  interval,  between 
Mondeville  and  Vesalius,  the  figures  in  Guido  da 
Vigevano’s  surgical  manual  certainly  could  have  served 
as  intermediaries.27 

That  Henri  attempted  and  was  initially  successful  in 
carrying  on  the  traditions  and  doctrines  of  the  New 
Surgery  into  France  and  England  can  be  and  has  been 
demonstrated.  But  what  happened,  why  didn’t  this 
revolution  take  place?  What  went  wrong? 

For  the  beginning  of  an  answer,  let  us  turn  to  Henri’s 
own  words  in  his  Chirurgi<x 

From  certain  persons  and  doctors,  always,  and 
on  the  occasion  of  each  new  treatment  we 
have  endured  arguments  and  words  so  violent 
that  half  overcome  and  worn  out  at  such  op- 


position, we  had  almost  renounced  this  treat- 
ment, and  we  would  have  completely  aban- 
doned it,  God  knows,  but  the  most  serene 
Prince  Charles  Count  of  Valois,  came  to  our 
aid  as  did  certain  others  who  had  seen  us 
earlier  in  the  field  treating  wounds  according 
to  this  method.  In  addition,  we  had  been  sus- 
tained by  the  truth  for  which  man  ought 
rather  endure  death  than  accede  to  error.  God, 
is  he  not  the  veiy  truth,  and  did  he  not  wish 
to  suffer  death  for  it?  But  if  we  had  not  been 
strong  in  the  faith,  known  to  be  in  the  king’s 
favor,  royal  doctors,  and  somewhat  learned,  it 
would  have  been  necessary  for  us  to  abandon 
this  treatment.28 

Thus,  by  the  second  decade  of  the  14th  century, 
Henri  seemed  well  aware  that  this  valiant  attempt  to 
reform  and  revise  surgical  theory  and  practice  was 
doomed  to  failure.  Though  swimming  against  the  tide, 
he  seems  to  be  trying  to  inspire  young  practitioners 
to  risk  professional  martyrdom  for  the  sake  of  truth. 
Sensing  the  approaching  twilight  of  the  New  Surgery, 
he  struggles,  trying  to  rouse  converts  to  the  new  doc- 
trine. 

But  he  failed.  The  New  Surgery  never  accomplished 
the  fourth  and  final  essential  stage  in  Cohen’s  se- 
quence. It  never  became  integrated  into  the  theoretical 
systems  of  academic  medicine,  nor  into  the  accepted 
practice  of  contemporary  surgeons.  The  revolution  on 
paper  never  became  a revolution  in  science.  Exploring 
the  reasons  for  its  failure  far  exceeds  the  limits  of  this 
presentation,  but  let  it  suffice  to  mention  three  pos- 
sible contributoiy  factors.  One  is  the  negative  effects 
of  Guy  de  Chauliac’s  influence.  The  second  is  the  dev- 
astating mortality  rates  among  young  practicing  sur- 
geons caused  by  the  plague  epidemic  of  1347-1349. 
The  third  is  the  resurgence  of  classical  ideas  which 
accomplished  the  rise  of  medical  humanism. 

In  short,  the  new  theory  generally  was  not  accepted 
by  qualified  scientists.  This  process  characteristically 
involves  not  persuasion,  but  conversion,  as  Cohen  and 
others  have  observed,  and  as  Henri  himself  un- 
mistakably implies.29  The  New  Surgery  never  inspired 
a sufficient  number  of  charismatic  teachers  and  prac-  j 
titioners  and  never  attracted  enough  converts  to  re- 
place the  14th  century  equivalent  of  conventional  sci- 
ence. 

A modem  commentator  recently  has  remarked, 
“Most  working  scientists  belong  to  the  main  stream,  j 
agreeing  more  than  they  disagree  with  each  other 
about  the  basics  of  their  fields.  The  system  is  main- 
tained by  the  pressures  of  academic  promotions,  peer 
review,  government  grants,  and,  happily,  the  truth.’’30 
The  New  Surgeiy  and  its  adherents  in  the  13th  and 
14th  centuries  attest  to  the  fact  that  most  of  these 
things  were  also  operative  then,  but  in  this  instance, 
unhappily,  the  truth  did  not  emerge. 
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Teenage  Suicide: 

Causes,  Warning  Signs,  and  Interventions 


Diane  K.  Shrier,  m.d.,  Newark* 


Suicide  is  the  third  leading  cause  of  death  of  persons  15  to  24 
years  old.  Professionals  involved  in  the  care  of  adolescents  can 
help  to  reduce  the  risk  of  suicide. 


One  of  the  great  tragedies  of  our 
time  is  the  dramatic  increase  in 
completed  and  attempted  sui- 
cide among  adolescents  and  young  adults.  In  fact,  the 
three  leading  causes  of  death  in  this  age  group — 
accidents,  suicides,  and  homicides— are  all  prevent- 
able. 

According  to  the  National  Center  for  Health 
Statistics,  the  suicide  rate  for  persons  aged  15  to  24 
years  tripled  between  1950  and  1980.  The  rates  do 
seem  to  be  leveling  off  now,  with  the  peak  years  being 
1977  and  1978.1  Suicide  now  is  the  third  leading  cause 
of  death  in  this  age  group  with  more  than  5,200  com- 
pleted suicides  in  1980.2  But,  suicide  is  grossly  under- 
reported because  of  the  associated  social  stigma  and 
because  of  the  difficulty  in  establishing  suicidal  intent 
in  many  cases  where  no  note  is  left.  Most  often,  a 
suicide  will  be  reported  as  an  accident  and  accidents 
are  the  leading  cause  of  death  in  adolescents  and 
young  adults.  Frequently,  the  cause  of  death  is  an  auto- 
mobile accident  involving  drugs  or  alcohol.  It  is  esti- 
mated that  adolescents  make  approximately  500,000 
suicide  attempts  each  year.  This  is  more  than  100 
times  the  number  of  reported  suicides  so  it  is  clear 
that  the  problem  is  of  epidemic  proportions.34 

This  paper  will  describe:  multiple  causes  for  adoles- 
cent suicide,  some  warning  signs,  and  methods  for 
preventive  and  therapeutic  interventions  for  those 


who  either  have  attempted  suicide  or  are  at  risk  for 
doing  so.  The  reader  should  keep  in  mind  that  most 
of  what  we  know  about  adolescent  suicide  is  from 
studies  of  suicide  attempters  rather  than  from  psycho- 
logical autopsies  of  suicide  completers.  And,  we  know 
that  suicide  attempters  are  a very  different  population 
from  suicide  completers.5  Suicide  completers  are  4:1 
males  to  females,  more  commonly  white  males,  most 
commonly  committing  suicide  with  a gun  or  less  often 
by  hanging.  Suicide  attempters  are  nearly  4: 1 females 
to  males  with  80  percent  of  the  attempts  involving 
drugs.  Most  studies  of  suicide  attempters  include,  and 
fail  to  distinguish  among,  several  subgroups.  A suicide 
attempter  may  include:  1)  youngsters  with  significant 
suicidal  ideation;  2)  young  persons  who  engage  in  life- 
threatening  behaviors  that  have  clear-cut  potentially 
fatal  consequences  such  as  a diabetic  or  epileptic  who 
fails  to  take  medication;  3)  those  who  repeatedly  drive 
while  intoxicated  or  otherwise  indicate  indifference  to 
whether  they  live  or  die;  4)  youngsters  who  make  sui- 
cidal gestures,  such  as  ingestions  of  less  than  20  pills 
or  scratching  wrist  or  throat,  with  or  without  clear-cut 

*Dr.  Shrier  is  Clinical  Associate  Professor  of  Psychiatry  and 
Pediatrics  and  Director  of  Child  and  Adolescent  Psychiatry, 
Department  of  Psychiatry  and  Mental  Health  Science, 
UMDNJ-New  Jersey  Medical  School.  Correspondence  may  be 
addressed  to  Dr.  Shrier,  UMDNJ-New  Jersey  Medical  School, 
B60C-CMHC,  100  Bergen  Street,  Newark,  NJ  07103. 
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suicidal  intent;  and  5)  those  who  are  suicide  failures 
v no  inflicted  the  iselves  with  a potentially  lethal  in- 
jury and  issued  a statement  of  suicidal  intent.* 1 2 3 * * 6 

CAUSES  OF  1EENAGE  SUICIDE 

The  causes  and  motivations  for  an  adolescent  or 
young  adult  attempting  suicide  are  multiple  and  in- 
clude developmental,  sociocultural,  and  individual 
psychological  and  family  factors.78  No  single  factor  or 
even  cluster  of  factors  is  highly  predictive  of  an  individ- 
ual adolescent  actually  making  a suicide  attempt910 
with  two  possible  exceptions:  a history  of  a previous 
suicide  attempt  and  a strong  feeling  of  hopelessness.1 1 
The  developmental  and  sociocultural  factors  increase 
the  vulnerability  for  suicide  primarily  by  impacting  on 
individual  and  family  factors. 

Developmental  factors  may  help  to  explain  why 
adolescence  has  been  the  only  age  group  with  a rising 
death  rate.  That  period  is  one  of  the  normal  de- 
velopmental crisis  points  for  the  individual  and  the 
family.  In  this  time  of  dramatic  changes  and  potential 
stress,  the  adolescent  must  adjust  to  changes  in  size, 
shape,  and  cognition  and  to  upsurges  of  sexual  and 
aggressive  feelings.  Simultaneously,  he  needs  to  ac- 
complish the  tasks  of  psychological  separation  from 
parents,  to  develop  the  capacity  for  intimate  rela- 
tionships, to  establish  a sexual  orientation,  and  to 
make  career  choices.  Mood  swings,  overreactions,  im- 
pulsivity,  and  immature  judgments  in  many  adoles- 
cents combine  with  a fascination  with  death  and  a pre- 
occupation with  the  meaning  of  life  and  death.  For 
these  reasons,  at  least  suicidal  ideation  is  likely  to  be 
increased  in  this  age  group.12 

Socioculturally,  we  live  in  a rapidly  changing  society 
with  many  of  the  conditions  that  the  French  sociol- 
ogist, Emile  Durkheim,  described,  in  1897,  as  increas- 
ing the  risk  of  suicides.13  These  are  the  lack  of  strong 
ties  to  any  community,  feelings  of  alienation  from  so- 
ciety, of  living  in  an  impersonal  world  where  one  does 
not  count,  and  of  being  overwhelmed  by  forces  over 
which  one  has  no  control. 

A variety  of  rapid  changes  in  our  society  have  in- 
creased the  numbers  of  adolescents  who,  feeling  less 
secure  and  more  confused  and  unsupported,  are  at 
risk  for  depression,  hopelessness,  and  suicide. 
Changes  in  family  structure  due  to  the  divorce  rate  of 
over  one  million  per  year  and  the  increased  numbers 
of  teenage  single  parents  have  caused  20  to  40  percent 
of  all  minor  children  to  spend  many  years  of  their 
childhood  in  single-parent  families.  Two  working  par- 
ents are  likely  to  be  out  of  the  house  simultaneously, 
leaving  inadequate  or  no  substitute  caregivers. 
Changes  in  morality,  sexual  attitudes,  and  behavior 
pressure  youngsters  into  sexual  activity  before  they  are 
emotionally  capable  of  handling  it.  Increased  avail- 
ability and  use  of  alcohol  and  drugs  at  younger  ages, 
a declining  belief  in  organized  religion,  a shrinking  job 
market,  and  the  threat  of  a potential  nuclear  holocaust, 
increase  the  number  of  adolescents  who  meet  Durk- 
heim’s  criteria  for  risk  of  suicide. 

The  most  significant  risk  factors  lie  within  the  indi- 
vidual and  the  family.  A careful  psychological  histoiy 
of  the  suicidal  adolescent  generally  will  reveal  early 
childhood  experiences  of  parental  loss  through  death, 
separation,  or  emotional  deprivation,  and  current 


severe  family  conflict  and  poor  communication  pat- 
terns.1418 Potentially  suicidal  adolescents  more  fre- 
quently have  a family  history  of  completed  suicide, 
suicide  attempts  and  threats,  parental  alcoholism, 
chronic  physical  illness,  sexual  abuse,  and  cognitive  or 
learning  difficulties.19 


The  potentially  suicidal 
person  usually  gives  many 
verbal  and  behavioral  clues, 
hoping  others  will  intervene. 

The  most  commonly  reported  immediate  precipitant 
for  a suicide  attempt  in  adolescence  is  rejection  by  a 
boyfriend  or  girlfriend.  Other  common  preeipitants  are 
perceived  or  actual  failure  at  school  and  conflict  with 
parents.  These  incidents,  however,  often  are  just  the 
last  straw  for  the  adolescent  who  has  felt  increasingly 
alone,  misunderstood,  and  unsupported  emotionally. 
The  current  precipitating  incident  is  mispereeived  as 
overwhelming  loss  of  a loved  one  or  loss  of  self-esteem 
without  hope  of  future  rectification  or  happiness.  This 
loss  links  up  with  previous  more  traumatic  losses 
which  had  not  been  adequately  resolved.20 

At  least  two-thirds  of  adolescent  suicide  attempters 
suffer  from  depression  with  sustained  depressed 
mood,  appetite  and  sleep  disturbances,  and  reduced 
interest  and  effectiveness  in  social  and  academic  func- 
tioning. Borderline  personality  disorders  with  im- 
pulsivity,  unstable  relationships,  inappropriate  anger, 
and  chronic  feelings  of  emptiness  also  are  more  com- 
mon.5 

WARNING  SIGNS  OF  SUICIDE 

Suicide  rarely  happens  without  warning.  The  poten- 
tially suicidal  person  usually  gives  many  verbal  and 
behavorial  clues  in  hopes  that  others  will  intervene. 
Often,  a visit  to  a physician  occurred  within  a month 
or  two  of  the  attempt  in  the  hope  that  the  right  ques- 
tions would  be  asked  so  that  the  youngster  could  get 
help  for  his  hopelessness  and  depression. 

Some  of  the  warning  signs  of  suicide7 * * *  include  the 
following: 

1)  Talk  of  suicide.  An  adolescent  may  issue  such 
self-negating  statements  as  “One  day  I’ll  kill  myself’  or 
“Everyone  would  be  better  off  if  I were  dead."  A pre- 
occupation with  death  is  important.  The  myth  that 
people  who  talk  about  suicide  do  not  do  it  is  false.  The 
vast  majority  of  those  who  commit  suicide  have  given 
definite  warnings  to  others  of  their  intentions. 

2)  Planning  for  death.  The  individual  who  puts  his 
affairs  in  order  and  gives  away  his  most  prized  pos- 
sessions, such  as  jewelry,  favorite  records,  or  a camera, 
is  suspect. 

3)  Symptoms  of  serious  depression.  The  symptoms 

include: 

a)  A loss  of  interest  in  former  activities,  withdrawal 

from  social  contact  and,  most  commonly  in  adoles- 

cents, a decline  in  school  grades.21 

b)  Variable  feelings  of  sadness,  loneliness,  empti- 

ness, and  mood  swings. 

c)  Eating  disturbances — most  commonly  loss  of  ap- 

petite; less  often,  overeating. 
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d)  Sleep  disturbances — either  insomnia  or  ex- 
cessive sleeping.  Excessive  sleeping  more  often  is  seen 
in  the  adolescent  than  in  the  depressed  adult. 

e)  Excessive  use  of  drugs  or  alcohol  or  promiscuous 
sexual  activity  in  an  effort  to  ward  off  or  mask  the 
depression.  This  represents  a form  of  self-medication. 

f)  Loss  of  energy.  In  fact,  the  person  may  be  so  de- 
pressed that  he/she  does  not  have  the  energy  to  com- 
mit suicide.  As  he  improves,  he  may  make  the  at- 
tempt—usually  within  the  first  three  months  of  begin- 
ning to  improve.  Most  suicide  attempters  are  not  psy- 
chotic, but  are  terribly  unhappy  people.  About  80  per- 
cent are  depressed  and  most  of  the  remainder  suffer 
from  impulse  or  personality  disorders. 

4)  The  final  warning  sign.  The  final  sign  is  prior 
suicide  attempts.  All  attempts  should  be  regarded  as 
a cry  for  help  and  always  should  be  taken  seriously. 
Of  suicide  completers,  80  percent  had  one  or  more 
prior  attempts  and  10  percent  of  suicide  attempters 
later  go  on  to  successfully  complete  the  act. 

WAYS  TO  HELP  THE  POTENTIALLY  SUICIDAL 
ADOLESCENT 

1)  Be  alert  to  the  possibility  of  depression  and 
suicide  in  adolescents,  particularly  in  youngsters 
where  you  note  marked  changes  in  functioning  or  be- 
havior or  in  youngsters  who  become  accident  prone. 
A really  serious  accident,  in  fact,  may  have  been  a failed 
suicide  attempt.  At  the  same  time,  do  not  overreact. 
Most  adolescents  who  exhibit  behavorial  changes  are 
not  suicidal  although  the  majority  of  adolescents  who 
do  attempt  suicide  have  given  warning  signs  and 
exhibited  behavior  changes. 

2)  Take  a thorough  psychosocial,  family,  and  medi- 
cal history,  looking  for  the  previously  mentioned  risk 
factors  for  depression,  suicide,  and  loss. 

3)  It  is  important  to  ask  directly  about  suicidal 
thoughts  or  attempts.  Adolescents  are  much  more 
prone  to  make  impulsive  suicide  attempts  without 
manifesting  prominent  signs  of  depression  than 
adults.  By  inquiring  about  suicide,  you  are  not  sug- 
gesting something  the  adolescent  has  not  thought  of 
already.  The  suicidal  youngster  usually  will  be  relieved 
that  someone  is  concerned  enough  to  pick  up  some- 
times hidden  clues  and  muffled  cries  for  help.  Suicidal 
thoughts  rarely  are  volunteered  unless  specifically 
asked  about  and  almost  always  are  honestly  answered. 

4)  If  they  do  not  admit  to  suicidal  thoughts,  it  then 
becomes  crucial  to  assess  the  urgency  of  the  situation. 
Additional  questions  to  ask  are:  How  long  have  they 
had  such  feelings?  Why  and  how  they  might  want  to 
end  their  lives?  Do  they  have  a definite  plan  and  access 
to  the  resources  needed  to  cariy  out  their  plan?  Are 
they  depressed  and  what  is  the  extent  of  their  de- 
pression? 

5)  All  suicidal  threats  and  attempts  should  be  taken 
seriously.  Do  not  get  too  concerned  about  whether  the 
adolescent  is  manipulating  you  or  seeking  attention. 
Any  youngster  who  has  to  seek  attention  by  threaten- 
ing suicide  is  displaying  a serious  lack  of  resources 
and  coping  skills  and  certainly  is  in  need  of  help.  What 
form  that  help  will  take  will  vary  with  the  individual, 
the  family,  and  the  available  resources.  For  the  young- 
ster who  is  dealing  with  an  acutely  stressful  situation, 
is  not  seriously  depressed  and  has  only  vague  wishes 


to  die,  it  may  be  best  just  to  listen,  to  express  interest 
and  concern  and  a willingness  to  be  available,  and  to 
help.  Seeing  the  patient  two  or  three  times  may  be 
sufficient  either  to  resolve  the  crisis  or  to  decide  with 
him  to  involve  his  parents  and  arrange  for  psychiatric 
consultation  and  ongoing  therapy.  On  the  other  hand, 
if  the  patient  indicates  a definite  plan  to  commit 
suicide  with  access  to  lethal  means  such  as  firearms 
in  the  house  and  a strong  feeling  that  life  is  not  worth 
living,  immediate  intervention  becomes  imperative! 
You  should  notify  the  family  and  arrange  for  psy- 
chiatric consultation  to  consider  immediate  hospital- 
ization or  intensive  outpatient  treatment. 

6)  If  you  will  be  counseling  the  potentially  suicidal 
adolescent  beyond  the  initial  evaluation,  you  must  be 
available  to  that  adolescent.  You  must  tolerate  a period, 
sometimes  prolonged,  of  being  tested,  used,  and  ma- 
nipulated. Many  of  these  youngsters  anticipate  and 
provoke  rejection.  They  feel  very  lonely  and  isolated, 
even  when  they  appear  to  be  surrounded  by  friends. 
They  fear  becoming  attached  to  another  because  of  the 
risk  of  another  painful  loss,  so  it  may  take  a very  long 
time  before  they  believe  that  you  really  care  whether 
they  live  or  die.  Know  your  own  limits!  Not  everyone 
is  capable  of  working  with  suicidal  or  depressed 
adolescents  and  even  those  who  enjoy  the  challenge 
probably  should  not  take  on  too  many  such  patients 
at  any  one  time. 

Nonpsychiatrists  and  psychiatrists  who  are  not  ex- 
perienced with  adolescents  should  consult  an  ex- 
perienced psychiatrist  about  every  seriously  suicidal 
adolescent  to  assess  the  need  for  hospitalization  and 
medication  and  to  determine  the  type  and  intensity  of 
treatment  indicated. 

The  myth  that  people  who  talk 
about  suicide  do  not  do  it,  is 
false.  The  majority  who 
commit  suicide  have  given 
definite  warning  signs. 

7)  In  working  with  suicidal  adolescents,  it  is  im- 
portant to  consistently  communicate  a sense  of 
hopefulness,  a belief  that  they  have  the  ability — 
perhaps  with  your  help — to  find  better  ways  to  cope 
and  to  get  satisfaction  from  their  lives.  This  does  not 
mean  taking  over  and  telling  them  how  to  live;  with 
their  agreement,  it  may  be  useful  to  explore  alterna- 
tives. Suicidal  adolescents  often  have  very  poor  prob- 
lem solving  and  coping  skills.  They  do  not  perceive  the 
variety  of  options  available  other  than  suicide.  It  is 
important  not  to  lecture  the  adolescent  on  how  much 
better  off  he  is  than  others  or  on  the  sinfulness  of 
suicide.  The  professional  with  a judgmental  or  ridicul- 
ing attitude  is  likely  to  increase  the  adolescent’s  sense 
of  guilt  and  feelings  of  worthlessness  and  to  confirm 
his  belief  that  no  one  can  understand  and  help. 

8)  In  the  event  of  acute  suicidal  risk  warranting 
immediate  hospitalization,  the  family  should  be  in- 
volved in  the  treatment  process.  In  other  circum- 
stances, a joint  decision  with  the  adolescent  is  essen- 
tial to  begin  working  towards  alleviating  some  of  the 
stresses. 
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9)  Antidepressants  are  less  successful  for  suicidal 
adolescents  than  for  adults,  partly  because  of  non- 
compliance.  Medication  may  be  useful,  however,  where 
there  are  clear-cut  symptoms  of  depression  and  a fam- 
ily history  of  effective  disorder.  The  medication  treats 
the  symptoms  of  depression — sleep,  appetite  dis- 
turbances, and  depressed  mood— but  not  the  as- 
sociated social,  interpersonal,  and  cognitive  dif- 
ficulties. Many  adolescents  react  negatively  to  medi- 
cation, which  they  see  as  a form  of  mind  control.  Being 
preoccupied  with  their  bodies  and  how  they  function, 
adolescents  tend  to  tolerate  side  effects  poorly,  and 
prefer  to  stop  the  medication  instead.21  They  may 
hoard  medication  to  use  later  as  an  overdose— a risk 
with  any  potentially  suicidal  adolescent— or  they  im- 
pulsively may  misuse  the  medication  with  alcohol  or 
other  drugs.  Prescribing  small  amounts,  monitoring 
blood  levels,  and  having  parents  hold  the  medication 
may  be  necessary. 

10)  The  general  medical  community  should  be  fa- 
miliar with  the  local  professional  mental  health  re- 
sources (private  psychiatrists,  community  mental 
health  centers,  psychologists,  and  social  workers)  and 
with  other  counseling  professionals  such  as  clergy- 
men. They  are  not  all  competent  and  experienced  in 
working  with  depressed  and  suicidal  youngsters. 

11)  Finally,  a suicidal  adolescent  who  is  referred 
elsewhere  may  not  cooperate;  compliance  with  such 
referrals  is  poor.  An  aggressive  outreach  approach 
often  is  needed — to  actually  schedule  the  appointment 
and  make  sure  that  it  was  kept.  Remember,  many  of 
these  adolescents  don’t  believe  anyone  cares  or  can 
help  them  anyway! 

INTERVENTIONS  WITH  A YOUNGSTER  WHO  HAS 
ACTUALLY  ATTEMPTED  SUICIDE 

Every  suicide  attempt  should  be  taken  seriously:  The 
adolescent  should  be  brought  to  a hospital  emergency 
room  or  to  a psychiatrist  experienced  with  adolescents 
for  psychiatric  evaluation  and  hospitalization  should 
be  considered  seriously  for  every  youngster  who  at- 
tempts suicide.18  22  Even  when  the  suicide  attempt  is 
a gesture,  such  as  ingestion  of  less  than  20  pills  in  the 
context  of  a family  quarrel,  brief  hospitalization  can 
help.  This  is  true  even  when  the  adolescent  is  re- 
morseful or  denies  that  he  really  meant  to  die  or  when 
the  family  is  angry,  denies  the  seriousness  of  the  at- 
tempt, and  is  insistent  on  taking  the  adolescent  home. 
Hospitalization  offers  immediate  relief  from  the  pres- 
sures that  precipitated  the  suicide  attempt  or  gesture 
and  may  relieve  anxiety  and  provide  a supportive, 
protective,  and  earing  setting.  Hospitalization  also 
gives  the  physician  an  opportunity  to  assess  the 
strengths  and  pathology  in  the  youngster  and  family 
system.  It  makes  a statement  to  the  parents,  who  may 
be  defending  themselves  for  their  own  guilt  through 
massive  denial,  about  the  meaning  of  what  has  hap- 
pened. Hospitalization  makes  the  statement  that  you, 
the  physician,  take  the  suicide  attempt  seriously.  It  is 
a sign  of  significant  problems  in  the  family  and  in  the 
adolescent  and  you  could  make  an  explicit  statement 
to  both  the  patient  and  parents  to  that  effect.  Ongoing 
psychiatric  consultation  will  be  available  immediately 
to  help  them  figure  out  what  is  the  nature  of  the  dif- 
ficulty. Sometimes,  hospitalization  may  be  counter- 


productive, may  increase  the  patient’s  sense  of  help- 
lessness and  inadequacy,  and  may  lull  the  physician 
into  thinking  that  “something”  is  being  done.7 

A decision  may  be  made  not  to  hospitalize  when  a 
qualified  psychiatrist  has  assessed  the  situation  and 
is  willing  to  assume  responsibility  for  outpatient  treat- 
ment. The  treating  physician  of  an  adolescent  in  ongo- 
ing therapy  may  make  a judgment  not  to  hospitalize, 
based  on  an  assessment  of  the  adolescent,  the  nature 
of  the  suicide  attempt,  the  strength  of  the  relationship 
with  the  psychiatrist,  and  the  family  situation. 

ASSESSMENT 

As  part  of  your  determination  of  need  for  hospital- 
ization, whether  you  recommend  hospitalization  or 
not,  you  must  assess  three  factors  in  the  evaluation 
of  a suicide  attempt— intent,  lethality,  and  danger  of 
recurrence.23 

Intent  refers  to  what  the  adolescent  intended  to  hap- 
pen—to  die,  to  punish  others,  or  to  get  his/her  way. 
Clues  as  to  intent  can  be  obtained  from  the  timing, 
location,  and  proximity  to  others  at  the  time  of  the 
suicide  attempt,  as  well  as  from  the  patient  directly. 
Lethality  refers  to  the  dangerousness  of  the  method 
selected.  Firearms,  jumping  from  high  places,  hanging, 
and  running  into  traffic  are  considered  highly  lethal, 
while  wrist  cutting  and  ingestion  of  substances  are  of 
low  lethality.  In  assessing  the  danger  of  recurrence 
consider  such  factors  as  the  depth  of  the  depression 
—the  number  and  severity  of  symptoms  and  the  length 
of  the  depressive  episode.  Other  factors  include  suicide 
or  suicide  attempts  of  significant  other  persons,  an- 
niversaries of  traumatic  events  such  as  deaths  or 
divorces,  the  presence  of  continued  stressful  situ- 
ations, the  patient’s  inner  resources,  and  his  available 
external  resources  or  support  systems.  The  latter  in- 
cludes the  strength  of  the  relationship  with  the  psy- 
chiatrist. 

About  80  percent  of  suicide  attempts  are  the  result 
of  depression.  Other  youngsters  are  struggling  with 
poorly  controlled  rage  and  impulse  disorders  and  use 
suicide  threats  and  attempts  in  an  effort  to  manipulate 
the  enviroment  into  doing  what  they  want.  These 
youngsters  often  are  quite  difficult  to  treat  and  tend 
to  come  from  very  deprived  and  disturbed  back- 
grounds in  which  they  have  endured  losses,  rejections, 
and  failures.  Brief  hospitalizations,  often  repeated  hos- 
pitalizations, may  be  indicated  as  part  of  an  overall 
treatment  plan  of  individual  therapy,  family  therapy, 
and  placement  outside  the  home. 

Biological  correlates  of  depression  and  suicide  in 
adolescents  are  inconclusive  at  present.  Further  re- 
search needs  to  be  done  on  the  usefulness  of  dex- 
amethasone  suppression  tests  or  other  neurobio- 
logical  evaluations.  One  should  keep  in  mind  the  in- 
creased risk  of  suicidal  behavior  among  youngsters 
with  abnormal  EEGS,  with  learning  disabilities,  and 
with  chronic  and  acute  mental  illness. 

It  is  important — if  at  all  feasible — that  the  adolescent 
not  be  discharged  into  the  same  stressful  circum- 
stances that  contributed  to  the  suicide  attempt.  When- 
ever possible  the  parents  should  be  involved  during  the 
hospitalization,  should  try  to  understand  their  con- 
tribution to  the  problem,  or,  at  least,  should  under- 
stand their  child’s  needs  and  concerns.  Other  milieu 
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changes  may  be  helpful  such  as  a change  in  school, 
classes,  and  teachers,  or  through  additional  rec- 
reational or  vocational  activities.  Prior  to  discharge, 
definite  arrangements  should  be  made  for  ongoing 
treatment  of  the  adolescent  and,  possibly,  the  family 
as  well.  If  no  changes  have  occurred  in  the  stresses  at 
home  or  in  the  adolescent’s  vulnerability  to  them, 
placement  outside  the  home  should  be  strongly  con- 
sidered, recommended,  and  arranged  for  this  life- 
threatening  disorder.24 

Finally,  professionals  involved  in  the  care  of  adoles- 
cents can  serve  as  advocates  for  the  needs  of  adoles- 
cents in  order  to  reduce  the  risk  of  suicide.  Although 
we  still  have  a lot  to  learn  about  what  preventive  and 
therapeutic  efforts  work  with  potentially  suicidal 
adolescents,  we  cannot  await  the  findings  of  rigorous 
research  studies.  Legislative  and  community  efforts 
should  be  supported  to  develop  programs  of  education 
and  intervention  that  may  reduce  the  sense  of  isola- 
tion, hopelessness,  helplessness,  and  alienation  that 
lead  to  suicide. 
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Increasing  numbers  of  medical  offices  use  com- 
puters for  many  reasons:  to  be  up  to  date;  to  man- 
age increasingly  complex  information:  to  follow 
changing  regulations:  and  to  take  advantage  of  the 
decreasing  cost  of  computers.  Most  computerized 
medical  offices  do  billing  only  or  tasks  directly  related 
to  billing.  This  ignores  the  potential  and  promise  of  the 
computer.  Advancing  technology  and  lower  costs  have 
made  fully  integrated  multi-tasking  computer  systems, 
which  are  capable  of  comprehensive  information  man- 
agement, economically  feasible.  With  the  current  state 
of  the  art,  simple  billing  systems  are  virtually  obsolete 
the  moment  they  are  purchased. 

INTEGRATED  SYSTEMS 


printer.  A letter-quality  printer  is  desirable  for  reports 
that  will  be  leaving  the  office;  a high-speed  dot  matrix 
printer  is  useful  for  billing.  A very  busy  office  may  want 
to  use  a third  printer,  solely  to  produce  insurance  i 
forms,  while  the  patient  still  is  in  the  office. 

The  system  should  support  a modem,  a device  that 
allows  the  computer  system  to  communicate  with 
other  computer  systems.  This  will  permit  the  office  to 
access  public  data  bases.  The  modem  also  will  allow 
the  vendor  to  access  the  program  for  modification,  or 
to  handle  problems.  Indeed,  most  difficulties  that  are 
encountered  with  a program  can  be  corrected  by  the 
vendor’s  programmer  over  this  telephone  line. 

STARTING  UP 


An  integrated  comprehensive  computer  program  is 
likely  to  provide  the  physician  with  many  competitive 
advantages  in  today’s  difficult  medical  environment. 
These  advantages  include  the  ability  to  understand 
more  fully  and  to  obtain  information  about  the  prac- 
tice; to  provide  coding  and  other  information  for  in- 
surance forms  and  for  the  government;  and  to  retrieve 
and  manipulate  the  information  already  available  in 
the  practice,  to  direct  the  growth  of  that  practice,  and 
to  market  the  practice,  if  necessary. 

THE  SYSTEM 

The  system  should  be  capable  of  supporting  multiple 
terminals,  multiple  printers,  and  other  devices.  More 
than  one  terminal  is  desirable,  so  several  people  can 
enter  or  retrieve  information  simultaneously  and  it  is 
probable  that  a busy  practice  will  want  more  than  one 


The  first  step  in  computerization  of  the  medical  of- 
fice is  for  the  physician  to  begin  investigation  of  vari- 
ous programs.  It  is  the  program — the  software — that 
is  key  to  the  use  of  the  computer.  The  hardware — the 
computer — is  of  secondary  importance.  Most  often, 
after  identifying  the  most  suitable  program,  the  office 
will  purchase  that  computer  to  run  the  program.  It  is 
important  to  obtain  information  about  computer  pro- 
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grams  from  as  many  sources  as  possible;  most  impor- 
tant is  to  speak  with  colleagues  who  are  utilizing  pro- 
grams, as  well  as  members  of  their  staff.  Observe  the 
program  in  action;  it  will  do  only  what  you  see  it  do, 
unless  the  program  is  modified. 

The  owner  of  a computer  system  is  dependent  upon 
the  computer  vendor  for  support,  service,  modi- 
fications, and  enhancements.  The  company’s  interest 
in  providing  these,  and  ability  to  provide  these,  can 
best  be  determined  by  questioning  their  customers; 
this  is  a crucial  step  in  determining  the  proper  pro- 
gram. A vendor  should  be  willing  to  make  modifica- 
tions in  the  program,  so  that  the  program  can  adapt 
to  the  office,  rather  than  making  the  office  adapt  fully 
to  the  program.  Enhancements,  based  upon  advances 
in  computer  technology  and  improvements  in  pro- 
gramming, should  be  available  at  least  annually;  two 
or  three  times  a year  would  be  better.  The  vendor  also 
must  be  willing  to  alter  the  programs,  in  accordance 
with  changes  in  state,  federal,  and  insurance  regu- 
lations affecting  medical  practice. 

Once  the  decision  to  purchase  a computer  has  been 
made,  and  the  vendor  selected,  careful  attention  must 
be  paid  to  the  contract.  This  contract  always  should 
be  reviewed  by  an  attorney. 

Cost,  of  course,  is  a consideration.  Nevertheless,  the 
program  that  sounds  quite  expensive  to  the  physician, 
may  not  be.  The  total  cost  should  be  considered  a five- 
year  investment.  For  most  medical  offices,  it  makes 
business  sense  to  borrow  money  for  the  system,  with 
a five-year  repayment;  or  to  arrange  a five-year  lease- 
purchase.  On  this  basis,  the  monthly  cost  for  the  sys- 
tem and  the  service  contract,  for  even  “expensive” 
medical  office  systems,  should  be  well  within  the 
budget  of  most  medical  practices.  Indeed,  it  is  probable 
that  enhanced  billing  techniques  and  improved  cash 
flow  will  pay  for  the  system  quite  quickly. 

When  starting  up,  a computer  manager  should  be 
designated.  This  should  be  a person  within  the  office 
who  cares  about  the  process  of  computerization  and 
is  committed  to  it,  understands  the  information  gener- 
ated by  the  computer  and  the  retrieval  of  this  infor- 
mation, and  is  responsible  for  presenting  that  infor- 
mation to  the  physician.  In  most  instances,  a physi- 
cian will  not  have  the  time  to  spend  on  this,  nor  would 
it  be  economically  appropriate  for  a physician  to  spend 
the  required  amount  of  time  on  this  process. 

Support  from  the  vendor  also  is  essential  in  starting 
up.  The  vendor  must  provide  education  and  training 
for  key  employees.  The  vendor  should  provide  one  or 
more  people  on-site,  immediately  following  the  installa- 
tion, for  a minimum  of  one  week  two  weeks  or  more 
would  be  preferable.  In  part,  these  representatives  will 
complete  the  education  of  the  physician’s  staff.  Equally 
important,  their  presence  will  give  the  staff  the  con- 
fidence that  they  need  to  use  the  system  and  to  make 
it  work  It  is  important  to  initiate  the  process  slowly 
and  gradually.  There  will  be  many  phases  to  the  inte- 
grated medical  office  computer  program.  It  is  not 
necessary  to  begin  all  aspects  at  once.  It  is  best  to  begin 
with  some  segments  and  gradually  introduce  the  re- 
maining segments  of  the  program,  into  the  office 


procedures,  over  a period  of  months. 

We  have  divided  the  many  functions  of  an  integrated 
system  into  three  basic  applications:  business  appli- 
cations, medical  applications,  and  appointment  sched- 
uling. It  is  important  to  note  that  these  interrelate 
closely.  Indeed,  the  fact  that  they  do  interrelate  in 
actual  practice  makes  it  essential  that  they  interrelate 
within  the  computer  program  also. 

BUSINESS  APPLICATIONS 

For  most  offices,  the  business  applications,  particu- 
larly patient  billing,  must  and  will  pay  for  the  system. 
The  first  business  application,  however,  and  the  first 
step  when  a patient  enters  the  office,  is  registration. 
This  is  the  process  by  which  the  patient’s  name  and 
other  important  information  is  entered  into  the  com- 
puter. With  some  systems,  all  of  this  data  is  entered 
as  the  patient  is  registered  at  the  desk.  In  other  sys- 
tems, the  data  are  entered  at  the  end  of  the  day.  Infor- 
mation must  include  such  basic  data  as  birthdate, 
address,  telephone  number,  and  insurance  infor- 
mation. The  computer  should  assign  an  account 
number.  In  many  practices,  it  may  be  important  that 
the  system  have  the  capability  to  assign  more  than  one 
account  number  for  the  patient,  for  different  problems. 
This  may  become  necessary  when  different  events  or 
illnesses  are  covered  by  different  insurance  companies. 
A good  system  will  have  no  difficulty  in  tracking  and 
maintaining  separate  accounts  for  the  same  patient. 

This  basic  information  should  allow  the  computer 
to  produce  a “super  bill”  for  the  patient.  Most  offices 
now  are  using  this  super  bill  format  to  communicate 
services  performed  to  the  receptionist,  and  then  for 
recording  in  billing.  The  patient  should  leave  the  office 
with  a completed  super-bill  insurance  form.  The  com- 
puter system  also  should  have  the  ability  to  complete 
other  insurance  forms,  such  as  those  required  under 
New  Jersey  no-fault  laws. 

The  complete  computer  system  also  will  include  the 
CPT-4  and  ICD-9  coding  systems.  All  diagnoses  and 
procedures  should  be  coded  automatically.  At  the  pres- 
ent time,  providing  such  code  numbers  on  insurance 
forms,  provides  a more  rapid  response  time  from  the 
insurance  companies;  and,  it  seems  likely  that  full 
diagnostic  and  procedural  coding  will  be  required  by 
all  third-party  carriers  in  the  near  future.  Furthermore, 
coding  makes  it  simple  to  track  diagnoses  and 
procedures  for  business  or  clinical  purposes. 

Even  the  most  basic  medical  office  computer  sys- 
tems have  a good  billing  system.  For  some  of  these 
programs,  billing  indeed  will  be  the  primary  or  only 
function  performed.  An  integrated  system  may  or  may 
not  perform  this  in  a better  fashion  for  a given  prac- 
tice; but,  it  should  integrate  the  information  and  allow 
ease  of  retrieval  of  practice  information.  Certainly,  the 
billing  process  should  be  more  efficient  with  a com- 
puter, save  time,  and  produce  better  cash  flow.  A good 
system  will  initiate  the  billing  process  when  “told”  to 
do  so  by  the  computer  manager.  Many  programs  now 
will  produce  the  bills,  already  within  prestamped  and 
sealed  envelopes,  and  ready  for  mailing.  In  association 
with  this,  management  reports  on  the  accounts  re- 
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ceivable,  are  essential.  This  should  provide  breakdown 
into  accounts  of  30,  60,  90,  and  120  days;  and  a careful 
analysis  of  the  monies  owed  by  insurance  companies. 

Management  reports  provide  an  analysis  of  referral 
sources  and  a breakdown  of  patients  by  zip  code,  age, 
or  diagnosis.  The  reports  similarly  should  provide  aver- 
age charges  for  each  coded  item,  and  the  total  monthly 
and  year-to-date  charges  for  these  items. 

The  billing  system  should  allow  for  tracking  of  in- 
hospital  patients.  The  name  of  every  patient  seen  in 
the  hospital  should  be  entered  into  the  system  each 
day.  Charges  should  be  entered  automatically,  but  not 
billed  until  the  patient  leaves  the  hospital.  This  same 
process  should  produce  a daily  list  of  all  hospital  inpa- 
tients, whether  on  service  or  consultations,  so  that  the 
physician  has  a current  list  of  these  each  day. 

All  basic  office  systems  should  allow  the  production 
of  mailing  lists  and  labels.  This  usually  will  be  a prod- 
uct of  the  registration  system.  Although  many  offices 
may  not  use  a mailing  list  at  the  current  time,  in- 
creased competition  and  the  need  for  marketing  of 
medical  practices  may  require  this  in  the  future.  It 
would  be  useful  for  such  functions  as  the  mailing  of 
a patient  newsletter. 

Other  business  applications  which  might  be  helpful 
to  some  offices  include  a system  for  management  of 
accounts  payable,  inventory  control,  and  a spread 
sheet  program  for  further  practice  evaluation  and  pro- 
jection analyses.  Although  the  practice  may  not  require 
all  of  these  items  at  once,  the  capability  must  be  there, 
if  obsolescence  is  to  be  avoided. 


MEDICAL  APPLICATIONS  

Word  processing  is  essential  for  any  office  that 
produces  long  notes  or  reports.  Integration  of  word 
processing  into  the  computer  system  will  have  many 
advantages.  A good  word  processing  system  should  be 
easy  to  use,  and  should  include  a spelling  checker,  with 
the  ability  to  add  an  unlimited  number  of  words  to  the 
spelling  checker.  Some  programs  today  will  automati- 
cally enter  any  word  that  is  not  already  included  after 
first  “asking"  the  transcriber  to  check  the  spelling.  If 
this  is  part  of  the  program,  then  the  medical 
terminology  peculiar  to  any  specific  practice  is  likely 
to  be  fully  entered  within  a few  weeks,  without  any 
effort  on  the  part  of  the  transcriber.  A high-quality 
word  processing  system  will  reduce  the  time  required 
to  produce  medical  records,  will  improve  the  appear- 
ance of  the  records  and  of  the  reports,  and  will  improve 
the  morale  of  the  transcriber. 

In  addition  to  the  word  processing  capability,  an 
integrated  medical  record  program  will  store  records 
and  allow  retrieval  by  diagnosis,  procedure,  or  medi- 
cation. It  will  assist  with  quality  assurance  and  with 
patient  management.  The  integrated  medical  records 
program  should  allow  for  a data  base  search,  and  for 
providing  computerized  summaries  of  the  clinical 
practice. 

A medical  application  provided  by  some  of  the  better 
programs  will  allow  direct  access  to  drug  information 
from  the  United  States  Pharmacopoeia.  This  infor- 


mation is  quite  readable;  and  it  may  be  appropriate  to 
provide  printouts  of  this  information  for  patients. 

In  addition,  a drug  interactions  index  is  extremely 
helpful.  When  faced  with  prescribing  a new  medication 
for  a patient  already  taking  other  medications,  the 
physician  can  enter  each  of  these  into  the  computer 
and  receive  immediate  information  regarding  any 
potential  known  interactions. 

The  system  should  allow  the  physician  access  to  the 
public  data  bases  that  provide  easy  retrieval  of  ex- 
traordinary amounts  of  information. 

A comprehensive  program  should  allow  the  tracking 
of  laboratory  data,  so  that  this  information  is  not  ig- 
nored inadvertently.  This  is  particularly  important  in 
our  litigious  society.  When  laboratory  tests  are  ordered 
and  recorded  as  part  of  the  medical  record,  or  indepen- 
dently, they  should  be  placed  on  a list  which  is 
produced  regularly,  until  the  information  is  received. 

APPOINTMENT  SCHEDULING 

Appointment  schedulers  have  been  most  difficult  for 
computer  programs  to  provide.  Many  offices  have 
found  these  to  be  difficult  and  tedious,  requiring  more 
time  for  entry  than  their  previous  appointment  sys- 
tem, and  therefore,  have  preferred  to  avoid  com- 
puterized appointment  systems.  Nevertheless,  good  ap- 
pointment systems  are  available  and  provide  impor- 
tant advantages  for  the  practice. 

The  appointment  system  must  be  adaptable  to  an 
individual  practice.  The  program  should  allow  each 
practice  to  select  the  appropriate  time  intervals  for 
each  appointment  and  the  numbers  of  patients  to  be 
seen  within  each  time  interval.  The  system  should  be 
capable  of  searching  for  an  opening,  in  any  one  of 
several  possible  fashions:  first  available  appointment; 
first  available  appointment  for  a specific  physician 
within  the  practice;  first  available  appointment  on  a 
Monday;  first  available  appointment  after  3:00  P.M.; 
and  so  on.  It  should  provide  this  information  with  a 
minimum  of  effort  on  the  part  of  the  receptionist  and 
should  do  so  rapidly.  If  not,  it  simply  will  not  work 
within  a busy  practice. 

The  appointment  scheduling  system  should  produce 
at  least  three  daily  patient  lists  for  each  office.  The  first, 
an  alphabetized  list,  will  make  the  pulling  of  records 
for  the  following  day  much  easier.  The  second,  the  daily 
schedule,  should  be  reproduced  and  kept  at  several 
locations  in  the  office,  to  monitor  patient  flow.  The 
third,  a listing  of  the  subsequent  day’s  patients  with 
telephone  numbers,  will  help  with  reminder  phone 
calls. 

The  appointment  system  also  can  be  utilized  to  auto- 
matically produce  reminder  postcards  for  mailing  sev- 
eral days  prior  to  a scheduled  appointment.  The  sys- 
tem should  produce  recall  notices  for  patients  who 
have  missed  appointments;  it  should  provide  a list  of 
those  patients  for  the  physician  and  office  manager. 

The  appointment  system  also  can  be  utilized  to 
produce  patient  recalls  for  routine  re-evaluations.  Fi- 
nally, some  offices  have  found  it  useful  to  monitor  the! 
daily  appointment  list,  as  an  additional  accounting; 
check  on  the  day's  billing. 
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Case  Report:  Schistosoma  Hepatic  Cirrhosis 
and  Bleeding  Esophageal  Varices 


Donald  Rothman,  m.d.  red  bank* 


A native  of  Puerto  Rico , residing  in  New  Jersey , developed 
cirrhosis  with  bleeding  esophageal  varices  due  to  Schistosoma 
mansoni.  She  was  treated  surgically;  the  result  was  satisfactory . 
Physicians  should  be  aware  of  such  possibilities  from  patients 
who  immigrate  to  New  Jersey . 


Liver  cirrhosis  due  to  the  para- 
sitic trematode  worm  Schisto- 
soma mansoni  is  distinctly  un- 
common in  Holmdel,  as  well  as  the  United  States  and 
Canada  Few  reports  of  bleeding  varices  secondary  to 
mansonie  portal  hypertension  in  North  America  exist.1 
Because  of  increased  immigration  of  people  harboring 
schistosomiasis,  its  fascinating  pathogenesis  and  the 
clinical  differences  from  ethanol-induced  cirrhosis,  it 
appears  worthwhile  to  present  a case. 

CASE  REPORT 

A 47-year-old  housewife  came  to  the  Bayshore  Com- 
munity Hospital  emergency  room  in  November  1985 
vomiting  mouthfuls  of  blood  clots.  After  three  units  of 
blood,  pitressin,  Carafate®,  and  Tagamet®,  her  con- 
dition stabilized.  She  was  bom  in  the  Utuado-Lares 
area  of  Puerto  Rico  (near  Ponce).  She  remembered,  as 
a child,  she  contracted  Bilharzia  from  swimming  in 
contaminated  water  where  her  mother  did  the  wash. 
She  recalls  a swimmer’s  rash  and  weight  loss  with  40 
shots  as  treatment.  Her  brother,  who  also  contracted 
Bilharzia,  received  over  100  injections.  She  lived  in  the 
United  States  since  age  19.  In  1978,  the  patient  had 
a cholecystectomy  for  acute  and  chronic  cholecystitis 
and  cholelithiasis.  At  that  time,  she  had  nonbleeding 
esophageal  varices  demonstrated  by  upper  gastroin- 
testinal x-rays.  The  spleen  size  was  normal.  No  eggs 
were  found  in  the  stool  or  upon  rectal  biopsy.  Grossly, 


the  liver  appeared  congested  and  streaky  and  had  soft 
nodular  proliferation.  The  liver  biopsy  showed  man- 
sonic  eggs  and  fibrosis  (Figure  1). 

Between  1978  and  1985,  although  there  were  ad- 
missions for  varicose  vein  surgery,  a hysterectomy,  and 
treatment  for  urinary  infections,  the  patient  essential- 
ly was  well.  At  the  time  of  hematemesis,  she  and  her 
family  convincingly  denied  alcoholism. 

Serological  testing  in  1978  revealed  an  alkaline 
phosphatase  of  262  U/L  (normal  40-150);  SGOT  70  U/L 
(0-40);  LDH  177  U/L  (76-220);  SGPT  89  U/L  (0-53); 
albumin  3.4  g/dl  (3.0-4.7);  and  normal  prothrombin 
time.  The  comparative  values  in  1985  were  alkaline 
phosphatase  190,  SGOT  65,  LDH  267,  SGPT  38, 
albumin  2.4,  and  prothrombin  time  12.1  seconds  over 
control  13.2.  The  platelet  count  was  154,000  and  the 
serum  ammonia  level  32  UMOL/L  (normal  1 1 to  35). 

On  the  November  1985  admission,  esophagoscopy 
revealed  bleeding  varices.  A liver  and  spleen  scan  ij 
showed  a normal-sized  liver  and  no  splenic  uptake 
(Figure  2).  The  venous  phase  of  a superior  mesenteric 
arteriogram  indicated  a large  portal  vein  and  large 
superior  mesenteric  vein.  There  were  gastric  and 
esophageal  varices.  No  splenic  vein  was  seen. 

After  discussion  and  preparation,  the  patient  under- 
went an  interposition  H superior  mesenteric  vein-in- 


* Correspondence  may  be  addressed  to  Dr.  Rothman,  565 
Highway  35,  Red  Bank,  NJ  07701. 
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Figure  1 — Schistosoma  mansoni  eggs  in  liver  with  granu- 
lomatous reaction. 


Figure  2 — Liver  spleen  scan  with  no  splenic  uptake. 

ferior  vena  eaval  shunt  using  an  18  mm  Dacron  graft. 
The  opening  portal  pressure  was  32  cm  of  water  and 
closing  was  1 7 cm.  The  spleen  was  very  small  and  firm. 
Dense  adhesions  containing  dilated  venous  collaterals 
precluded  a biopsy  of  the  very  sclerotic  liver.  The  post- 
operative course  was  satisfactory.  A low  platelet  count 
was  worrisome,  unexplained,  but  temporary  and  not 
clinically  significant.  A higher  ammonia  level  (80)  was 
noted,  but  no  obvious  encephalopathy  was  detected. 
Repeat  esophagoseopy  showed  collapsed  varices.  The 
patient  was  discharged  on  postoperative  day  1 1 and 
was  in  satisfactory  condition  when  re-examined  post- 
operatively. 

DISCUSSION 

Although  individuals  will  not  contact  schistosomi- 
asis in  Holmdel,  physicians  in  New  Jersey  treating 
natives  of  Puerto  Rico,  Phillippines,  Brazil,  Egypt,  the 
Orient,  and  their  neighboring  countries  must  be  aware 
of  the  sequelae  of  parasitism  even  decades  after  the 
infestation.  Indigenous  snail  in  these  countries  release 


cercariae  (worm  larvae)  which  penetrate  the  skin  of 
humans  bathing  in  contaminated  waters.  The  parasite 
passes  through  lymph  and  blood  through  the  right 
heart  and  finally  into  the  portal  venous  system.  Mature 
wonns  migrate  in  a retrograde  fashion  into  intestinal 
portal  venules,  deposit  eggs  which  pass  into  the  stool 
(transmucosally)  and  then  into  the  snail  habitat  com- 
pleting the  cycle.  Other  ova  embolize  into  liver  portal 
branches  causing  antigenic  reactions,  presinusoidal 
fibrosis  and  portal  hypertension.' 3 

Parasitic  cirrhosis  differs  from  ethanolie  cirrhosis. 
The  liver  cell  is  relatively  spared  in  the  parasitic  type 
and  the  patient  probably  represents  a better  operative 
risk.  Tributaries  of  the  portal  system  may  be  throm- 
bosed by  the  parasites  and  influence  the  treatment. 
Active  disease  requires  continued  treatment  of  para- 
sitism since  portosystemic  shunts  may  embolize  ova 
into  the  lung  and  cause  pulmonary  fibrosis.  The  in- 
cidence of  hepatic  encephalopathy  is  less  preopera- 
tively  in  schistosomiasis,  but  may  be  high  after  shunt- 
ing surgery. 

Worldwide,  the  methods  of  portal  decompression 
vary  by  location,  the  surgeons’  choice,  and  available 
health  resources  and  include  splenectomy  and  gastro- 
esophageal decongestion,  splenectomy  alone,  and  vari- 
ous shunts  with  or  without  splenectomy.  Because  of 
an  estimated  risk  of  10  to  15  percent  encephalopathy, 
the  distal  splenorenal  may  be  the  best  type  of  shunt. 

In  1 1 patients  operated  in  the  United  States  for 
schistosomiasis  the  surgical  procedures  were:  one 
splenectomy  alone,  five  splenoreal  shunts  with  and 
without  splenectomy,  four  portocaval  shunts,  and  one 
mesoeaval  interposition  shunt.1 

Our  patient  had  no  preoperative  encephalopathy. 
The  liver  functions  and  albumin  were  abnormal.  The 
small  spleen  and  nonvisualized  splenic  vein  were  not 
well  explained:  perhaps  this  was  due  to  continued 
parasitic  involvement.  The  mesoeaval  interposition  H 
shunt  was  chosen  because  of  the  poor  splenic  vein, 
extensive  adhesions  in  the  right  upper  quadrant  due 
to  prior  cholecystectomy,  large  superior  mesenteric 
vein  on  venography,  and  operator  preference. 

SUMMARY 

Hepatic  cirrhosis  and  its  sequelae  in  the  United 
States  is  not  always  due  to  alcoholism.  Foreign-bom 
patients  must  be  evaluated  for  parasitism  by  Schisto- 
soma mansoni  since  the  clinical  manifestation  and 
therapies  require  a tailored  approach. 
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Advances  in  Cancer:  Hormone  Receptors  and 
Their  Role  in  the  Clinical  Management  of  Cancer 


Marvin  A.  Kirschner,  m.d.,  Newark* 


Estrogen  and  progesterone  receptor  measurements  in  tumor 
samples  from  women  with  breast  cancer  have  enabled  clinicians 
to  determine  hormone  responsiveness  and  are  useful  therapeutic 
and  prognostic  guides.  Receptor  measurements  may  prove  useful 
in  Ca  of  endometrium,  prostate , and  other  neoplasms. 


Hormone  responsive  cancers  rep- 
resent an  important  group  of 
tumors  which  the  physician, 
and  particularly  the  oncologist,  deals  with  on  a daily 
basis.  Table  1 lists  cancers  which  may  be  hormone 
responsive  and  their  potentially  stimulating  hor- 
mones. These  neoplasms  are  important  in  clinical  on- 
cology because  1)  the  cancers  listed  are  quite  common 
(it  has  been  estimated  that  50  percent  of  cancers  in 
the  United  States  are  hormone  responsive),  and  2)  the 
growth  of  these  cancers  can  be  influenced  specifically 
by  altering  the  hormonal  environment  of  the  host. 
Thus,  the  clinical  management  of  patients  with 
hormone  responsive  cancers  holds  the  promise  that 
specific  therapies  might  be  used  in  their  management 
above  and  beyond  the  usual  tumoricidal  or  cell  cycle 
agents  used  to  treat  other  solid  tumors. 

The  cancers  listed  in  Table  1 have  in  common  the 
fact  that  the  tissues  of  origin  represent  target  organs 
for  the  action  of  specific  stimulating  hormones.  Breast, 
endometrium,  prostate,  and  thyroid  are  classic  hor- 
monal target  tissues,  whereas  the  relationship  of  glu- 
cocorticoids to  growth  of  lymphoid  tissues  is  less  clear, 
as  is  the  effect  of  androgens  on  renal  tissue.  The  major 
problem  facing  the  clinician  in  dealing  with  these 
cancers,  however,  is  the  ability  to  determine  whether 
a particular  patient  has  a hormone  responsive  neo- 
plasm. If  such  information  could  be  ascertained  on  an 
individual  case  basis,  then  the  trial-and-error  use  of 


hormonal  manipulations  well  might  be  obviated.  It  was 
a major  scientific  advance  when  hormone  receptor 
measurements  were  adapted  to  clinical  oncology  in  a 
specific  attempt  to  determine  hormone  responsiveness 
of  the  particular  neoplasm. 

HORMONAL  RECEPTORS 

The  most  widely  studied  example  of  hormonal 
stimulation  of  target  organs  classically  has  been  that 
of  estrogenic  stimulation  of  uterine  tissue.  Earlier 
studies  by  Allen  and  Doisy  established  the  profound 
stimulatory  effect  of  estrogens  on  the  growth  of  uterine 
tissues  in  laboratory  animals.1  Similarly,  treatment  of 
the  estrogen-stimulated  uterus  by  corpus  luteum  ex- 
tract subsequently  identified  as  progesterone  resulted 
in  prompt  striking  changes  to  the  well-known 
“secretory  pattern.”1,2  Far  less  dramatic,  but  similar, 
changes  were  observed  when  breast  tissue  was  ex- 
posed to  estrogens  and  then  progesterone. 

In  the  modern  era  of  cell  biology,  Jensen  attempted 
to  study  the  events  whereby  estrogens  stimulate  target 
tissues  by  using  radiotracer  methods.  After  success- 
fully synthesizing  estrogens  with  extremely  high  radio- 
tracer  activity,  this  group  demonstrated  that  estrogens 


*Dr.  Kirschner  is  Director  of  Medicine,  Newark  Beth  Israel 
Medical  Center,  and  Professor  of  Medicine,  UMDNJ.  Cor- 
respondence may  be  addressed  to  Dr.  Kirschner,  Newark  Beth 
Israel  Medical  Center,  201  Lyons  Avenue,  Newark,  NJ  071  12. 
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Figure  1— Schematic  representation  of  estrogen  stimulation 
of  mammary  cells.  The  first  step  in  estrogen  action  is  binding 
to  a cytosol  receptor  protein  which  transports  the  estradiol 
to  the  nucleus.  Subsequent  to  this  process,  new  species  of 
messenger-RNA  are  produced  followed  by  protein  synthesis 
which  characterizes  estrogen-stimulated  hormone  action. 


Figure  2 — Schematic  representation  of  hormonal  stimulation 
of  target  tissues.  In  Panel  A,  small  molecular  weight  hormones 
cross  the  cell  membrane,  and  bind  to  a cytosol  receptor  which 
transports  the  hormone  to  the  nucleus  with  subsequent  for- 
mation of  new  species  of  messenger-RNA.  The  large  molecular 
weight  hormones  (B)  bind  to  a cell  surface  receptor  with 
subsequent  activation  of  an  intracellular  messenger  system, 
cyclic  AMP,  which  transmits  hormonal  message  to  the  nu- 
cleus. 

selectively  were  bound  by  the  target  tissues  before 
being  metabolieally  disposed  of  by  liver  and  kidney.3  5 
Further  studies  demonstrated  that  estrogens  were  not 
only  bound  by  target  tissues,  but  were  incorporated 
into  the  nucleus  of  the  target  cells  prior  to  protein 
synthesis  which  characterized  hormonal  stimulation 
of  that  tissue.4  In  the  mid  1960s,  Toft,6  Gorski,7  and 
Jensen4  reported  the  presence  of  specific  estrogen 
binding  proteins  in  the  cytosol  of  estrogen  target  tis- 
sues, as  demonstrated  in  Figure  1 . These  studies  were 
followed  by  observations  that  androgen-responsive  tis- 
sues have  a similar  testosterone  binding  protein.  Stud- 
ies by  Wilson  and  colleagues  demonstrated  that  tes- 
tosterone bound  to  a specific  androgen  receptor  pro- 
tein was  transported  to  the  nucleus  of  the  cell.8  Sec- 
ondary to  this  process,  new  species  of  messenger-RNA 
were  generated  and  protein  synthesis  subsequently 
occurred.  By  contrast  to  the  action  of  estrogens,  an- 
drogens, and  other  lipid  soluble  small  molecular 
weight  hormones,  the  water  soluble  protein  hormones, 
namely  insulin,  ACTH,  and  growth  hormone,  do  not 
appear  to  enter  the  target  cell,  but  rather  bind  to  a 
hormone  receptor  on  the  cell  surface.9  Binding  of  the 
protein  hormones  to  the  cell  surface  of  the  target  tis- 
sue activates  an  intracelluar  messenger,  thought  to  be 
cyclic  AMP,  which  serves  to  transmit  the  hormonal 
message  to  the  cell  nucleus,  with  resultant  new  mes- 


senger-RNA and  subsequent  protein  synthesis  being 
turned  on.  Thus,  there  appear  to  be  two  mechanisms 
by  which  hormones  stimulate  target  tissues,  as  dem- 
onstrated in  Figure  2.  Small  lipid  soluble  hormones 
diffuse  across  the  cell  membrane  and  then  bind  to  a 
specific  cytosol  protein  called  “receptor  protein.”  This 
hormone-receptor  complex  results  in  the  hormone 
being  transported  directly  to  the  nucleus  of  the  cell 
where  it  aligns  with  nucleoprotein  to  stimulate  new 
messenger-RNA,  and  subsequently  protein  synthesis, 
which  characterizes  target  organ  stimulation.  Thus, 
the  cytosol  receptor  proteins  in  target  tissues  may  be 
thought  of  as  “taxi  service”  to  receive  the  hormone 
when  it  enters  the  cell  and  transport  it  to  the  nucleus 
where  it  carries  out  its  action  directly.  Large  molecular 
weight  water-soluble  hormones  bind  to  surface  recep- 
tors on  the  cell  membrane  (Figure  2)  which  results  in 
activation  of  a secondary  intracellular  messenger  sys- 
tem to  translate  the  hormonal  message  to  the  cell  nu- 
cleus where  a similar  process  of  stimulation  and  new 
messenger-RNA  is  formed.9 

ESTROGEN  RECEPTORS 

Approximately  one-third  of  patients  with  metastatic 
breast  cancer  have  hormone  responsive  tumors  which 
respond  favorably  to  additive  or  ablative  forms  of  en- 
docrine therapy,  whereas  in  two-thirds  of  the  patients 
the  tumor  appears  to  be  unresponsive  to  hormonal 
manipulation  and  continues  to  grow  despite  these  ad- 
ditive or  ablative  forms  of  endocrine  therapy.10  Con- 
siderable effort  in  the  past  was  devoted  to  developing 
biochemical  methods  to  identify  those  patients  with 
“hormone-dependent”  tumors.  Earlier  studies  measur- 
ing estrogen  blood  levels  and  androgen/cortisol  ratios 
(Bulbrook  discriminant)  suggested  some  relationships 
between  hormonal  production  and  tumor  responsive- 
ness to  endocrine  therapy;  however,  these  data  clearly 
could  not  be  used  in  planning  therapy  for  the  individ- 
ual patient.11  With  the  discoveiy  that  normal  breast 
tissue  contains  cytoplasmic  estrogen-binding  proteins 
(estrogen  receptors),  it  was  the  early  hope  of  many 
investigators  that  the  determination  of  estrogen  recep- 
tors in  a given  breast  cancer  sample  could  serve  as  the 
biochemical  test  to  determine  whether  that  particular 
neoplasm  was  hormone  responsive.12  Indeed,  in  vitro 
incubation  of  human  breast  cancer  samples  with 
radiotracer  estrogens  demonstrated  the  presence  of 
specific  estrogen  cytosol  receptors  in  approximately  60 
percent  of  resected  samples.1314 

The  link  between  estrogen  receptors  and  hormone 
responsiveness  of  breast  cancer  began  with  experi- 
ments in  rat  breast  cancer  models  by  McGuire  and 
others,  who  readily  observed  the  presence  of  estrogen 
receptors  in  those  experimental  tumors  that  re- 
sponded favorably  to  hormonal  manipulation.1516  By 
1973,  McGuire  and  Leung  reported  the  presence  of 
cytoplasmic  estrogen  receptors  from  human  mammary 
cancer.13 1718  In  July  1974,  the  Treatment  Committee  of 
the  National  Breast  Cancer  Task  Force  of  the  National 
Cancer  Institute  held  a consensus  conference  in  which 
more  than  a dozen  groups  from  around  the  world,  each 
using  different  methodologies  for  assessing  estrogen 
receptors,  reported  their  clinical  findings.  Despite  the 
lack  of  standardization  of  methodology  and  differing 
ground  rules  for  assessing  clinical  response  to  therapy. 


352 


NEW  JERSEY  MEDICINE 


the  results  of  this  conference  were  quite  striking.14 
First,  it  was  observed  that  approximately  60  percent 
of  resected  tumor  samples  contained  estrogen  recep- 
tors. Second,  there  appeared  to  be  a striking  relation- 
ship between  the  presence  of  estrogen  receptors  within 
resected  tumor  samples  and  the  subsequent  favorable 
response  to  either  additive  or  ablative  hormonal  ther- 
apy. As  summarized  by  McGuire,  50  to  60  percent  of 
patients  whose  tumor  tissues  contained  estrogen  re- 
ceptors (ER+)  exhibited  a positive  response  to  hor- 
monal manipulation,  whereas  patients  whose  tumors 
contained  no  estrogen  receptor  (ER-)  exhibited  only  a 
4 to  5 percent  response  to  these  same  hormonal  ma- 
nipulations.14 These  early  studies  demonstrated  that 
the  measurement  of  estrogen  receptors  in  samples 
from  human  breast  tissue  would  enable  the  treating 
physician  to  predict  with  twice  the  usual  trial  and 
error  accuracy  whether  a particular  patient  would  re- 
spond favorably  to  endocrine  treatment.  Equally  im- 
portant, however,  were  the  ER-  patients,  since  it  be- 
came apparent  that  these  patients  had  hormone-un- 
responsive tumors  and  that  various  endocrine  abla- 
tions such  as  oophorectomy,  adrenalectomy,  and  hy- 
pophysectomy  clearly  would  not  benefit  the  patient. 
Thus,  ER-  patients  could  be  spared  these  surgical 
ablative  procedures. 

Over  the  past  decade,  the  use  of  estrogen  receptors 
for  the  clinical  prediction  of  hormonal  responsiveness 
has  become  widespread  and  clinically  routine.  This 
decade  also  has  seen  considerable  refinement  in  tech- 
niques for  determining  estrogen  receptors  in  cancer- 
ous breast  tissue,  from  the  initial  difficult  ultra-cen- 
trifugation methods  to  more  reasonable  competitive 
binding  analyses,  to  even  more  simpler  methods  em- 
ploying monoclonal  antibodies  raised  against  specific 
estrogen  receptor  proteins.19  Most  medical  centers  or 
regional  commercial  laboratories  now  can  readily  per- 
form these  assays  which  should  be  done  routinely  on 
surgically  resected  samples  of  breast  cancer  and/or 
metastases  which  are  amenable  to  surgical  biopsy. 
Such  information  can  be  used  directly  in  designing 
adjuvant  or  other  treatment  protocols,  or  the  infor- 
mation can  be  stored  until  such  time  that  a treatment 
decision  needs  to  be  made. 

Experience  with  the  clinical  use  of  estrogen  recep- 
tors in  the  management  of  patients  with  human  breast 
cancer  has  shown  the  following  clinical  features: 

1 . Tumors  from  postmenopausal  patients  generally 
contain  higher  ER  values  than  premenopausal  pa- 
tients.14 This  is  thought  to  be  due  to  higher  en- 
dogenous estrogen  levels  in  premenopausal  patients 
occupying  receptor  sites  and,  thus,  making  them  un- 
available for  assay. 

2.  There  is  no  correlation  between  histologic  tumor 
type  and  the  presence  of  estrogen  receptors;14  al- 
though there  appears  to  be  a correlation  between  his- 
tologic grade  and  presence  of  estrogen  receptors.10 

3.  There  was  a negative  correlation  between  the  size 
of  the  primary  tumor  and  the  presence  of  estrogen 
receptors.14 

4.  There  was  no  correlation  between  the  clinical 
stage  of  the  patient  in  the  presence  of  estrogen  recep- 
tors in  the  tumor.14 

5.  There  was  no  correlation  between  positive  or 


negative  axillaiy  lymph  nodes  and  the  presence  of 
estrogen  receptors  in  the  primary  tumor.14 

6.  There  was  no  correlation  with  the  location  of  the 
tumor  in  the  breast  and  presence  of  estrogen  recep- 
tors.14 

7.  There  was  no  correlation  between  disease-free 
interval  and  estrogen  receptors.14 

8.  There  appears  to  be  a relationship  between  the 
absolute  value  for  tumor  ER  and  the  response  of  that 
patient  to  endocrine  therapy,  although  this  relation- 
ship does  not  appear  to  be  a linear  one. 

9.  There  appears  to  be  a relationship  between  the 
magnitude  of  the  ER  value  and  the  prognosis  of  the 
patient. 

10.  There  was  good  correlation  between  the  pres- 
ence of  estrogen  receptors  in  the  primary  site  and  in 
areas  of  metastatic  spread.14 

Studies  by  McGuire  and  others  have  suggested  that 
the  magnitude  of  hormone  receptors  contained  within 
breast  cancer  tissue  (particularly  estrogen  receptors) 
might  be  useful  in  predicting  the  prognosis  of  the 
patient.  McGuire  has  shown  that  patients  with  high 
levels  of  estrogen  receptors  have  a better  long-term 
prognosis  than  those  with  intermediate  levels  versus 
those  with  lower  levels  or  no  estrogen  receptors  pres- 
ent.20 In  fact  Osborne,21  Rich,22  and  Clark23  have  sug- 
gested that  the  presence  of  estrogen  receptors  in  re- 
sected tumor  samples  from  a particular  patient  tends 
to  offset  the  poor  prognosis  conveyed  by  the  presence 
of  axillary  node  metastases.  Data  suggest  that  mea- 
surement of  estrogen  receptors  can  direct  the  clinician 
toward  a therapeutic  regime  and  in  assessing  long- 
term prognoses.2424 

PROGESTERONE  RECEPTORS  IN  BREAST  CANCER 

Observations  from  earlier  workers  of  1930  to  1950 
indicated  that  progesterone  affects  target  tissues  only 
after  they  have  been  primed  with  estrogens.  These 
same  target  tissues  appear  to  be  relatively  un- 
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Figure  3 — Schematic  representation  of  estrogen  stimulation 
of  mammary  cells.  Estrogen  binding  and  activation  results  in 
formation  of  new  species  of  proteins.  One  of  the  proteins 
produced  is  progesterone  receptor.  Thus,  measurement  of 
estrogen  receptors  as  well  as  progesterone  receptors  in  breast 
cancer  tissue  tests  the  functional  integrity  of  this  entire 
hormone-mediated  genome. 

responsive  to  progesterone  in  the  absence  of  prior 
estrogen  stimulation.  Since  prior  treatment  of  target 
tissues  with  estrogen  seems  to  be  so  critical  in  the 
subsequent  action  of  progesterone,  Horwitz  and 
McGuire  reasoned  that  estrogenic  stimulation  of 
uterine  and  breast  target  tissues  results  in  production 
of  progesterone  receptors,  as  one  of  its  stimulatory 
effects,  as  demonstrated  in  Figure  3. 2627  If  this  concept 
were  true,  then  measurement  of  progesterone  recep- 
tors in  human  breast  cancer  tissues  would  test  the 
competency  of  the  entire  hormone-mediated  genomic 
system,  and  potentially  could  improve  upon  the  clinical 
value  of  estrogen  receptor  measurements.  This  hypoth- 
esis was  borne  out  by  clinical  data  of  Horwitz  and 
McGuire  (summarized  in  Table  2)  indicating  that  in 
patients  whose  breast  cancer  samples  contained  both 
estrogen  and  progesterone  receptors,  the  responsive- 
ness of  that  patient  to  hormonal  manipulation  was  80 
to  85  percent  in  contrast  to  30  percent  responsiveness 
of  patients  whose  tumors  contained  estrogen  receptors 
only.28,29  Further,  it  was  most  unusual  to  have  a tumor 
sample  contain  progesterone  receptors  and  not  estro- 
gen receptors,  confirming  the  hypothesis  that  estrogen 
binding  to  its  receptor  results  in  progesterone  receptor 
production.  It  seems  apparent  at  this  time  that  the 
combined  determination  of  estrogen  and  progesterone 
receptors  at  the  same  time  from  resected  breast  cancer 
tissue  or  metastases  yields  the  best  information  re- 
garding clinical  responsiveness  of  that  particular 
tumor  to  hormonal  manipulation.27-29 

Further,  recent  data  from  several  laboratories  sug- 
gest that  measurement  of  progesterone  receptors  in 
resected  breast  cancer  tissues  may  yield  improved  in- 
formation on  a long-term  prognosis  for  the  particular 
patient.  At  this  time  it  appears  that  measurement  of 
progesterone  receptors  is  the  single  best  measure- 
ment, exceeding  the  usefulness  of  estrogen  receptors 
in  assessing  prognosis  for  the  breast  cancer  patient.28 

ENDOMETRIAL  CANCER 

Carcinoma  of  the  endometrium  is  the  most  common 
malignancy  of  the  female  genital  tract.  In  the  United 
States,  the  annual  occurrence  rate  is  38,000  new  cases 


per  year  resulting  in  3,200  deaths  per  annum.30 
Although  surgery  and  radiation  therapy  achieve  an  80 
to  90  percent  cure  rate  in  early  stages  of  the  disease, 
most  of  the  deaths  occur  in  advanced  or  metastatic 
endometrial  carcinoma.  While  patients  with  recurrent 
or  metastatic  tumors  require  systemic  therapy,  no  ob- 
jective methods  are  available  to  predict  whether 
hormonal  or  chemotherapy  would  be  beneficial. 

Normal  endometrium  is  a target  tissue  for  steroid 
hormones,  notably  estrogens  and  progesterone.  Estra- 
diol stimulates  mitosis  and  increases  progesterone  re- 
ceptor concentration  in  endometrial  cells,  while  pro- 
gesterone induces  secretory  differentiation  of  en- 
dometrium. 

Since  the  original  observation  of  Kelly  and  Baker 
that  progesterone  may  be  effective  in  the  treatment  of 
recurrent  metastatic  adenocarcinoma  of  the  endo- 
metrium, progestins  routinely  have  been  used  in  this 
group  of  patients.31  Kohom,  in  an  extensive  review  of 
the  literature,  showed  that  the  overall  response  rate 
was  approximately  30  percent  in  patients  treated  with 
progestins.32  Responders  were  most  likely  to  have  re- 
current, well-differentiated  endometrial  lesions.  By 
contrast,  a significant  absence  of  response  to  hor- 
monal manipulation  was  observed  in  poorly  differen- 
tiated endometrial  carcinoma  These  observations 
have  led  to  the  general  notion  that  measurements  of 
progesterone  receptors  in  tumor  tissue  from  patients 
with  endometrial  carcinoma  may  yield  the  same  kind 
of  useful  clinical  data  as  to  responsiveness  of  the  pa- 
tient to  hormonal  therapy,  as  observed  in  patients  with 
breast  cancer.33  Indeed,  recent  reports  indicate  that 
estrogen  and  progesterone  receptor  concentrations 
correlate  well  with  the  degree  of  histologic  differentia- 
tion. The  presence  of  high  progesterone  receptor  con- 
centrations in  well-differentiated  endometrial  car- 
cinomas and  low  to  unmeasurable  levels  of  this  recep- 
tor in  poorly  differentiated  tumors  has  been  widely  re- 
ported.3435 It  should  be  pointed  out  that  the  apparent 
instability  of  the  progesterone  receptors  from  endo- 
metrial cancer  tissue  has  been  a logistical  and  often 
limiting  problem.3637  With  improving  methodology,  it 
will  be  possible  to  measure  both  estrogen  and  proges- 
terone receptors  in  a routine  manner  in  women  with 
endometrial  cancer  as  is  done  in  samples  of  human 
breast  cancer.  At  that  point,  these  measurements  likely 
will  assume  the  clinical  importance  of  predicting  re- 
sponsiveness to  therapy  and  patient  prognosis. 

PROSTATE  CANCER 

Prostatic  cancer  represents  the  second  most  com- 
mon neoplasm  and  the  second  leading  cause  of  cancer 
death  in  men  in  the  United  States,  with  74,000  new 
cases  per  year  resulting  in  19,000  deaths  yearly.38  It 
has  been  estimated  that  only  12,000  new  cases  are 
potentially  curable  when  first  discovered;  thus,  in  80 
percent  of  patients,  the  neoplasm  has  advanced 
beyond  the  locally  resectable  state  at  the  time  of  initial 
diagnosis.  In  contrast  to  patients  with  cancer  of  the 
breast  and  endometrium,  80  percent  of  men  with 
carcinoma  of  the  prostate  initially  have  hormone-de- 
pendent  tumors  and  show  objective  regression  follow- 
ing castration  and/or  estrogen  administration.  How- 
ever, once  the  tumor  has  recurred,  additional  en- 
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docrine  therapy  has  been  of  limited  benefit.39  More 
recently,  medical  adrenalectomy  via  aminoglutethi- 
mide  and  hydrocortisone  has  been  reported  to  produce 
temporary  favorable  results  in  approximately  40  per- 
cent of  patients  with  breakthrough  disease.40'42  Thus, 
this  endocrine  modality  may  be  reasonable  second-line 
therapy.  Clinical  trials  are  underway  using  LH-releas- 
ing  hormone  agonists  in  an  attempt  to  produce  a block 
of  androgen  action  on  prostatic  tissue.43  45 

Androgen  receptor  measurements  in  patients  with 
prostatic  cancer  have  not  been  as  successful  as  in 
patients  with  carcinoma  of  the  breast  or  endometrium. 
Several  reasons  for  the  lack  of  usefulness  of  this  assay 
at  the  present  time  are  as  follows: 

1.  In  many  cases  of  prostatic  cancer,  there  is  inade- 
quate tissue  obtained  for  measurement  of  androgen 
receptors,  since  the  diagnosis  of  prostatic  cancer  fre- 
quently is  established  from  tissue  chips  obtained  dur- 
ing transurethral  resection. 

2.  Methodology  for  measurement  of  androgen  re- 
ceptor in  prostatic  tissue  has  been  most  difficult.  Most 
tissue  samples  also  include  blood,  which  contains  sex 
hormone-binding  globulin,  thus  introducing  an  ex- 
traneous androgen-binding  protein.  Only  recently  has 
it  been  possible  to  overcome  androgen  binding  to 
SHBG  and  other  nonspecific  tissue  factors  enabling 
the  investigators  to  measure  true  androgen  receptor 
protein  contained  with  prostate  tissue.46 

3.  To  date,  it  appears  that  androgen  receptor  pro- 
tein is  ubiquitous  in  normal  prostatic  tissue  as  well 
as  in  cancerous  prostate  tissue.  As  a result,  it  is  not 
possible  to  differentiate  androgen  receptor  that  is 
being  associated  with  tumor  versus  normal  surround- 
ing prostatic  tissue. 

4.  Studies  show  differing  values  for  androgen  re- 
ceptor in  different  regions  of  prostatic  cancer.47 

It  is  apparent  that  until  now,  the  usefulness  of  an- 
drogen receptors  as  a guide  to  therapy  of  patients  with 
prostatic  cancer  or  as  a guide  to  long-term  prognosis 
has  been  nil.  Recently,  Murphy  and  colleagues  have 
described  the  presence  of  estrogen  receptors  in 
prostate  cancer  tissue.48  The  potential  usefulness  of 
this  finding  remains  to  be  explored. 

GLUCOCORTICOID  RECEPTORS 

It  has  been  known  for  a long  time  that  glucocor- 
ticoids exert  many  physiological  effects  on  lymphoid 
tissue.  These  widespread  effects  constitute  the  basis 
for  the  use  of  glucocorticoids  in  the  treatment  of  a wide 
variety  of  immunological  and  inflammatory  diseases, 
as  well  as  in  the  treatment  of  lymphoid  cell  neoplasms. 

Over  the  past  ten  years,  several  investigators  have 
attempted  to  determine  the  presence  of  glucocorticoid 
receptors  in  a wide  variety  of  leukemic  and  lympho- 
blastic malignancies.49'52  The  hope  here  was  that  the 
presence  of  glucocorticoid  receptors  might  serve  as  a 
useful  marker  in  predicting  tumor  responsiveness  to 
glucocorticoids,  as  described  above  for  the  relationship 
of  estrogen  and  progesterone  receptors  in  breast  and 
endometrial  cancer.  To  date,  no  clear  correlations  have 
been  established  between  the  level  of  glucocorticoid 
receptors  and  the  in  vitro  action  of  steroids  in  normal 
or  neoplastic  lymphoid  tissue.  There  may  be  several 
explanations  for  this  lack  of  clearcut  correlation  be- 
tween hormonal  receptors  and  tumor  responsiveness. 


such  as:  1 ) Marked  heterogeneity  of  various  cell  types 
in  these  lympho-leukemic  proliferative  disorders;  and 
2)  Optimal  techniques  for  determining  glucocorticoid 
receptors  may  not  have  been  defined  clearly  as  yet. 
Suggestions  that  the  use  of  whole-cell  assays  for  recep- 
tors determination  with  attempts  to  assay  cells  in  a 
given  phase  of  the  cell  cycle  may  provide  useful  predic- 
tive information  on  glucocorticoid  responsiveness  for 
the  particular  tumor.53 

ANDROGEN  RESPONSIVENESS 

Earlier  observations  suggested  that  various  renal 
enzyme  systems  were  stimulated  by  androgens,  lead- 
ing to  the  possible  speculation  of  a relationship  be- 
tween androgens  and  renal  cell  proliferation.  Indeed, 
several  preliminary  studies  seem  to  suggest  that  renal 
cell  cancer  in  some  cases  can  be  stimulated  by  an- 
drogens. Attempts  to  investigate  the  presence  of  an- 
drogen receptors  in  renal  cell  carcinoma  have  led  to  the 
finding  that  androgen  receptors  are  present,  not  only 
in  the  cytosol  but  in  the  nuclear  fractions  of  isolated 
renal  carcinoma  cells.  Cytosol  androgen  receptors  were 
detected  in  approximately  50  percent  and  nuclear  an- 
drogen receptors  in  57  percent  of  tumors,  reported  by 
Concolino  et  al.54  The  authors  suggest  that  exami- 
nation of  androgen  receptors  in  patients  with  renal  cell 
carcinoma  may  help  to  define  the  hormone-dependent 
human  renal  cell  cancer  and  also  may  be  useful  in 
selecting  patients  to  be  treated  with  antiandrogens 
such  as  medroxy  progesterone  acetate. 

MALIGNANT  MELANOMA 

Observations  suggest  a hormonal  relationship  with 
this  neoplasm.  Women  generally  have  a better  prog- 
nosis than  men.  This  neoplasm  usually  makes  it  ap- 
pearance at  puberty  and  is  exacerbated  during  preg- 
nancy. These  observations  suggest  a relationship 
between  melanoma  and  estrogens.55  Several  groups 
observed  increased  plasma  levels  of  HCGB  in  a high 
percentage  of  patients  with  melanoma  versus  other 
malignancies.5657  Low  levels  of  estrogen  receptors  in 
resected  tumor  samples  from  patients  with  malignant 
melanoma  were  reported.555859 
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NEW  JERSEY  MEDICINE 


Ib  show  you  how  many 
hypertensives  stayed  on 

INDERAE  LA 

(PROPRANOLOL  HCl) 

after  a major  nationwide  trial... 


! 


60,073 patients  (90%)  who  started  on 
NDERAL  LA  stayed  on  INDERAL  LAI 


iurprising?  Not  really. 

Because  most  patients  on  INDERAL  LA  (propranolol  HC1)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients2  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 

sole  therapy  or  concomitant  therapy? 

Tfty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 

The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours. 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 

36%  were  treated  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 

"or  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
rell  be  the  answer. 

Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  and  compliance 

m ONCE-DAILY  mm  m 

INDERAL  LA 

(FftOFWWXa  HCIJ 


LONG  ACTING 
CAPSULES 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma. 

’After  a 30-day  trial  with  INDERAL  LA,  physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA 


The  one  you  know  best 
keeps  looking  better 

\SiISf 
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Please  see  next  page  for  brief  summary  of  prescribing  information 


The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR.) 

INDERAL " LA  ! >rand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride.  INDERAL  LA  is  available  as  60  mg,  80  mg,  120  mg.  and  160  mg  capsules. 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective.  beta-adrenergic  receptor- 
blocking agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor-stimulating  agents  for  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL.  the  chronotropic,  inotropic,  and  vasodi- 
lator responses  to  beta-adrenergic  stimulation  are  decreased  proportionately. 

INDERAL  LA  Capsules  (60. 80. 120.  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for 
the  capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose 
of  INDERAL  Tablets.  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol.  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  the  end  of  the  dosing  interval.  In  most  clinical  settings,  however,  such  as 
hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA  can  provide 
effective  beta  blockade  for  a 24-hour  period. 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension;  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  NDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope.  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus 
bradycardia  and  greater  than  first-degree 
block;  3)  bronchial  asthma;  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is 
secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympa- 
thetic stimulation  may  be  a vital  component 
supporting  circulatory  function  in  patients  with 
congestive  heart  failure,  and  its  inhibition  by 
beta  blockade  may  precipitate  more  severe 
failure.  Although  beta  blockers  should  be 
avoided  in  overt  congestive  heart  failure,  if  nec- 
essary, they  can  be  used  with  close  follow-up  in 
patients  with  a history  of  failure  who  are  well 
compensated  and  are  receiving  digitalis  and 
diuretics.  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy.  Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice.  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  I NDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications. 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS.  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors. 

MAJOR  SURGERY-  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior 
to  ma|or  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the 
heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and 
surgical  procedures 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-recep- 
tor agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine 
or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe  hypotension 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers 

DIABETES  AND  HYPOGLYCEMIA'  Beta  blockers  should  be  used  with  caution  in  diabetic 
patients  if  a beta-blocking  agent  is  required.  Beta  blockers  may  mask  tachycardia  occurring 
with  hypoglycemia,  but  other  manifestations  such  as  dizziness  and  sweating  may  not  be 
significantly  affected.  Following  insulin-induced  hypoglycemia,  propranolol  may  cause  a delay 
in  the  recovery  of  blood  glucose  to  normal  levels. 

THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm.  Propranolol  may  change  thyroid  function  tests, 
increasing  T4  and  reverse  T3,  and  decreasing  T3. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker.  In  one  case,  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 


be  told  that  I NDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead 
return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  hi 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  re 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholam 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  act 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  ororthosl 
hypotension 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administere 
calcium-channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may 
press  myocardial  contractility  or  atrioventricular  conduction  On  rare  occasions,  the  conct 
tant  intravenous  use  of  a beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactii 
especially  in  patients  with  severe  cardiomyopathy,  congestive  heart  failure  or  recent  myo 
dial  infarction 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol 
Ethanol  slows  the  rate  of  absorption  of  propranolol 
Phenytoin,  phenobarbitone,  and  rifampin  accelerate  propranolol  clearance. 
Chlorpromazine.  when  used  concomitantly  with  propranolol,  results  In  increased  plat 
levels  of  both  drugs 

Antipyrine  and  lidocame  have  reduced  clearance  when  used  concomitantly  i 
propranolol 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitc 
with  propranolol 

Cimetidme  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination 
increasing  blood  levels. 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol. 
CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studle 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In 
month  studies  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  wai 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigenic  eft 
at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairmei 
fertility  that  was  attributable  to  the  drug 

PREGNANCY:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxi 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  di 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  shouli 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

NURSING  MOTHERS:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exerc, 
when  INDERAL  (propranolol  HCI)  is  administered  to  a nursing  woman. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  n 
required  the  withdrawal  of  therapy 

Cardiovascular . Bradycardia;  congestive  heart  failure;  intensification  of  AV  block;  hypo 
sion;  paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  ol 
Raynaud  type 

Central  Nervous  System  Light-headedness;  mental  depression  manifested  by  insorr 
lassitude,  weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  vi 
disturbances;  hallucinations;  vivid  dreams;  an  acute  reversible  syndrome  characterize! 

disorientation  for  time  and  place,  short-t 
memory  loss,  emotional  lability,  slig 
clouded  sensorium,  and  decreased  pe 
mance  on  neuropsychometrics.  For  immec 
formulations,  fatigue,  lethargy,  and  v 
dreams  appear  dose  related 
Gastrointestinal:  Nausea,  vomiting,  epii 
trie  distress,  abdominal  cramping,  diarri 
constipation,  mesenteric  arterial  thrombr 
ischemic  colitis 

Allergic:  Pharyngitis  and  agranulocytc 
erythematous  rash,  fever  combined  with  : 
ing  and  sore  throat,  laryngospasm  and  res| 
tory  distress. 

Respiratory  Bronchospasm 
Flematologic:  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purp 
Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  b 
reported 

Miscellaneous:  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impote 
and  Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  invol 
the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have 
been  associated  with  propranolol. 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDE 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therape 
effect  is  maintained  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitut 
INDERAL.  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration 
be  necessary,  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interv 
HYPERTENSION  — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  j 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  ma; 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achie  i 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily.  In  some  instances  a dosage  of 
mg  may  be  required.  The  time  needed  for  full  hypertensive  response  to  a given  dosar 
variable  and  may  range  from  a few  days  to  several  weeks. 

ANGINA  PECTORIS  — Dosage  must  be  individualized.  Starting  with  80  mg  INDERAl 
once  daily,  dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  opt 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level, 
average  optimal  dosage  appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established. 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks 
WARNINGS). 

MIGRAINE  — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAl 
once  daily.  The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  ma; 
increased  gradually  to  achieve  optimal  migraine  prophylaxis.  If  a satisfactory  response  i: 
obtained  within  four  to  six  weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  sh 
be  discontinued.  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of  se\ 
weeks 

HYPERTROPHIC  SUBAORTIC  STENOSIS-80-160  mg  INDERAL  LA  once  daily. 
PEDIATRIC  DOSAGE  — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  tr 
limited  to  permit  adequate  directions  for  use 
*The  appearance  of  these  capsules  Is  a registered  trademark  of  Ayerst  Laboratories, 

REFERENCES: 

1.  INDERAL  LA  National  Compliance  Evaluation  Program.  Data  on  file,  Ayerst  Laborator 

2.  Ravid  M,  Lang  R,  Jutrin  I:  The  relative  antihypertensive  potency  of  propranolol,  oxprer 
atenolol,  and  metoprolol  given  once  daily.  Arch  Intern  Med  1985;  145:1321-1323. 
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PRECAUTIONS.  GENERAL  Propranolol  should  be  used  with  caution  in  patients  with  im- 
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paired  hepatic  or  renal  function.  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should 
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3 years  Gerald  H.  Rozan,  M.D.,  Passaic 

3 years  Michael  M.  Heeg,  M.D.,  Mercer 

3 years  Joseph  P.  Zawadsky,  M.D.,  Middlesex 

3 years  George  L.  Triebenbacher,  M.D.,  Ocean 


3 years  Edward  M.  Coe,  M.D.,  Union 

3 years  George  T.  Hare,  M.D.,  Camden 


•2  years  Edward  A Schauer,  M.D.,  Monmouth 

2 years  William  J.  D’Elia,  M.D.,  Monmouth 

2 years  Myles  C.  Morrison,  Jr„  M.D.,  Morris 

2 years  Frank  Y.  Watson,  M.D.,  Essex 


**1  year 
2 years 
•2  years 
2 years 
2 years 
2 years 


+Robert  J.  Weierman,  M.D.,  Essex 
+Robert  J.  Weierman,  M.D.,  Essex 
Ralph  J.  Fioretti,  M.D.,  Bergen 
S.  Thomas  Carter,  Jr.,  M.D.,  Camden 
William  E.  Ryan,  M.D.,  Mercer 
James  H.  Spillane,  M.D.,  Warren 


2 years  L.  Willis  Allen,  M.D.,  Cumberland 

2 years  Howard  H.  Lehr,  M.D.,  Union 

2 years  John  J.  Pastore,  M.D.,  Cumberland 

2 years  Robert  C.  Emery,  M.D.,  Warren 


2 years  Doulgas  H.  Robinson,  M.D.,  Mercer 

2 years  William  R Nadel,  M.D.,  Union 


2 years  — no  nominee — 

2 years  Glenn  P.  Lambert,  M.D.,  Hunterdon 

2 years  Joseph  W.  Bitsack,  M.D.,  Bergen 

2 years  John  J.  Pastore,  M.D.,  Cumberland 


2 years  Thomas  J.  Connolly,  Jr.,  M.D.,  Hudson 

2 years  Robert  L.  Wegiyn,  M.D.,  Union 

2 years  Matis  A.  Fermaglich,  M.D.,  Bergen 

2 years  Sherman  Garrison,  M.D.,  Cumberland 

2 years  John  J.  Sprowls,  M.D.,  Union 

2 years  Clement  H.  Kreider,  Jr.,  M.D.,  Monmouth 


‘Unexpired  term  in  the  event  Dr.  Costabile  is  elected  2nd  Vice-President. 
+Contingent  candidate. 

•Additional  delegate  allocation  per  AMA  (1987). 

“Unexpired  term  in  the  event  Dr.  Schauer  is  elected  AMA  delegate. 
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DOCTORS’ 

NOTEBOOK 


Trustees’  Minutes 
March  15,  1987 

A regular  meeting  of  the  Board  of 
Trustees  was  held  on  Sunday, 
March  15,  1987,  at  the  Executive  Of- 
fices in  Lawrenceville.  Detailed 
minutes  are  on  file  with  the  sec- 
retaiy  of  your  county  society.  A sum- 
mary of  significant  actions  follows: 

Report  of  the  President  . . . 

( 1 ) Blue  Shield  Medallion  Program 

. . . Suggested  that  physicians  re- 
questing information  on  a new  in- 
surance program  promulgated  by 
Blue  Shield  should  contact  Mr. 
Joseph  C.  Lucci  at  MSNJ  head- 
quarters. 

(2)  Health  Policy  Agenda  for  the 
American  People  . . . Noted  that  Dr. 
Schauer  appointed  Drs.  Formica, 
Cherashore,  Restivo,  Robinson,  and 
Franzoni  to  the  Committee  To  Re- 
view the  Recommendations  of  the 
Health  Policy  Agenda 

Medical-Political  Action  . . . 

Thanked  Dr.  Ryan  for  his  work  in 
political  action,  noting  a letter  solic- 
iting funds  for  MedAe  will  be  sent  in 
the  near  future. 

Report  of  Executive  Director  . . . 

(1)  MSNJ  Paid  Membership  . . . 


Noted  total  1987  paid  memberships 
at  this  time  amount  to  6,212. 

(2)  MSNJ  Financial  Statements 

. . . Approved  the  financial  state- 
ments for  the  period  ending  Januaiy 
31,  1987. 

(3)  Regulations  of  the  State  Board 
of  Medical  Examiners  . . . 

(a)  Pronouncement  of  Death  and 
Completion  of  Death  Certificates 

. . . Observed  that  the  SBME  is  ex- 
pected to  discuss  certain  inconsis- 
tencies in  the  rule  proposal. 

(b)  Nurse  Anesthetists  . . . Noted 
that  the  MSNJ  recommendation 
that  nurse  anesthetists  must  be 
supervised  and  that  no  more  than 
two  nurse  anesthetists  may  be 
supervised  simultaneously  has  been 
approved  tentatively  by  the  SBME. 

(3)  Legislation  . . . 

(a)  Tort  Reform  . . . Re- 
emphasized that  the  President  has 
sent  letters  to  all  members  of  MSNJ 
urging  support  of  tort  reform  legis- 
lation. 

(b)  Medicare  Participation 
(A-2511,  A-3305)  . . . Observed 
that  both  bills  are  stalled  and  a 
substitute  bill  may  be  introduced. 
(Note:  A-251 1 requires  physicians  to 
accept  Medicare  unconditionally 
and  A-3305  requires  physicians  to 
accept  Medicare  assignment  for  ser- 
vices exceeding  $50  when  the  pa- 
tient presents  a Pharmaceutical  As- 
sistance to  the  Aged  and  Disabled 
card  (PAAD).  MSNJ  is  actively  op- 
posed to  both  bills.) 

(c)  Physician  DRG  . . . Noted  that 
the  AMA  has  undertaken  an  all-out 
effort  to  fight  the  inclusion  of  any 
physician  services  (i.e.  radiologists, 
anesthesiologists,  pathologists)  in 
the  DRG  system. 

(d)  Physical  Therapy  (A-2647)  . . . 

Noted  that  A-2647  would  prevent 
physicians  from  employing  physical 
therapists  or  having  a financial  in- 
terest in  a physical  therapy  practice. 
Emphasized  the  disastrous  poten- 
tial effects  should  this  bill  become 
law. 

(5)  AMA  Appointments  . . . 

(a)  Council  on  Long-Range  Plan- 
ning and  Development . . . Learned 
that  Palma  E.  Formica  M.D.  has 
been  reappointed  to  the  AMA  Coun- 
cil on  Long-Range  Planning  and  De- 
velopment beginning  July  1,  1987, 
to  June  30,  1990. 

(b)  Residency  Review  Committee 
for  Pathology  . . . Learned  that 
Carolyn  W.  Watson,  M.D.,  has  been 
appointed  to  the  AMA  Residency  Re- 


view Committee  for  Pathology. 

(6)  HMO /Alternative  Delivery 
Study  . . . Noted  that  the  final  bill 
for  the  study  performed  by  Touche 
Ross  was  $119,000  though  the 
agreement  called  for  $45,000  plus 
expenses:  Mr.  Maressa  wrote  to 
Touche  Ross  stating  that  MSNJ 
would  pay  no  more  than  $71,000. 

(7)  Medicare  Benefits  Explanation 
. . . Was  supplied  a brochure  by  the 
American  Society  of  Internal  Medi- 
cine explaining  Medicare  benefits. 

UMDNJ  Report  . . . Received  as  in- 
formational the  monthly  report  from 
Stanley  S.  Bergen,  Jr.,  M.D.;  the  re- 
port highlights  the  following:  PRO 
will  continue  to  hold  teaching  physi- 
cians responsible  for  the  decisions 
of  their  students;  the  Committee  of 
Interns  and  Residents  after  launch- 
ing a limited  job  action  against  the 
University  agreed  to  participate  in 
the  mediation  sessions — salary  is 
the  issue;  a proposal  to  treat  AIDS 
patients  outside  the  conventional 
hospital  setting  due  to  the  escala- 
tion of  AIDS  statistics;  and  a re- 
quired vaccination  against  hepatitis 
for  all  new  students  of  UMDNJ. 

New  Jersey  Hospital  Association 

. . . Received  as  informational  a re- 
port by  Louis  P.  Scibetta  high- 
lighting the  following;  AIDS  Look 
Back  Program  is  underway;  and  New 
Jersey  hospitals  will  be  reimbursed 
for  Medicare  outpatient  services  in 
accordance  with  the  national  Medi- 
care Prospective  Payment  System, 
resulting  in  the  anticipated  loss  of 
$25  million  in  reimbursement. 

Council  on  Legislation  . . . 

(1)  Action  Deferred  Bills  . . . 

(a)  A- 1242:  To  Establish  a Central 
Registry  of  Persons  Enrolled  in 
Methadone  Programs  . . . Approved 
the  action  of  the  Council  on  Legis- 
lation stating  “disapproved,  because  I 
this  legislation  would  be  impractical 
and  expensive;  also  such  a registry 
reflects  a solution  to  a problem  that 
does  not  exist.” 

(b)  S-1801:  Requires  Food  Pro- 
cessors  and  Public  Elating  Places 
To  Provide  Written  Notice  to  Con- 
sumers, if,  during  the  Course  of 
Processing,  Food  Has  Been  Treated 
with  Radiation  . . . Approved  the 
position  of  active  opposition. 

(2)  Current  State  Legislation  . . . 
Approved  all  the  positions  rec- 
ommended by  the  Council  on  Legis-  | 
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lation  except  for  S-2472  (provides 
that  postgraduate  internship  par- 
ticipants in  approved  programs  may 
write  orders  which  do  not  require 
countersignature  by  a licensed 
physician),  position  changed  to  ap- 
proved: A-3305  (requires  licensed 
health  care  providers  who  treat 
Medicare  enrollees  to  accept  the 
Medicare  fee  determination  if  the 
beneficiary  presents  to  the  provider 
a valid  PAAD  card),  position 
changed  to  active  opposition;  and 
A-3137  (allows  HMO  beneficiaries 
free  choice  of  provider;  limits  HMO 
liability  to  its  established  fee  sched- 
ules; and  in  the  case  of  capitation  or 
salaried  plans  the  Medicaid  fee 
schedule  would  be  used),  discussion 
postponted  until  next  meeting  due 
to  opposition  of  the  bill  from  the 
New  Jersey  Academy  of  Family  Phy- 
sicians. 

Committee  on  Maternal  and  Child 
Care  . . . Approved  the  following  rec- 
ommendation: 

That  the  Medical  Society  of  New  Jersey 
communicate  to  the  Family  Planning  As- 
sociation of  New  Jersey  that  its  Commit- 
tee on  Maternal  and  Child  Care  is  in 
favor  of  family  life  education  as  it  now 
exists  in  the  public  school  system,  with 
curricular  emphasis  on  deterring  un- 
wanted pregnancies. 

New  Business  . . . 

(1)  Nonionic  Contrast  Agents  for 
Intravenous  Administration . . . Re- 
ceived a comprehensive  report  on 
nonionic  contrast  agents  and  asked 
Dr.  Hirsh  to  bring  the  matter  to  the 
attention  of  the  NJHA  Board  of 
Trustees. 

(2)  Senior  Citizens  Forum  . . . 

Noted  that  the  First  Annual  Senior 
Citizens  Forum  will  address  the 
destabilization  of  health  care,  sched- 
uled for  April  9,  1987. 

Correspondence  . . . Reviewed  a let- 
ter from  Congresswoman  Marge 
Roukema  advising  of  a senior 
citizens’  health  forum  in  northern 
New  Jersey;  Secretary  Otis  Bowen 
will  speak  on  comprehensive  in- 
surance coverage  for  catastrophic 
illness  through  Medicare. 


UMDNJ  Notes 

Stanley  S.  Bergen,  Jr.,  M.D. 
President 

The  timing  could  not  have  been 
more  ironic.  On  Tuesday,  March  10, 


the  Vatican  issued  a major  doctrinal 
statement  condemning  the  use  of  in 
vitro  fertilization  and  many  other 
developing  birth  technologies.  Four 
days  earlier,  a 38-year-old  New  Jer- 
sey woman  without  functioning  ov- 
aries tested  pregnant,  after  under- 
going in  vitro  fertilization  with  a 
donated  ovum  at  UMDNJ-University 
Hospital  in  Newark.  The  event  made 
the  University  of  Medicine  and  Den- 
tistiy  of  New  Jersey  only  the  second 
institution  in  the  country  to  achieve 
such  a pregnancy. 

It  is  not  my  purpose  here  to  take 
issue  with  the  Vatican,  other  than  to 
say  that  although  I respect  the  right 
of  the  opinion,  I do  not  think  any 
effort  to  extend  the  jurisdiction  of 
the  doctrinal  statement  to  non- 
Catholics  through  legislation  is  ap- 
propriate. This  is  an  action  that  the 
Vatican  has  urged.  It  well  may  be 
necessary  to  regulate  certain  aspects 
of  the  new  birth  technologies,  but 
not  eliminate  the  procedure  itself. 
An  outright  ban  on  in  vitro  fertiliza- 
tion needlessly  would  deny  the 
fulfillment  of  parenthood  to  many 
patients,  in  the  name  of  a belief  sys- 
tem that  they  may  not  share. 

I am  more  interested  in  describing 
the  procedure  itself,  and  in  express- 
ing the  pride  I feel  that  the  team  of 
physicians  working  on  the  cutting 
edge  of  reproductive  endocrinology 
is  part  of  UMDNJ. 

This  achievement  underscores  the 
importance  of  our  ongoing  drive  to 
attract  top-flight  researchers  and 
clinicians  to  the  faculty.  The  three 
physicians  involved  are  all  relative 
newcomers  to  UMDNJ.  Gerson 
Weiss,  M.D.,  chairman  of  the  Depart- 
ment of  Obstetrics  and  Gynecology 
at  UMDNJ-New  Jersey  Medical 
School,  joined  us  little  more  than  a 
year  ago  after  a decade  at  New  York 
University.  Dr.  Weiss  recruited  his 
two  colleagues,  Cecelia  Schmidt, 
M.D.,  director  of  the  in  vitro  pro- 
gram, and  Dominique  deZiegler, 
M.D.,  who  designed  the  protocol  for 
synchronizing  the  cycles  of  the 
ovum  donor  and  recipient. 

The  need  to  synchronize  the  cycles 
is  what  makes  this  procedure  so 
much  more  difficult  than  a routine 
in  vitro  fertilization.  The  UMDNJ 
team  achieved  the  pregnancy  on  the 
first  try  with  the  first  patient,  a trib- 
ute to  the  efficacy  of  the  innovative 
techniques  they  used. 

Donor-egg  pregnancies  previously 
had  been  achieved  in  Virginia  Israel, 


and  Australia  but  the  UMDNJ  team 
refined  the  procedure  in  two  impor- 
tant ways.  Ova  from  the  donor  were 
retrieved  without  surgery  through 
the  use  of  a transvaginal  ultrasound 
probe.  Use  of  this  probe  dramatically 
lowers  the  threshold  of  the  commit- 
ment that  must  be  made  by  a poten- 
tial egg  donor;  previous  pregnancies 
involved  surgical  removal  of  the  ova 

Previous  procedures  relied  on 
estrogen  pills  to  regulate  the  hor- 
mone level  of  the  recipient,  in  the 
absence  of  functioning  ovaries.  That 
method  caused  nausea  and  was  not 
very  reliable,  because  the  liver 
eliminated  an  unpredictable 
amount  of  estrogen.  In  the  case  of 
the  New  Jersey  woman,  the  estrogen 
was  applied  through  transdermal 
patches,  bypassing  the  liver  and  de- 
livering the  estrogen  directly  to  the 
bloodstream. 

The  process  took  place  in  the  spe- 
cially equipped  Center  for  Fertility 
and  Reproductive  Medicine  at  Uni- 
versity Hospital,  headed  by  Dr. 
Schmidt.  The  Center  offers  women 
the  most  advanced  care  available  for 
disorders  including  infertility,  en- 
dometriosis, premenstrual  syn- 
drome, and  menopause-related  dys- 
functions. 

This  procedure,  and  other  repro- 
ductive breakthroughs,  obviously 
raise  profound  ethical  questions. 
The  painful  Baby  M case  shows  all 
too  clearly  the  potential  for  conflict 
of  values  and  confusion  when  im- 
personal procedures  are  introduced 
into  this  most  personal  of  arenas. 

Despite  these  legitimate  concerns, 
we  remain  committed  to  improving 
the  state  of  the  art  in  reproductive 
technology,  and  in  other  fields  as 
well.  For  every  Baby  M case,  there  are 
many  stories  with  happy  endings 
that  take  place  far  from  the  glare  of 
television  cameras.  And  as  Dr.  Weiss 
points  out,  we  can  take  refuge  if  we 
wish  in  another  religious  message; 
he  refers  to  the  Biblical  injunction  to 
be  fruitful  and  multiply. 


AMNJ  Report 

Arthur  Krosnick,  M.D. 

President 

The  Academy  is  pleased  to  an- 
nounce that  the  New  Jersey  Society 
of  Physical  Medicine  and  Rehabili- 
tation has  joined  our  group  of  af- 
filiated specialty  societies.  The  cur- 
rent officers  of  NJSPMR  are:  Sey- 
mour Pedinoff  D.O.,  President,  M. 
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Noel  Jennings,  M.D..  Vice-President, 
John  J.  Kraus,  M.D.,  Secretaiy,  and 
Robert  Krotenberg,  M.D.,  Treasurer. 

The  Academy  is  sponsoring  a 
number  of  outstanding  major  sym- 
posia April  22,  1987  (Wednesday), 
“Osseointegrated  Implants.”  The 
Academy’s  Dental  Section  is  pre- 
senting an  all-day  meeting  on  this 
topic  of  current  interest  to  practic- 
ing dentists  and  other  health  care 
professionals.  Faculty  will  include 
the  Director  of  Implant  Dentistiy 
from  the  University  of  Pennsylvania 
Dental  School  and  a New  Jersey  or- 
thopedist will  discuss  implants  in 
orthopaedics.  The  chairman  will  be 
Gary  Rosenblatt,  D.M.D.,  and  the 
symposium  will  be  held  at  The 
Mountainside  Hospital,  Montclair. 
May  16,  1987  (Saturday),  “Diabetes 
Mellitus:  Achieving  Control  in  your 


Office  Practice.”  The  all-day  meeting 
will  emphasize  how  to  deal  with 
practical  problems  encountered  in 
an  office-based  practice  and  will 
concentrate  on  procedures  of  clini- 
cal relevance.  Arthur  Krosnick,  M.D., 
will  be  the  chairman  and  the  sym- 
posium will  be  at  the  Sheraton  at 
Woodbridge  Place  and  Towers,  Ise- 
lin.  May  28,  1987  (Thursday),  “Alz- 
heimer’s Disease  Update — 1987.” 
The  all-day  meeting  represents  the 
culminating  event  in  the  Academy’s 
1986-1987  Alzheimer’s  disease 
grant  from  the  State  Department  of 
Community  Affairs  and  Health 
through  the  Brookdale  Foundation. 
An  outstanding  nationally  promi- 
nent faculty  has  been  assembled  to 
address  physicians  and  other  health 
care  providers  who  wish  to  expand 
their  understanding  of  this  illness. 


Breast  Cancer  Program 

Because  early  detection  of  breast 
cancer  can  result  in  a decrease  in 
mortality  of  30  percent,  the  Ameri- 
can Cancer  Society— New  Jersey  Di- 
vision is  sponsoring  a program  to 
make  physicians  and  patients  more 
aware  of  the  usefulness  of  mammog- 
raphy. On  May  16,  1987,  women  can 
go,  by  appointment,  to  their  local 
hospitals  to  learn  breast  self-exam-  J 
ination,  have  a breast  examination, 
and  receive  a voucher  for  a mammo- 
gram (if  she  is  over  35  and  never  had 
one).  This  special  program  is  not  a 
screening  process — it  is  an  educa- 
tional program  for  physicians  and 
consumers.  For  more  information, 
contact  the  American  Cancer  So- 
ciety— New  Jersey  Division  at  201- 
297-8000  or  your  local  county  unit. 


Errata 

The  heading  for  the  second  para- 
graph, second  column  on  page  40  in 
the  article,  “Sialography:  A Brief  Up- 
date,” by  Edward  G.  Moss,  M.D.,  (Vol- 
ume 84:1,  39-41,  1987)  should  read: 
“CHRONIC  NOIVOBSTRUCTIVE 
SIALADENITIS.”  (Italics  indicate 
correction.) 


Physicians  Seeking 
Location  in  New  Jersey 

The  following  physicians  have  written 
to  the  Executive  Offices  of  MSNJ  seek- 
ing information  on  possible  oppor- 
tunities for  practice  in  New  Jersey. 
The  information  listed  below  has  been 
supplied  by  the  physicians.  If  you  are 
interested  in  any  further  information 
concerning  these  physicians,  we  sug- 
gest you  make  inquiries  directly  to 
them. 

ALLERGY — Jerome  Michael  Shier,  M.D., 
11546  February  Cir.,  Apt.  201,  Silver 
Springs,  MD  20904.  UMDNJ  1982. 
Board  eligible.  Also,  clinical  immu- 
nology. Solo  or  partnership.  Available 
July  1987. 

ENDOCRINOLOGY— Madeline  M.  Man- 
zione,  M.D.,  141  Holmes  St.,  Apt.  16, 
Belleville,  NJ  07109.  New  York  Medical 
1979.  Board  eligible.  Board  certified 
(IM).  Group,  partnership,  solo.  Avail- 
able. 

FAMILY  MEDICINE — James  E.  Bellamy, 
D.O.,  1642  N.  Cedar  Loop,  Ardmore,  OK 
73401.  UHS-Com  Kansas  City  1982. 
Board  certified.  HMO,  group,  partner-  ] 
ship.  Available  July  1987. 

Kenneth  W.  Cartaxo,  M.D.,  3 Roosevelt 
Ave.,  West  Orange,  NJ  07052.  Guadala- 


Membership  Directory  Update 

Please  note  the  following 


ADDITIONS 

Essex  County 
Maplewood 

DIX,  M.D.,  Jacquelyn  E„  0B  & GYN, 
1877  Springfield  Ave.,  07040.  Tel. 
273-6733,  761-1990.  1-7  M-Th.  B’50. 
UMDNJ(N)  76.  35152.  D-OG,  FACOG, 
ESSEX  CO,  AMA,  Att,  Beth  Israel, 
Newark. 

Middlesex  County 
East  Brunswick 

KRON,  M.D.,  M.  Stanley,  DIAG  RAD, 
ULTRA,  NUC  MED,  CT,  Rad  Grp  of 

New  Brunswick,  579  Cranbury  Rd, 
08816.  Tel.  390-0030.  By  appt.  B’42. 
Downstate  ’68.  25557.  D-R(DR),  MID 
CO.  Active,  RWJ  Med  Ctr,  New  Bruns- 
wick, Asso,  St.  Peter,  New  Brunswick. 
New  Brunswick 

303  George  St.,  08901.  Tel.  249-4410. 
By  appt. 

Monmouth  County 
Freehold 

KRAKAUER,  M.D.,  Randall  S. 
RHEUM,  Doctors  Park,  900  W.  Main 
St.  07728.  Tel.  780-7650.  B’49.  Albany 
72.  42538.  D-M  (RHEUM)  FACP, 
MON  CO.  Asso,  Freehold  Area,  Free- 
hold, Dir,  St.  Michael,  Newark. 
Roseland 

190  Eagle  Rock  Ave,  07068  Tel. 
226-2224 

Passaic  County 
Fair  Lawn 

ZALKOWITZ,  M.D.,  Alan,  INI  MED, 
RHEUM,  19-21  Fair  Lawn  Ave.,  07410. 


additions  and  corrections: 

Tel.  796-2255.  8-5  Daily.  B’43.  Lou- 
vain 70.  28880.  D-M  (RHEUM)  PAS 
CO.  Att,  Int  Med,  Barnert,  Paterson, 
Valley,  Ridgewood. 

Ridgewood 

The  School  House,  174  Union  St. 
07450.  Tel.  278-2211.  By  Appt. 

CORRECTIONS 

Camden  County 
Cherry  Hill 

BRAVERMAN,  M.D.  Gerald  M.  INT 
MED;  RHEUM,  1034  E Prof  Bldg,  Rt 
70  & Kingston  Dr,  08034.  Tel. 

429-2464.  By  appt.  B’52.  Guadalajara 
78.  39093.  D-M,  CAM  CO,  AMA.  Ac- 
tive, Cooper,  Camden,  Asso,  W Jer- 
sey E.  Voorhees,  Asso,  Garden  State, 
Marlton. 

Essex  County 
Livingston 

ROTHKOPF,  M.D.,  Michael  M„  INT 
MED,  124  E.  Mt  Pleasant  Ave.,  07039 
Tel.  994-0027.  B’53.  East  VA  79. 
37919.  D-M,  ESSEX  CO,  AMA,  Dir, 
Intensive  Care,  VA,  East  Orange,  Att, 
St  Barnabas,  Livingston. 

Middlesex  County 

AGARWAL,  M.D.,  Kishan  C.,  Cons, 
Muhlenberg,  Plainfield,  Elizabeth 
Gen,  Elizabeth,  St  Elizabeth,  Eliza- 
beth, Children’s  Spec.,  Mountainside, 
Christ,  Jersey  City,  Hackensack, 
Hackensack,  Jersey  Shore,  Neptune, 
General,  Passaic,  Kennedy  Mem, 
Saddle  Brook,  St  Clare-Riverside, 
Denville,  Clin  Asst  Prof,  UMDNJ(N), 
Newark. 
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jara  1980.  Board  certified.  Group  or 
partnership.  Available. 

IMMUNOLOGY — Jerome  Michael  Shier, 
M.D.,  11546  February  Cir.,  Apt.  201, 
Silver  Springs,  MD  20904.  UMDNJ 
1982.  Board  eligible.  Also,  allergy.  Solo 
or  partnership.  Available  July  1987. 

INTERNAL  MEDICINE — Harvey  Moss- 
man,  M.D.,  120  Marcellus  Rd„  #2U, 
Mineola,  NY  11501.  Med.  Coll,  of  Pa 
Board  eligible.  Group,  partnership, 
solo.  Available  July  1987. 

Christopher  J.  Nickerson,  M.D.,  421 
Conrad  Rd„  Englewood,  NJ  07631. 
Milan  (Italy)  1977.  Board  certified. 
Group,  partnership,  solo.  Available. 
Jashubhai  G.  Patel,  M.D.,  111-15  66 
Ave„  Apt.  2B,  Forest  Hills,  NY  11375. 
Medical  College  Baroda  (India)  1979. 
Also,  pulmonary.  Board  certified. 
Group  or  partnership.  Available  July 
1987. 

Arvind  Viradia  M.D.,  101  Madison  Rd., 
Parsippany,  NJ  07054.  NHL  Municipal 
(India)  1982.  Group,  partnership,  solo. 
Available. 

NEUROLOGY— M E Dughly,  M.D.,  9001 
Ridge  Ave.,  Unit  28,  Philadelphia  PA 
19128.  Damascus  (Syria)  1974.  Board 
eligible.  Group,  partnership,  solo,  hos- 
pital. Available. 

OBSTETRICS/GYNECOLOGY-Peter 

Corey  Mandal,  M.D.,  4951  Woodstone 
Dr.,  #611,  San  Antonio,  TX  78230. 
Texas  (San  Antonio)  1983.  Board 
eligible.  Group  or  partnership.  Avail- 
able July  1987. 

PEDIATRICS — Susil  Kamar  Malhotra 
M.D.,  2653  South  Blvd.,  Apt.  #154, 
Auburn  Heights,  MI  48057.  Dhanbad 
(India)  1979.  Board  eligible.  Available. 

PSYCHIATRY — Arthur  Dworetz,  M.D., 
2355  Tilbury  Ave.,  Pittsburgh,  PA 
15217.  North  Carolina  1983.  Board 
eligible  1987.  Group,  partnership, 
solo.  Available  July  1987. 

PULMONARY — Jashubhai  G.  Patel,  M.D., 
111-15  66  Ave.,  Apt.  2B,  Forest  Hills, 
NY  11375.  Medical  College  Baroda 
(India)  1979.  Also,  internal  medicine. 
Board  certified.  Group  or  partnership. 
Available  July  1987. 

SPORTS  MEDICINE—  F.J.  Bejjani,  M.D., 
Ph.D.,  375  South  End  Ave.,  New  York, 
NY  10280.  University  of  Paris  1980. 
Board  eligible.  Group  or  partnership. 
Available. 

SURGERY— Peter  H.  Block,  M.D.,  1332 
Weathervane  Ln.,  Apt.  2A,  Akron,  OH 
44313.  New  York  Medical  1982.  Board 
eligible.  Group  or  partnership.  Avail- 
able July  1987. 

Mohamad  S.  Hashim,  M.D.,  200  Tren- 
ton Rd.,  Box  742,  Browns  Mills,  NJ 
08015.  Damascus  (Syria)  1977.  Solo, 
partnership,  clinic,  hospital.  Available. 
Millard  D.  Strutin,  M.D.,  369  Moun- 
tain Ave.,  Springfield,  NJ  07081.  Rome 
1981.  Board  eligible.  Solo.  Available. 


nJV. 


A peripheral 
vasodilator 

for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


LIPO-NICIN 


Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 

3 strengths 


Gradual  Release 

UPO-NICIN®/300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL(B-I) 25mg. 

Riboflavin  (B-2) 2 mg. 

PyridoxineHCL(B-6) 10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Immediate  Release 

LIPONICIN®/250  mg. 

Each  yellow  tablet  contains: 


Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL(B-I) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 

LIPO-NICIN®/100  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 

Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 


Write  for  literature  and  samples 


( BROlWJI  THE  BROWN  PHARMACEUTICAL  CO.,  INC. 
2500  West  Sixth  Street,  Los  Angeles,  California  90057 
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Atlantic  County  Medical  Society 

Mrs.  Carol  Simpson 
Executive  Director 
Shore  Memorial  Hospital 
New  York  Ave. 

Somers  Point,  08244 
Tel:  609-653-3918 

Bergen  County  Medical  Society 

Mr.  George  F.  Willis 

Executive  Director 

Mrs.  Joan  M.  Basic,  CAE 

Executive  Secretary 

302  Union  St.,  Hackensack,  07601 

Tel:  201-489-3140 

Burlington  County  Medical  Society 

Mrs.  Catherine  C.  Pegues 
Executive  Secretary 
P.O.  Box  56,  Medford,  08055 
Tel:  609-654-5255 

Camden  County  Medical  Society 

Ms.  Ardith  R.  Lane 
Executive  Director 
Pavilions  of  Voorhees 
2301  Evesham  Rd.,  Suite  206 
Voorhees,  08043 
Tel:  609-772-0800 

Cape  May  County  Medical  Society 

Mrs.  lone  Williams 
Executive  Secretary 
Burdette  Tomlin  Memorial  Hospital 
Cape  May  Court  House,  08210 
Tel:  609-465-2000,  Ext.  5183 

Cumberland  County  Medical  Society 

Mrs.  Lillian  R.  Ashton 
Executive  Secretary 
3051  N.  East  Ave.,  Vineland,  08360 
Tel:  609-696-9212 

Essex  County  Medical  Society 

Mr.  Arthur  R.  Ellenberger 
Executive  Secretary 
80  Pompton  Ave.,  Verona,  07044 
Tel:  201-239-9392 


Gloucester  County  Medical  Society 

Mrs.  Jeanne  N.  Budd 

Executive  Secretary 

938  Locksley  La.,  Woodbury,  08096 

Tel:  609-845-6161 

Hudson  County  Medical  Society 

Mrs.  Adelene  F.  Lynch 
Executive  Secretary 
Doctors  Office  Bldg. 

142  Palisade  Ave.,  Room  21 1 
Jersey  City,  07306 
Tel:  201-798-0600 

Hunterdon  County  Medical  Society 

Mrs.  Iris  Owens 
Executive  Secretary 
Hunterdon  Medical  Center 
Route  31 , 

Flemington,  08822 
Tel:  201-788-6367 

Mercer  County  Medical  Society 

Mrs.  Joey  Huddy 
Executive  Secretary 
212  Scotch  Rd. 

Trenton,  08628 
Tel:  609-882-1048 

Middlesex  County  Medical  Society 

Mrs.  Mary  Alice  Bruno 
Executive  Director 
575  Cranbury  Rd.,  B-7 
East  Brunswick,  08816 
Tel:  201-257-6800 

Monmouth  County  Medical  Society 

Mrs.  Patricia  Klemm 
Executive  Secretary 
37  Highway  34  South 
Colts  Neck,  07722 
Tel:  201-462-4953 

Morris  County  Medical  Society 

Mrs.  Anne  A.  Marek 
Executive  Director 
51  Elm  St.,  Morristown,  07960 
Tel:  201-539-8888 


Ocean  County  Medical  Society 

Mr.  John  J.  Schaefer 
Executive  Secretary 
4 Citadel  Dr.,  Jackson,  08527 
Tel:  201-367-6633  or 
201-350-2814 

Passaic  County  Medical  Society 

Mr.  William  T.  McGuire 
Executive  Director 
642  Broad  St. 

Clifton,  07013 
Tel:  201-777-2400 

Salem  County  Medical  Society 

Mrs.  Mariana  F.  Spangler 
Executive  Secretary 
P.O.  Box  325 
Pennsville,  08070 
Tel:  609-935-4009 

Somerset  County  Medical  Society 

Mrs.  Betty  Menapace 

Executive  Secretary 

c/o  Somerset  Medical  Ctr.,  Rehill  Ave 

Somerville,  08876 

Tel:  201-685-2910 

Sussex  County  Medical  Society 

Mrs.  Maxine  Crisman 
Executive  Secretary 
R.D.  7,  Box  682 
Newton,  07860 
Tel:  201-383-5413 

Union  County  Medical  Society 

Ms.  Irene  Rosenthal 
Executive  Director 
347  Lincoln  Ave.  East 
Cranford,  07016 
Tel:  201-272-1707 

Warren  County  Medical  Society 

Mrs.  Jeri  Hydusik 
Executive  Secretary 
185  Roseberry  St. 

Phillipsburg,  08865 
Tel:  201-859-6776 
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HEALTHY  COVERAGE 

through  the 

MSNJ  GROUP! 


MSNJ  offers  qualified  doctors  the  comprehensive  protection  most  patients 
enjoy,  with  the  service  and  efficiencies  inherent  to  large,  well-run  group 
plans.  MSNJ  Group  insurance  is  flexible.  You  prescribe  the  plan  that  will 
provide  healthy  coverage  for  yourself,  your  family,  and  your  practice.  Take 
advantage  of  MSNJ  Group  Blue  Cross/Blue  Shield,  Major  Medical  and 
Dental  insurance  . . . it's  good  preventive  medicine! 

Donald  F.  Smith  & Associates 
One  Airport  Place,  Route  206  North 
P.O.  Box  2197 
Princeton,  New  Jersey  08S40 
(609)924  8700  (800)227-6484 


1 DONALD  E SMITHty ASSOCIATES 


STATE-OF-THE-ART 

□ FONAR®  Magnetic  Resonance  Imaging  (MRI) 

No  risk  of  missile  effect  as  with  superconductive  units. 

Unique  capability  of  being  used  with  life  support  systems. 

□ Doppler  Ultrasound  Imaging 
Cardiac  and  Carotid 

□ Computed  Sonography 

□ Low  Dose  Mammography 

□ Fluoroscopy 

□ Traditional  X-rays  (all  low  dose) 


IMAGING 


Utilizing  cardiac  gating, 

MRI  produces  superior  contrast 
resolution  over  CT. 


SERVING  PHYSICIANS  AND  PATIENTS 


Written  reports  and  films  delivered  within  24  hours 
On-site  Board  Certified  Radiologists  • Highly  trained  technicians 
Prompt  scheduling  • Personalized  care  and  attention 

Patient  education  literature,  including  the  viewing  of  VCR  tapes, 
available  prior  to  testing. 


69  Orient  Way 
Rutherford,  NJ  07070 


MEDICAL  IMAGING,  P.A. 

(201)  933-0310 

JOSEPH  INZINNA,  M.D.,  MEDICAL  DIRECTOR 


VOL.  84— NUMBER  5— MAY  1987 


369 


r 

] 

of  New  Jersey 

THE  ANNUAL  AWARDS  DINNER 
OF  THE  ACADEMY  OF  MEDICINE 
OF  NEW  JERSEY 

will  be  held  on 

WEDNESDAY,  MAY  27,  1987 
at  The  CHANTBCLER 

in  SHORT  HILLS,  NEW  JERSEY 


1987  Edward  J.  Ill  Award  Recipient 
PAUL  J.  HIRSCH,  M.D. 

1987  Citizens  Award  Recipient 
MARY  STRONG 


Further  information  can  be  obtained  by  contacting  the 
Academy  of  Medicine  of  New  Jersey  at  1-609-896-1717. 


3RD  ANNUAL 
BLACKWELL  SAWYER 
SYMPOSIUM 

June  6,  1987 
9 A.M.  to  4 PM. 


“Management  of  Cancer  Problems ” 


Community  memorial  Hospital 

Toms  River,  NJ  08753 

201  “349-8000 

CME  Credits  Support:  Category  1 


The  Academy  of  Medicine 
of  New  Jersey 

presents 

Diabetes  Mellitus:  Achieving  Control 
in  Your  Office  Practice 

Saturday,  May  16,  1987 
at 

THE  SHERATON 

Woodbridge  Place  and  Towers 
Iselin,  New  Jersey 

A distinguished  group  of  healthcare  professionals  special- 
izing in  diabetes  has  been  assembled  to  discuss  the  clinical 
management  of  Diabetes  Mellitus. 

The  emphasis  in  each  presentation  will  be  on  practical  prob- 
lems encountered  in  an  office-based  practice  and  will  concen- 
trate on  procedures  of  clinical  relevance. 

Symposium  Chairman:  ARTHUR  KROSNICK,  M.D. 

President,  Academy  of  Medicine  of  New  Jersey 

For  Further  Information  on  Registration,  Faculty  and  Fees, 
Please  Contact: 

Dana  R.  Davies 

Academy  of  Medicine  of  New  Jersey 
Two  Princess  Road 
Lawrenceville,  NJ  08648 
Phone:  (609)  896-1717 


of  New  Jersey 


Co-sponsored  by  ELI  LILLY  AND  COMPANY 


The  Academy  of  Medicine 
of  New  Jersey 

in  cooperation  with 

The  Anna  Alexander  Greenwall  Geriatric  Program 
at  Monmouth  Medical  Center 
and 

The  New  Jersey  State  Departments 
of  Health  & Community  Affairs 
through  a grant  from 
The  Brookdale  Foundation 

present 

ALZHEIMER’S  DISEASE  UPDATE— 1987 

Thursday,  May  28,  1987 
8:00  a. m. -5:00  p.m. 

at 

MONMOUTH  MEDICAL  CENTER 


Main  Auditorium 
300  Second  Avenue 
Long  Branch,  New  Jersey 

Alzheimer’s  disease  afflicts  over  three  million  individuals  in  this  country. 
With  more  people  reaching  “golden  pond"  the  prevalence  of  this  dis- 
order is  expected  to  rise  significantly  in  the  near  future. 

This  conference  is  directed  at  physicians  and  other  health  care 
providers  who  wish  to  expand  their  understanding  of  this  illness. 
The  course  faculty  has  been  carefully  selected  for  their  expertise  in  this 
field  and  their  dedication  to  better  understand  and  treat  individuals 
afflicted  with  Alzheimer’s  disease. 

Conference  Chairman:  JOEL  S.  GROSS,  M.D. 

For  Further  Information  on  Registration, 

Faculty  and  Fees, 

Please  Contact: 


of  New  Jersey 


Dana  R.  Davies, 

Academy  of  Medicine  of  New  Jersey 
Two  Princess  Road, 

Lawrenceville,  NJ  08648 
Phone:  (609)  896-1717 
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CME  Calendar 


The  following  is  a list  of 
continuing  medical 
education  courses  for  the 
next  two  months.  Contact  the 
sponsoring  organization  for 
further  information. 


This  list  is  compiled  through  the  coop- 
eration of  the  Committee  on  Medical 
Education  of  the  Medical  Society  of  New 
Jersey,  The  Academy  of  Medicine  of 
New  Jersey,  the  New  Jersey  Chapter  of 
the  American  Academy  of  Family  Physi- 
cians, and  the  Office  of  Continuing 
Medical  Education  of  the  UMDNJ.  For 
information  on  accreditation,  please 
contact  the  sponsoring  organization(s), 
indicated  by  italics— last  line  of  each 
item. 


ANESTHESIOLOGY 

June 

1 Lecture  Series 

8 7:45-8:45  am. — Newark  Beth  Israel 
15  Medical  Center,  Auditorium, 

22  Newark 

29  (UMDNJ  and  Newark  Beth  Israel 
Medical  Center) 

3  Anesthesiology  Grand  Rounds 

10  4 p.m. — 1 00  Bergen  St.,  Newark 

17  (UMDNJ) 

24 

CARDIOLOGY 

June 

2 Ventricular  Arrhythmias  and  New 
Antiarrhythmic  Agents 

7-8  p.m —West  Hudson  Hospital, 
Kearny 

(AMNJ,  West  Hudson  Hospital) 

3 Advances  in  Cardiology 

1  1:30  am  — Rahway  Hospital, 
Conference  Rm. 

(Rahway  Hospital  and  AMNJ) 

9 University  Echo  Club 

7:30  p.m.— University  Hospital, 

Rm.  H-349,  Newark 
(UMDNJ) 

MEDICINE 

June 

1  University  Hospital  Tumor 
8 Conference 


15  8 am. — University  Hospital, 

22  Rm.  H-349,  Newark 

29  (UMDNJ) 

2  Pulmonary  Conference 

9 8-9  p.m— University  Hospital, 

16  Rm.  H-349,  Newark 

23  (UMDNJ) 

30 

2 Rheumatology  Staff  Conferences 

5:30  p.m. — Robert  Wood  Johnson 
Medical  School,  Academic  Health 
Science  Ctr.,  Rm.  393, 

New  Brunswick 
(UMDNJ) 

3 Continuing  Education  Series 

17  1986-1987 

4: 1 5-5: 1 5 p.m. — 1199  Pleasant 
Valley  Way,  West  Orange 
(Kessler  Institute  for 
Rehabilitation) 

3  Lecture  Series:  1986-1987 

10  10:30-12  noon — Christ  Hospital, 
Jersey  City 

(AMNJ) 

3 Symposium  on  Gastroenterology 
and  Infectious  Diseases 

9-4  p.m. — Overlook  Hospital, 
Auditorium,  Summit 
(AMNJ) 

3 NJ  Gastroenterological 
Society/NJ  Society  for 
Gastrointestinal  Endoscopy 

2-5  p.m. — Joint  Annual  Meeting, 

The  Manor,  West  Orange 
(UMDNJ) 

3 Proper  Use  of  Antibiotics 

10:30  am. — St.  Mary’s  Hospital, 

Passaic 

(UMDNJ) 

4 Blood  Bank  Conference 

1 1 4-5  p.m. — University  Hospital, 

18  Rm.  C- 128,  Newark 
25  (UMDNJ) 

4  Allergy,  Immunology,  and 
1 1 Infectious  Diseases 

18  1 1-12p.m  — Children’s  Hospital, 

25  Newark 
(UMDNJ) 

4 20th  Annual  CME  Series: 

11  1986-1987 

18  5-6  p.m. — Somerset  Medical  Center, 
Somerville 

(AMNJ) 

5 Rehabilitation  Medicine  Grand 
Rounds 

1 :30-2:30  p.m .— New  Jersey  Medical 

School,  Newark 

(UMDNJ) 

5  Asbestosis 

8:30  am.— United  Hospitals  Medical 
Center,  Annex  Auditorium,  Rms.  B 
and  C,  Newark 
(UMDNJ) 

5  Nonoperative  Management  of 
Chronic  Back  Pain 

12  noon— St.  Mary’s  Hospital, 

Orange 

(AMNJ) 

5 Urology  Basic  Science  Conference 

12  3-4  p.m  — New  Jersey  Medical 

19  School,  Room  C-600,  Newark 

26  (UMDNJ) 

5 Urology  Grand  Rounds 

1 2 4-6  p.m. — New  Jersey  Medical 

19  School,  Newark 
26  (UMDNJ) 


5 Pain  Management  Center 

12  8 am  — 100  Bergen  St.,  Newark 

19  (UMDNJ) 

26 

9 Diabetes 

8:30  am. — Palisades  General 
Hospital,  North  Bergen 
(AMNJ) 

1 0 Emergency  Center  Triage  in 
Trauma  Cases 

1 1:30  am. — Rahway  Hospital, 
Conference  Rm. 

(Rahway  Hospital  and  AMNJ) 

1 0 Food  Alergy:  Fad  or  Fact 

10:30  a.m.— St.  Mary’s  Hospital, 

Passaic 

(UMDNJ) 

12  Current  Clinical  Concepts  in 
Rheumatology/  Immunology 

1 2: 1 5- 1 : 1 5 p.m. — Kennedy  Memorial 
Hospital,  Conference  Rm. 

(UMDNJ) 

1 2 Current  Status  of  Vasodilator 
Therapy  in  LV  Failure 

8:30  am. — United  Hospitals  Medical 
Center,  Annex  Auditorium,  Rms.  B 
and  C,  Newark 
(UMDNJ) 

13  7th  Annual  Advances  in 
Gastroenterology 

7:30  am.-4  p.m— Bally’s  Park  Place 
Casino  Hotel,  Atlantic  City 
(AMNJ) 

16  Hypertension  in  the  Elderly 

12  noon — St.  Mary’s  Hospital, 
Orange 

(AMNJ,  St  Mary's  Hospital) 

16  Cyclosporine  Nephrotoxicity 

4- 5  p.m. — Robert  Wood  Johnson 
Medical  School,  Rm.  393, 

New  Brunswick 

(UMDNJ) 

17  Regional  Urology  Rounds 

7-8:30  am. — Robert  Wood  Johnson 
Medical  Center,  Rm.  108B, 

New  Brunswick 
(UMDNJ) 

17  The  Future  of  Transplantation 

12  noon-1  p.m  — Robert  Wood 
Johnson  Medical  Center,  Medical 
Education  Building,  Rm.  102, 

New  Brunswick 
(UMDNJ) 

17  Interhospital  Rheumatology 
Rounds 

4:30-6  p.m. — University  Hospital, 
Rm.  1-355,  Newark 
(UMDNJ) 

1 7 Current  and  Future  Approaches  to 
Therapy  of  Parkinson's  Disease 

1 1:30  am. — Rahway  Hospital, 
Conference  Rm. 

(Rahway  Hospital  and  AMNJ) 

1 8 Hot  Tips  from  the  Journals 
1986-1987 

5- 6:30  p.m. — Somerset  Medical 
Center,  Fuld  Auditorium, 

Somerville 

(Somerset  Medical  Center  and 
AMNJ) 

1 8  20th  Annual  CME  Series 
1986-1987 

5-6:30  p.m. — Somerset  Medical 
Center,  Somerville 
(AMNJ) 
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NEW  YORK 
FERTILITY  RESEARCH 
FOUNDATION,  INC. 

For  the  Investigation  of 

Problems  of  Human  Infertility 

The  Foundation  provides  a complete 
diagnostic  and  consultation  service  for  in- 
fertile couples.  Investigations  are  con- 
ducted by  well-known  specialists  in  con- 
junction with  consultants  in  the  various 
fields  of  medicine  related  to  infertility. 

The  Foundation  is  supported  by  an  in- 
house  modern  laboratory  equipped  to  do 
most  tests  required  for  diagnosis  and 
treatment.  Literature  on  request. 

1430  Second  Avenue,  Suite  103 
New  York,  N.Y.  10021 
Phone:  (212)  744-5500 


MONDAY  TO  FRIDAY 
OCTOBER  5-9, 1987 

FIVE  DAY 
EMERGENCY 
MEDICINE 
BOARD  REVIEW 

inDc 

COURSE 


Bellevue  Hospital  Center 
Emergency  Services 


An  intensive,  five-day  course  providing: 

• a concentrated  review  and  update  of  Emergency  Medicine  topics 

• analysis  of  relevant  articles  from  the  past  six  years  of  Emergency 
Medicine  literature 

• interaction  regarding  clinical  controversies  in  management 
techniques 

• sessions  in  written  test-taking,  and  oral  problem  solving  in  ED 
medicine 

• group  sessions  to  assist  participants  with  Oral  Board  preparation 

• review  of  sample  multiple  choice  questions  with  emphasis  on 
test  taking  techniques 

• special  opportunity  for  1 on  1 sessions  with  Board  certified  fac- 
ulty to  be  provided  on  an  ongoing  basis  throughout  the  course 

TUITION:  $600 

Accreditation:  36.5  AMA  Category  I credit  hours 

For  further  information:  NYU  Post-Graduate  Medical  School, 

550  First  Avenue,  New  York,  N.Y.  10016  (212)  340-5295 
(24-hour  service)  NJM5/87 


THE  LSKOFF  CARDIOVASCULAR  INSTITUTE 

and 

THE  DIVISION  OF  CARDIOLOGY 
HAHNEMANN  UNIVERSITY 

PRESENT 


CARDIOLOGY  TODAY 

May  27,  1987 


“Management  of  Congestive 
Heart  Failure” 

MODERATOR:  WILLIAM  S.  FRANKL,  M.D. 


4:00 

PM 

DIAGNOSIS:  IMAGING 

Gary  S.  Mintz, 

M.D. 

4:30 

PM 

STANDARD  THERAPY 

Bruno  Manno, 

M.D. 

5:00 

PM 

NEWER  THERAPY 

Mariell  J.  Likoff, 

M.D. 

5:30 

PM 

DIALYSIS 

Charles  Swartz, 

M.D. 

Designed  for  the  physician  in  practice  faced  with  the  care  of  critically  ill  patients. 
CME  CATEGORY  I CREDITS  CERTIFIED  • NO  REGISTRATION  FEE  REQUIRED 
Conferences  are  held  in  Lecture  Hall  “A” 

Second  Floor— New  College  Building 
Hahnemann  University,  15th  and  Vine  Streets,  Philadelphia,  PA  19102 
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18  Reflex  Sympathetic  Dystrophy 
Pain  Therapy 

1  1:00a.m.— St.  Joseph  Hospital, 

Paterson 

(UMDNJ) 

1 8 Management  of  Hepatitis  and 
Drug-Induced  Liver  Disease 

3:00  p.m. — Ancora  Psychiatric 
Hospital,  Hammonton 
(UMDNJ) 

19  Deviants,  Drugs,  and  the  Red 
Snapper:  Tuberculosis  Then  and 
Now 

8:30  a.m.— United  Hospitals  Medical 
Center,  Annex  Auditorium,  Rms.  B 
and  C,  Newark 
(UMDNJ  and  N.J.M.S.) 

24  Clinical  Decision  Analysis 
1 2 noon- 1 p.m  — Robert  Wood 
Johnson  Medical  School,  Medical 
Education  Building,  Rm.  102, 

New  Brunswick 
(UMDNJ) 

26  Medical  Mortality  Conference 

8:30  a.m.— United  Hospitals  Medical 
Center,  Annex  Auditorium,  Rms.  B 
and  C,  Newark 
(UMDNJ  and  N.J.M.S.) 

27  Issues  and  Advances  in  Medicine, 

28  ’87 

Hyatt  Hotel,  Princeton 
(AMNJ) 

NEUROLOGY/PSYCHIATRY 

June 

2 Case  Seminars  and  Supervision 
16  To  Improve  Psychotherapeutic 

Techniques 

8- 1 0 p.m  — 3 1 2 Harding  Drive, 

South  Orange 

(AMNJ) 

3 Grand  Rounds/Psychiatry 

1 0:30- 1 2 noon — New  Jersey 
Medical  School,  Newark 
(UMDNJ) 


4  Neurology  Grand  Rounds 

1 1 3-5  p.m. — Robert  Wood  Johnson 

18  Medical  Center,  Medical  Education 
Building,  Rm.  108A 
New  Brunswick 
(UMDNJ  and  AMNJ) 

4 Alzheimer’s  Disease 

1 1 :00  a.m. — St.  Joseph's  Hospital 
and  Medical  Center,  Paterson 
(AMNJ) 

4 Case  Seminars  and  Supervision 
18  To  Improve  Psychotherapeutic 
Technique 

8- 1 0 p.m  — 3 1 2 Harding  Drive, 
South  Orange 

(Advanced  Psychiatric  Study 
Group  and  AMNJ) 

4 Neurology  Grand  Rounds 

11  3-5  p.m. — Robert  Wood  Johnson 

18  Medical  School,  Medical  Education 
Building,  Rm.  108A 
New  Brunswick 
(UMDNJ) 

8  Alzheimer’s  Disease 

7- 8  p.m— Burlington  County 
Memorial  Hospital,  Mt.  Holly 
(UMDNJ) 

1 1 Neurobiological  Mechanisms  of 
Major  Psychiatric  Disorders 

1 8 Group  Interactions  in  Treatment 
of  Geriatric  Patients 

12  noon-1  p.m. — Carrier 
Foundation,  Belle  Mead 
(Carrier  Foundation) 

12  Neurological  Implications  of 
Lactic  Acidosis 

8- 9  am. — Overlook  Hospital, 
Summit 

(Overlook  Hospital  and  AMNJ) 

1 6  Hypertension  in  the  Elderly 

12  noon — St.  Mary’s  Hospital, 

Orange 

(AMNJ) 

1 8 PRO — Its  Present  Impact  and 
Future  Implication 


5:30-6:30  p.m. — Carrier  Foundation, 

Belle  Mead 

(Carrier  Foundation) 

18  Reflex  Sympathetic  Dystrophy- 
Pain  Therapy 

1 1:00  am. — St.  Joseph’s  Hospital. 

Paterson 

(AMNJ) 

23-  Beyond  Despair:  Empowerment  in 
24  a Nuclear  Age 

All  Day — Carrier  Foundation, 

Belle  Mead 
(Carrier  Foundation) 

July 

2  Caring  for  the  Caretakers: 

Treating  Impaired  Professionals 
9 Calming  the  Agitated  Elderly 

Patient 

1 6 Creative  Theater  as  Therapy 
30  Getting  Alcoholics  from  Your 

Office,  into  Treatment,  and  Back 
to  Your  Office 

12  noon-1  p.m. — Carrier 
Foundation,  Belle  Mead 
(Carrier  Foundation) 

OBSTETRICS/GYNECOLOGY 

June 

5-  Annual  Meeting— NJ  Obstetrical 
6 and  Gynecological  Society 

Trump  Plaza  Atlantic  City 
(AMNJ) 

PATHOLOGY 

June 

2 Anatomic  Pathology  Specialty 
9 Conference 

16  5: 15-6  p.m. — New  Jersey  Medical 
School,  Medical  Science  Building, 
Rm.  C-355,  Newark 

(UMDNJ) 

3 Experimental  Pathology  Seminar 

12  noon— New  Jersey  Medical 
School,  Medical  Science  Building, 
Rm.  C-555,  Newark 
(UMDNJ) 

3 Pathology  Grand  Rounds 

10  1:30-5:30  p.m.— New  Jersey  Medical 

17  School,  Room  C,  Newark 
24  (UMDNJ) 

6 Pathology-GI  Conference 

9 3 p.m. — University  Hospital, 

16  Rm.  E-155,  Newark 

23  (UMDNJ) 

30 

9 Renal  Biopsy  Conference 

12:30-2  p.m  — Bamert  Memorial 
Hospital,  Conference  Rm.,  Paterson 
(Barnert  Memorial  Hospital) 

10  Neuropathology  Conference 

24  1 0:30- 1 2 noon— New  Jersey 
Medical  School,  Rm.  C-555,  Newark 
(UMDNJ) 

18  Renal  Pathology  Conference 

4  p.m. — University  Hospital,  Room 

E- 1 55,  Newark 

(UMDNJ) 

PEDIATRICS 

June 

5  Children’s  Pediatric  Surgical 
1 2 Conference 

19  8 am  — United  Hospitals  Medical 
26  Center,  Rm.  A Annex  Bldg.,  Newark 

(UMDNJ) 

5 Pediatric  Distinguished  Lecture 
12  Series 


ARE  YOU  MOVING? 

If  so,  please  send  a change  of  address  to  NEW  JERSEY 
MEDICINE,  Medical  Society  of  New  Jersey,  Two  Princess 
Road,  Lawrenceville,  NJ  08648,  at  least  six  weeks  before 
you  move. 


Name 

Address 

City State Zip 

County - 
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THE  PHILADELPHIA  HEART  INSTITUTE 

of  Presbyterian-University  of  Pennsylvania  Medical  Center 


CARDIOLOGY  UPDATE  . . . 


is  designed  for  the  Physician  and  provides  an  intensive  survey  of  the 
current  status  of  Clinical  Cardiology  . . . 

WEDNESDAY 

JUNE  3,  1987 
3:00  to  5:30  PM 

DIAGNOSIS  AND  MANAGEMENT  OF 
CARDIOMYOPATHY 

MODERATOR:  TERRY  LANGER,  M.D. 


Classification  and  Clinical,  Hemodynamic  and  Ventriculographic 
Findings 

Abdulmassih  Iskandrian,  M.D. 

Case  Presentations 

Michael  Blick,  M.D. 

Drug  Treatment:  Long  Term  Results 

Garo  Garibian,  M.D. 

Cardiac  Transplantations:  Current  Status 

Paschal  Spagna,  M.D. 

Questions  and  Answers 

The  Audience 

• No  Registration  Fee 

• No  Advance  Registration  Required 

• CME  Credits* 


* * Wine  and  Cheese  Served  Following  Each  Session  * * 

Scheie  Eye  Institute  Auditorium 
Presbyterian-University  of  Pennsylvania 
Medical  Center 
39th  and  Market  Streets 
Philadelphia,  Pennsylvania 

Parking  Available  (at  discount  rate.) 

*The  University  of  Pennsylvania  School  of  Medicine  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  to  sponsor 
continuing  education  for  physicians.  The  University  of  Pennsylvania  School  of  Medicine  designates  this  continuing  medical  activity  for  22 .5 
credit  hours  of  Category  I of  the  Physicians  Recognition  Award  of  the  AMA  (2.5  credit  hours  each  lecture). 
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8 a.m. — Overlook  Hospital,  Wallace 

Auditorium,  Summit 

(AMNJ) 

5 Advances  in  Pediatrics 

12  9:30- 10:30  a.m.— New  Jersey 

19  Medical  School,  Medical  Science 
26  Building,  Rm.  B-6 10,  Newark 
(UMDNJ) 

10  Pediatric  Update:  1987 

9: 1 5-4:30  p.m. — Meadowland 
Racetrack,  Hambletonian  Room, 
East  Rutherford 
(AMNJ) 

SURGERY 

June 

1  Surgical  Grand  Rounds/ 

8 Distinguished  Lecture  Series 

15  4:30-6  p.m  — New  Jersey  Medical 

22  School,  Newark 
29  (UMDNJ) 

1 Orthopedic  Grand  Rounds  and 
8 Lecture  Series 

15  6-8  p.m. — New  Jersey  Medical 

22  School,  Medical  Science  Building, 
29  Rm.  B-556,  Newark 
(UMDNJ) 

2 Surgery:  Visiting  Professor 
Program 

5-6  p.m. — Robert  Wood  Johnson 
Medical  Center,  Lecture  Hall  102, 
New  Brunswick 
(UMDNJ) 

3 Joint  Annual  Meeting  of  the 
N.J.  Gastroenterological 
Society/N.  J.  Society  for 


Gastrointestinal  Endoscopy 

2-5  p.m. — The  Manor,  West  Orange 
(AMNJ) 

3 Surgical  Grand  Rounds 

8:30- 1 0 am. — Robert  Wood  Johnson 
Medical  School,  Rm.  102, 

New  Brunswick 
(UMDNJ) 

3 Trauma  Conference 

10  8 am. — University  Hospital,  Newark 

17  (UMDNJ) 

24 

3 Surgical  Grand  Rounds 

10  8:30-10:30  am  — Robert  Wood 

17  Johnson  Medical  School,  Lecture 

24  Hall  102,  New  Brunswick 
(UMDNJ) 

4 Arthroscopic  Surgery 

1 -2  p.m— Satellite  Teleconference, 
satellite  telecast  to  New  Jersey 
hospitals 
(UMDNJ) 

4 Vascular  Surgery  Conference 

1 1 Rounds 

18  4 p.m. — Robert  Wood  Johnson 

25  Medical  School,  Medical  Education 
Building,  New  Brunswick 
(AMNJ) 

5 Cancer  Research  Colloquium 

1 2  noon- 1:15  p.m. — New  Jersey 
Medical  School,  Medical  Science 
Building,  Rm.  G-506B,  Newark 
(Newark) 

13  7th  Annual  Advances  in 
Gastroenterology 

7:30  am.-4  p.m —Bally's  Park  Place 


Casino  Hotel,  Atlantic  City 
(AMNJ) 

16  Urology/IVP  Conference 

4-6  p.m. — New  Jersey  Medical 
School,  Rm.  600,  Newark 
(UMDNJ) 

25  Distinguished  Lecture 
Series — Neurosurgery 

4-5:30  p.m. — University  Hospital, 
Rm.  E-343,  Newark 
(UMDNJ) 

26  Cardiothoracic  Journal  Club 

7:30  p.m. — 13  Ridgeway  Drive, 

West  Orange 
(UMDNJ) 

SURGICAL  SPECIALTIES 
June 

4 Vascular  Surgery  Conference 
1 1 Rounds 

18  4-5  p.m. — Robert  Wood  Johnson 

25  Medical  School,  Medical  Education 
Building,  New  Brunswick 
(UMDNJ) 

17  Ophthalmology/Grand  Rounds 

7-9  p.m.—  Eye  Institute  of  New 
Jersey,  Annex  Auditorium,  Rooms 
B and  C,  Newark 
(UMDNJ) 

MISCELLANEOUS 

June 

23  Beyond  Despair:  Empowerment  in 

24  a Nuclear  Age 

8:30  am. -4:30  p.m  — Carrier 
Foundation,  Belle  Mead 
(Carrier  Foundation) 


1987  MSNJ  MEMBERSHIP  DIRECTORY 

The  1987  Membership  Directory  of  the  Medical  Society  of  New  Jersey  is 
available.  The  latest  issue  contains  all  vital  statistics  on  the  membership  of  the 
Medical  Society  of  New  Jersey,  as  well  as  information  on  most  hospitals  in  the 
Garden  State. 

All  members  of  the  Medical  Society  of  New  Jersey  will  receive  a free  copy. 
Copies  of  the  600-plus  page  Directory  are  available  for  $50  plus  sales  tax. 

Please  complete  the  form  and  submit  with  payment  for  quick  delivery  of 
this  valuable  edition. 

YES!  I want  to  receive copies  of  the 

MSNJ  MEMBERSHIP  DIRECTORY 

I have  enclosed  $50  plus  sales  tax  for  each  Directory. 

Make  checks  payable  to  the  Medical  Society  of  New  Jersey. 

Membership  Directory 
Medical  Society  of  New  Jersey 
Two  Princess  Road 
Lawrenceville,  NJ  08648 

Name — 

Address  — 
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NEwZj Icolth.  Inc. 

Offering  Business  Expertise  to 
Health  Care  Practitioners 

“Your  specialty  is  health  care. 
Ours  is  business. 

Let  us  help  you 
strike  a perfect  balance!” 

7 EAST  MAIN  ST. 
MOORESTOWN,  NJ  08057 
(609)  866-1777 


flRSTJERSEY 

NATIONAL  BANK 

We  are  pleased  to  announce  that 
DAVID  J.  SHUFFLER 
has  joined  the 

FIRST  JERSEY  NATIONAL  BANK 
as  a Vice  President  in  the 
Commercial  Banking  Division. 

Mr.  Shuffler  will  manage  the  newly  formed 
Medical  and  Dental  Banking  Department. 
Heights  Plaza 
777  Terrace  Avenue 
Hasbrouck  Heights.  New  Jersey 
(201)  795-5998 


' '8 24  ' 


JEFFERSON  MEDICAL  COLLEGE 
THOMAS  JEFFERSON  UNIVERSITY 
IN  HISTORIC  PHILADELPHIA 


THE  DEPARTMENT  OF  OTOLARYNGOLOGY 
AND  THE  OFFICE  OF 
CONTINUING  MEDICAL  EDUCATION 

present 

THE  USE  OF  THE  C02  LASER 
FOR  HEAD  AND  NECK  SURGERY 

at  Jefferson  Medical  College 
Philadelphia,  PA. 

A two  day  workshop  given  on  the  following  dates: 

May  29-30,  1987 
and 

October  9-10,  1987 

ANESTHESIOLOGISTS: 

• limited  to  28  participants 

• 8 credit  hours  in  Category  I 

• participation  in  Day  I of  each  two  day  workshop 

• fee:  $300.00 

OTOLARYNGOLOGISTS:  /^JO^ 

• limited  to  12  participants 

• 16  credit  hours  in  Category  I 

• participation  in  Day  I and  Day  II,  including  four 
(4)  hours  of  laboratory  exercises 

• fee:  $850.00 

Registration  fee  includes  course  syllabus, 
continental  breakfasts,  coffee  breaks,  luncheons 
and  an  evening  banquet. 

For  information  regarding  registration  call: 

Office  of  Continuing  Medical  Education 
(215)  928-6992 

For  information  regarding  course  content  call: 

LOUIS  D.  LOWRY,  M.D.,  PROGRAM  DIRECTOR 
STEVEN  R.  CHESNICK,  M.D.,  CO-DIRECTOR 
AT  (215)  928-6784 


tear  out  and  mail  to: 

THE  USE  OF  C02  LASER  FOR  HEAD  AND  NECK  SURGERY 
Jefferson  Medical  College 
Office  of  Continuing  Medical  Education 
1025  Walnut  Street  • Philadelphia,  PA.  19107 

Name 

Address 

City 

State Zip  Code 

Date  of  workshop  you  wish  to  attend 
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BOARD  REVIEW  COURSE  IN 
CARDIOVASCULAR  DISEASE 


Presented  by 

PHILADELPHIA  HEART  INSTITUTE 

Presbyterian - University  of  Pennsylvania 
Medical  Center 


Co-sponsored  by  the  Council 
on  Clinical  Cardiology  of  the 

AMERICAN  HEART  ASSOCIATION 


September  28-October  1,  1987 

Sheraton  University  City  Hotel 
Philadelphia,  Pennsylvania 


Program  Directors: 

Bernard  L.  Segal,  M.D.  and  Richard  H.  Helfant,  M.D. 


Designed  to  prepare  the  physician  for  the  Board  Examination  in  Cardiovascular 
Disease,  the  course  will  offer  an  intensive  survey  and  update  regarding  our  current 
understanding  of  the  clinical  manifestations,  pathophysiology  and  treatment  of 
cardiovascular  disease. 


For  registration  information  contact: 

Linda  Camardo 
Philadelphia  Heart  Institute 

Presbyterian— University  of  Pennsylvania  Medical  Center 
39th  & Market  Streets,  Philadelphia,  PA  19104 
(215)  662-9084 


The  University  of  Pennsylvania  School  of  Medicine  is  accredited  by  the  Accreditation  Council  for 
Continuing  Medical  Education  to  sponsor  continuing  medical  education  for  physicians.  The  University 
of  Pennsylvania  School  of  Medicine  designates  this  Continuing  Medical  Education  activity  for  34  credit 
hours  in  Category  I of  the  Physician’s  Recognition  Award  of  the  American  Medical  Association. 
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:3H CTTOfc  THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  CA  90057 


For  Full  Prescribing  Information,  Please  See  PDR. 


REFER  TO 


PDR 


Methyltestosteione  U.S.R  Tablets 


Fluoxymesterone  U.S.R  Tablets,  10 


BOOK  REVIEWS 


Art  and  Anatomy  in 
Renaissance  Italy;  Clinical 
Electrocardiography; 
Clinical  Genetics 
Handbook;  Emergency 
Management  of 
Pediatric  Trauma 


Art  and  Anatomy  in 
Renaissance  Italy 

Bernard  Schultz.  Ann  Arbor,  MI,  UMI 
Research  Press,  1985.  ($49.95) 

Written  by  an  art  historian,  this 
book  provides  us  with  an  excellent 
account  of  the  development  of 
anatomy  from  the  days  of  Aristotle, 
and  emphasizes  the  close  rela- 
tionship known  to  have  existed  be- 
tween the  fine  arts  and  anatomical 
studies  as  early  as  the  Hellenistic 
period  (3d  c.  B.C.),  when  human  dis- 
section was  being  pursued  actively 
in  the  city  of  Alexandria  Dr.  Schultz 
then  carries  us  through  the  period 
of  Galen’s  own  studies  on  injured 
gladiators  and  Barbary  apes,  stress- 
ing his  frequently  expressed  admira- 
tion for  the  “Canon”  of  Polyclitus  as 
the  perfectly  proportioned  male  fig- 
ure. 

During  the  so-called  Dark  Ages 
and  the  early  Middle  Ages  when 
human  dissection  was  rigorously 
prohibited,  depictions  of  the  human 
figure  remained  unoriginal,  depend- 
ing largely  on  Byzantine  prototypes. 
It  was  not  until  the  earliest  years  of 
the  14th  centuiy  that  the  Bologna 
master,  Mondino,  had  the  temerity 
to  defy  the  papal  ban  and  perform  a 
public  dissection.  Although  official 
sanction  was  not  obtained  until  the 
brief  of  Pope  Sixtus  IV  (1482),  it  cer- 
tainly is  no  coincidence  that  the  re- 
vival of  anatomical  studies  was  soon 
followed  by  the  greatest  single  ef- 


florescence of  artistic  activity  in  his- 
tory, usually  designated  as  the  Ital- 
ian Renaissance.  Among  the  early 
masters  known  to  have  benefited 
from  anatomical  knowledge  gained 
through  observation  or  actual  per- 
formance are  such  famous  names  as 
the  painters  Masaccio,  Pollaiuolo, 
and  Signorelli,  as  well  as  the 
sculptors,  Ghiberti,  and  Donatello. 
Andrea  del  Verroehio,  master  of 
Leonardo,  also  is  known  to  have 
evinced  an  unusual  interest  in  the 
burgeoning  science. 

However,  the  most  significant 
chapter  of  the  book  is  devoted  to  a 
discussion  of  the  anatomical  con- 
tributions of  the  two  titans  of  Italian 
art:  Leonardo  da  Vinci  and 

Michelangelo.  We  know  that 
Leonardo’s  personal  library  con- 
tained one  book  on  anatomy,  as  well 
as  several  others  on  surgery  and 
medicine.  From  his  numerous  dis- 
sections he  produced  hundreds  of 
anatomical  drawings,  including 
many  of  the  internal  organs,  the  ma- 
jority of  which  now  are  preserved  in 
the  Royal  Library  at  Windsor.  It  was 
only  the  untimely  death  of  his  col- 
laborator, the  anatomist  Della  Torre, 
which  prevented  the  appearance  of 
a projected  volume  which  might  well 
have  revolutionized  medical  science 
many  years  before  the  publication  of 
the  1543  Vesalius.  Unfortunately, 
the  Leonardo  drawings  bequeathed 
to  a pupil  at  the  master’s  death  in 
1519  remained  unknown  to  stu- 
dents until  rediscovered  in  the  late 
18th  century.  Michelangelo  also 
began  dissecting  as  a young  man, 
continuing  his  studies  in  Rome 
under  the  anatomist  Realdo  Col- 
umbo,  but  unlike  Leonardo  he 
seems  to  have  been  primarily 
interested  in  the  musculature  of  the 
human  body  as  subjected  to  un- 
usual stress  and  strain,  and  it  was 
this  overemphasis  on  distortion  of 
the  figure  which  led  to  the  so-called 
mannerism  of  his  innumerable  fol- 
lowers. 

Finally,  despite  the  mediocre 
quality  of  the  82  illustrations,  this 
book  can  be  recommended  strongly 
to  all  humanistic  physicians  who 
would  like  to  know  more  about  the 
affinity  between  the  two  disciplines, 
one  which  has  persisted  at  least 
through  the  days  of  our  own 
Thomas  Eakins  and  has  tapered  off 
only  gradually  with  the  arrival  of  the 
nonobjective  art  of  this  century. 

Morris  H.  Saffron,  M.D.,  Ph.D. 


Clinical 

Electrocardiography:  A 
Primary  Care  Approach 

Ken  Grauer,  M.D.,  and  R.  Whitney 
Curry,  Jr.,  M.D.  Oradell,  NJ,  Medical 
Economics  Books,  1 987.  Pp.  544.  Il- 
lustrated. ($24.95) 

Another  book  on  electrocardiog- 
raphy? The  question  shocks  some 
and  bores  most.  Yet,  this  is  a very 
special  text  written  by  primary  care 
physicians  purportedly  for  their  col- 
leagues. While  most  of  the  material 
is  aimed  at  the  front-line  cardiol- 
ogist, there  is  considerable  theoreti- 
cal information  as  well  as  clinical 
problem-solving  and  humor. 

Part  One  deals  with  traditional 
electrophysiologic  concepts,  an  ab- 
breviated review  of  arrhythmias, 
conventional  alterations  in  contour, 
and  an  unusually  clear  resolution  of 
a perennial  enigma— axis  deviation. 
A chapter  devoted  to  theoretical  con- 
siderations, leans  heavily  on  vector 
loop  representations  that  may  in- 
timidate the  tyro.  But,  the  review  of 
the  coronary  circulation  and  its  ef- 
fects on  the  ECG  is  refreshing  and 
different. 

Part  Two  relates  to  clinical  appli- 
cations of  variations  in  the  ST  seg- 
ment, intraventricular  conduction 
delays,  myocardial  infarction,  and 
chamber  enlargement. 

Part  Three  is  replete  with  case 
studies  of  metabolic  disturbances, 
pseudoinfarction  patterns,  patients 
with  chest  pain,  and  cardiomegaly, 
those  with  tall  R waves  in  right  chest 
leads,  as  well  as  atypical  ECGs  in 
healthy  subjects.  The  figures  are 
large  and  nicely  reproduced,  while 
the  interpretive  discussions  are 
comprehensive  but  compact. 

This  book  is  a pleasant  surprise 
that  I recommend  for  primary  care 
physicians,  cardiac  care  nurses, 
house  officers,  and  experienced 
cardiologists.  The  novice  will  be  able 
to  handle  most  of  it  with  diligent 
application,  while  the  subtleties  may 
entice  even  the  advanced  electro- 
cardiographer. 

Edwin  L.  Rothfeld,  M.D. 

Clinical  Genetics 
Handbook 

Ruth  Y.  Berini  and  Eva  Kahn  (eds). 
Oradell,  NJ,  Medical  Economics 
Books,  1986.  Pp.  386. 

Clinical  Genetics  Handbook  is 
edited  by  Ruth  Y.  Berini  and  Eva 
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Kahn  under  a grant  of  the  Heniy 
Kaiser  family.  This  manual  gives  de- 
tailed discussions  of  genetic  re- 
search, with  less  emphasis  on  clini- 
cal and  management  problems. 

Because  of  the  complexity  of  ge- 
netics, the  editors  delineated  specifi- 
cally how  to  use  the  book  with  the 
format  designed  for  easy  reference  to 
relevant  and  more  common  genetic 
disorders  for  a family  doctor.  Fur- 
ther detail  can  be  obtained  from  ex- 
tensive references. 

Each  chapter,  produced  by  a spec- 
tacular collection  of  the  world’s  best 
geneticists,  has  bold  letters  for  im- 
portant sections  associated  with  de- 
tailed charts,  clearly  demonstrated 
figures,  and  chromosomal  maps. 
The  topics  include  applied  genetics, 
clinical  genetics  involving  each 
organ  system,  and  family  planning. 
On  page  85,  Alzheimer’s  disease  is 
outlined  on  two  pages  with  genetic 
information  that  50  percent  are 
sporadic,  and  first-degree  relatives 
have  five  times  the  incidence  from 
index  cases,  up  to  a rate  of  50  per- 
cent especially  with  early  onset  dis- 
ease. Did  you  know  that  Down’s  syn- 
drome patients  who  live  into  adult- 
hood develop  Alzheimer’s  histo- 
pathological  changes.  This  is  the 
most  tragic  of  diseases  and  cannot 
be  genetically  counselled  as  the  data 
still  is  too  sketchy.  Hence,  this 
chapter  falls  short  of  the  mark 

Nevertheless,  for  the  nongenet- 


icist who  has  to  quickly  review  a 
potential  genetic  problem  for  a pa- 
tient’s family,  this  tabletop,  softcover 
386-page  manual  is  a ready  source 
to  have  around  the  office.  My  main 
criticism  is  that  annotation  of  the 
bibliography  was  not  done,  so  it  is 
difficult  to  search  out  the  original 
source.  Can  you  imagine  what  the 
size  of  the  next  issue  will  be? 

Leon  G.  Smith,  M.D. 

Emergency  Management 
of  Pediatric  Trauma 

Thom  A.  Mayer,  M.D.  Philadelphia, 
PA  W.B.  Saunders  Co.,  1985.  Pp. 
552.  Illustrated,  ($60) 

This  textbook  offers  a unique  con- 
tribution to  the  field  of  pediatric 
trauma  and  emergencies.  The  au- 
thor’s stated  purposes  are  to 
provide:  a comprehensive  source  of 
information  on  the  evaluation,  re- 
suscitation, and  initial  therapy  of 
minor  and  major  pediatric  trauma 
a limited  knowledge  of  definitive 
care  of  the  injury;  and  an  organiza- 
tion of  pediatric  trauma  care  with- 
in the  emergency  department.  Al- 
though the  organizational  structure 
supports  the  development  of  these 
purposes,  the  book  is  not  well  bal- 
anced and  is  not  solely  focused  on 
trauma  but  on  emergency  care  for 
nontraumatized  patients  as  well. 

The  text  has  a number  of  redun- 
dancies, e.g.  several  tables  of  medi- 
cations for  cardiac  arrest,  is  sparsely 


illustrated,  and  is  erratically  refer- 
enced, a problem  in  multiauthored 
texts.  I found  too  much  emphasis 
placed  on  certain  topics  (use  of  the 
esophageal  obturator  airway  in  chil- 
dren and  eye  injuries — 16  pages), 
while  other  important  topics  were 
too  briefly  discussed  (pancreatic 
trauma — two  paragraphs;  spinal 
cord  injury— 5 pages).  There  was  a 2- 
page  discussion  of  croup  and  epi- 
glottitis, while  only  one-half  page 
was  devoted  to  neck  trauma 

When  compared  to  existing  text- 
books on  pediatric  emergencies. 
Textbook  on  Pediatric  Emergency 
Medicine  by  Fleisher  and  Ludwig  in 
1983  and  Emergency  Pediatrics  by 
Barkin  and  Rosen  in  1984,  this  book 
clearly  is  unique  with  its  emphasis 
on  trauma  However,  both  of  the 
other  books,  which  contain  a pro- 
cedural section  and  appendices,  are 
more  practical  and  useful. 

Overall,  we  find  the  book  to  be  a 
good  source  of  information.  The  ad- 
dition of  a procedures  section,  some 
pragmatic  suggestions  on  the  dif- 
ficulties of  management  of  a trau- 
matized child,  e.g.  best  places  for  an 
intravenous  line  in  various  age 
groups  or  the  dosages  of  radio- 
contrast  material  in  children,  and 
the  elimination  of  nontraumatic 
emergency  illnesses  could  make  this 
text  even  more  useful  and  better 
focused. 

Stephen  F.  Wang,  M.D. 


380 


NEW  JERSEY  MEDICINE 


Obituaries 


Drs.  Baber;  Baran; 
Cavallaro;  Cimillo; 
Davison;  Greene;  Hall; 
Lederer;  McLaughlin; 
O'Connell;  Okulicz;  Toff; 
Twinem;  Vargish;  Yeaw; 
Yontef 


Dr.  Julius  J.  Baber 

Julius  Joseph  Baber,  M.D.,  a sur- 
geon with  offices  in  Jersey  City  and 
Bayonne  until  his  retirement  two 
years  ago,  died  in  St.  Francis  Hospi- 
tal, Jersey  City,  on  February  16, 
1987.  Dr.  Baber  was  only  59  years 
old  at  the  time  of  his  death.  A native 
of  Jersey  City,  he  received  his  medi- 
cal degree  from  Cornell  University 
Medical  College  in  1952.  Dr.  Baber 
was  a member  of  our  Hudson  Coun- 
ty component  and  of  the  American 
Medical  Association.  He  was  a Fellow 
of  the  American  and  International 
Colleges  of  Surgeons,  and  a Diplo- 
mate  in  surgery.  Dr.  Baber  had  been 
president  of  the  medical  staff  of 
St.  Francis  Hospital,  a long-time 
member  of  its  board  of  trustees,  and 
in  1982  was  awarded  the  hospital’s 
Medal  of  Honor  for  outstanding  ser- 
vice to  the  institution  and  its  pa- 
tients. He  had  been  an  instructor  in 
surgery  at  Cornell  and  at  Seton  Hall 
Medical  College.  Dr.  Baber  also  was 
affiliated  with  Bayonne  Hospital  and 
Jersey  City  Medical  Center. 

Dr.  Robert  J.  Baran 

A radiologist  in  Newfoundland, 
Robert  John  Baran,  M.D.,  died  on 
February  3,  1987,  at  the  untimely 
age  of  40.  Bom  in  Brooklyn,  New 
York,  Dr.  Baran  was  graduated  from 
the  State  University  of  New  York’s 


Downstate  Medical  College  in  1972. 
He  was  a Diplomate  of  the  American 
Board  of  Radiology  and  had  been  a 
member  of  our  Passaic  County  com- 
ponent. 

Dr.  William  U.  Cavallaro 

William  Underwood  Cavallaro, 
M.D.,  a retired  orthopedic  surgeon 
from  Madison,  died  on  February  18, 
1987,  at  Overlook  Hospital,  Summit, 
at  68  years  of  age.  Bom  in  Newark, 
Dr.  Cavallaro  received  his  medical 
degree  from  Columbia  University’s 
College  of  Physicians  and  Surgeons 
in  1942.  He  had  been  a member  of 
our  Morris  County  component  and 
was  a Fellow  of  the  American  College 
of  Surgeons  and  of  the  American 
Academy  of  Orthopedic  Surgeons. 
Dr.  Cavallaro  had  been  affiliated 
with  Overlook  Hospital  where  he 
had  served  as  chief  of  orthopedic 
surgery  for  many  years.  During 
World  War  II,  he  had  served  in  the 
medical  corps  of  the  Army  of  the 
United  States,  attaining  the  rank  of 
captain. 

Dr.  Carmelo  Cimillo 

At  only  63  years  of  age,  Carmelo 
Cimillo,  M.D.,  a Paramus  psychi- 
atrist, died  on  February  11,  1987. 
Bom  in  Salerno,  Italy,  Dr.  Cimillo 
was  graduated  from  the  Faculty  of 
Medicine,  Bari  (Italy)  in  1951.  He 
emigrated  to  the  United  States  25 
years  ago  and  established  an  office 
in  Ridgewood,  later  moving  to  Pa- 
ramus. Dr.  Cimillo  was  a member  of 
our  Bergen  County  component  and 
had  been  affiliated  with  St.  Joseph’s 
Hospital  and  Medical  Center,  Pat- 
erson. 

Dr.  Wilbur  S.  Davison 

A practitioner  of  family  medicine 
in  Pennsville  for  50  years  prior  to  his 
retirement  in  1985,  Wilbur  Stafford 
Davison,  M.D.,  died  of  a heart  attack 
at  his  home  on  January  28,  1987. 
Dr.  Davison  was  77  years  old  at  the 
time  of  his  death.  A native  of 
Palmyra,  Dr.  Davison  received  his 
medical  degree  from  Hahnemann 
Medical  College,  Philadelphia,  in 
1935.  He  had  been  a member  of  our 
Salem  County  component  and  of  the 
American  Medical  Association.  Dr. 
Davison  had  been  affiliated  with 
Salem  County  Memorial  Hospital, 
and  was  involved  in  civic  affairs  in 
his  community.  He  had  served  as 


school  physician  for  37  years,  and 
was  the  physician  for  the  Penns- 
ville police  and  fire  departments.  In 
1985,  Dr.  Davison  was  a recipient  of 
MSNJ’s  Golden  Merit  Award  in  rec- 
ognition of  his  50  years  in  medicine. 

Dr.  Robert  F.  J.  Greene 

A retired  anesthesiologist,  Robert 
F.  J.  Greene,  M.D.,  died  on  February 
3,  1987,  in  Treasure  Island,  Florida 
Bom  in  1920,  Dr.  Greene  was  a 
native  of  Union  City.  He  was  grad- 
uated from  Hahnemann  Medical 
College,  Philadelphia  in  1945,  and 
had  been  a member  of  our  Hudson 
County  component,  but  presently 
was  an  emeritus  member  of  the  So- 
ciety. Dr.  Greene  also  was  a member 
of  the  American  Medical  Associa- 
tion. 

Dr.  Charles  H.  Hall,  Jr. 

We  have  been  informed  of  the 
death  of  Charles  Henry  Hall,  Jr., 
M.D.,  on  Januaiy  20,  1987,  at  the  age 
of  73.  In  1979,  recurring  coronaiy 
heart  disease  forced  Dr.  Hall  to  re- 
tire. A native  of  Brooklyn,  New  York, 
Dr.  Hall  was  graduated  from  Long 
Island  College  of  Medicine  there  in 
1939.  Board  certified  as  an  anesthe- 
siologist, he  practiced  emergency 
medicine.  Dr.  Hall  originally  was  a 
member  of  our  Passaic  County  com- 
ponent, later  switching  to  Bergen 
County.  He  also  was  a member  of  the 
American  Medical  Association.  Dr. 
Hall  had  been  affiliated  with  St. 
Joseph’s  Hospital  and  Medical  Cen- 
ter, Paterson,  and  with  Bergen  Pines 
County  Hospital,  Paramus.  During 
World  War  II,  he  served  with  the 
medical  corps  of  the  United  States 
Army,  emerging  with  the  rank  of 
major. 

Dr.  Howard  E.  Lederer 

A psychiatrist  with  an  office  in 
Totowa,  Howard  E.  Lederer,  M.D., 
died  on  February  17,  1987,  at  the 
age  of  73.  Bom  in  Austria,  he  re- 
ceived his  medical  degree  from  the 
Medical  Faculty  at  the  University  of 
Vienna  in  1938.  He  emigrated  to  the 
United  States  and  became  a member 
of  our  Bergen  County  component. 
Dr.  Lederer  was  affiliated  with  St. 
Joseph’s  Hospital  and  Medical  Cen- 
ter, Paterson;  Bergen  Pines  Coun- 
ty Hospital,  Paramus;  Hackensack 
Medical  Center;  Holy  Name  Hospital, 
Teaneek;  and  Chilton  Memorial  Hos- 
pital, Wayne. 
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Dr.  Thomas  F.  McLaughlin 

A former  president  of  the  Middle- 
sex County  Medical  Society,  Thomas 
Francis  McLaughlin,  M.D.,  died  on 
February  7,  1987,  at  the  age  of  77. 
A native  of  Montclair,  Dr.  McLaugh- 
lin was  graduated  from  Georgetown 
University’s  Medical  School  in  1936. 
He  established  a practice  in  general 
surgery  in  Metuchen  and  became  a 
member  of  our  Middlesex  County 
component  and  of  the  American 
Medical  Association.  Dr.  McLaugh- 
lin was  a Fellow  of  the  American  So- 
ciety of  Abdominal  Surgeons.  He  had 
been  affiliated  with  St.  Peter’s  Medi- 
cal Center,  New  Brunswick,  J.F.  Ken- 
nedy Medical  Center,  Edison,  and 
the  Rehabilitation  Center,  North 
Brunswick.  In  1986,  Dr.  McLaughlin 
received  MSNJ’s  Golden  Merit 
Award. 

Dr.  James  J.  O’Connell 

A New  Brunswick  psychiatrist,  re- 
cently retired,  James  J.  O’Connell, 
M.D.,  died  at  Robert  Wood  Johnson 
University  Hospital,  in  that  city,  on 
February  9,  1987,  at  the  advanced 
age  of  80.  Bom  in  New  Brunswick, 
Dr.  O’Connell  received  his  medical 
degree  from  Georgetown  University 
School  of  Medicine  in  1931.  He  was 
a member  of  our  Middlesex  County 
component  and  of  the  American 
Medical  Association.  Dr.  O’Connell 
had  been  affiliated  with  St.  Peter’s 
Medical  Center  and  Middlesex  Gen- 
eral Hospital,  both  in  New  Bruns- 
wick. He  had  served  as  director  of 
psychiatry  at  many  state  facilities, 
including  the  State  Home  for  Boys, 
Jamesburg,  Children’s  Detention 
Homes,  and  the  Department  of  Men- 
tal Hygiene.  In  1981,  Dr.  O’Connell 
received  MSNJ’s  Golden  Merit 
Award. 

Dr.  Stanley  J.  Okulicz 

Stanley  John  Okulicz,  M.D.,  a re- 
tired urologist,  died  on  February  22, 
1987,  at  West  Jersey  Health  System, 
Camden.  Bom  in  1914,  and  a native 
of  Philadelphia  Pennsylvania  Dr. 
Okulicz  was  graduated  from  Hahne- 
mann Medical  College,  Philadelphia 
in  1941.  He  had  been  a member  of 
our  Camden  County  component  and 
of  the  American  Medical  Associa- 
tion. He  was  a Diplomate  of  the 
American  Board  of  Urology,  and  was 
a Fellow  of  the  American  and  Inter- 
national Colleges  of  Surgeons.  Dur- 
ing World  War  II,  Dr.  Okulicz  served 


in  the  medical  corps  of  the  United 
States  Navy,  where  he  attained  the 
rank  of  commander.  He  became  a 
qualified  neurologist  during  his 
naval  stint.  He  had  been  affiliated 
with  the  Camden  County  Psychiat- 
ric Center,  Lakeland,  and  the  West 
Jersey  Health  System  facilities  at 
Camden,  Berlin,  and  Voorhees. 

Dr.  Harry  Taff 

An  Edgewater  internist,  Harry 
Taff,  M.D.,  died  on  February  19, 
1987.  Bom  in  London,  England,  in 
1907,  Dr.  Taff  was  graduated  from 
the  Medical  School  of  Birmingham 
(England)  in  1935.  He  emigrated 
to  the  United  States,  established  a 
practice  in  general  medicine  in  New- 
ark, and  became  a member  of  our 
Essex  County  component.  From  the 
Newark  office,  he  later  moved  to 
West  Orange  where  he  remained 
until  a recent  move  to  Edgewater. 
Dr.  Taff  had  been  affiliated  with  the 
Hospital  Center,  Orange,  and  Saint 
Barnabas  Medical  Center,  Living- 
ston. In  1 985,  he  was  one  of  the  re- 
cipients of  MSNJ’s  Golden  Merit 
Award,  bestowed  on  physicians  who 
have  been  in  practice  for  50  years. 

Dr.  Francis  P.  Twinem 

A retired  Hackensack  urologist, 
presently  living  in  Sarasota,  Florida, 
Francis  Patton  Twinem,  M.D.,  died 
on  February  1,  1987,  at  the  vener- 
able age  of  9 1 . Bom  in  West  Virginia, 
Dr.  Twinem  was  graduated  from 
Harvard  Medical  School  in  1925.  He 
had  been  affiliated  with  the  Brady 
Foundation  at  New  York  Hospital, 
and  was  consulting  urologist  at 
Monmouth  Medical  Center,  Long 
Branch;  Shore  Memorial  Hospital, 
Somers  Point;  and  Bergen  Pines 
County  Hospital,  Paramus.  Dr. 
Twinem  had  been  assistant  pro- 
fessor of  urology  at  Cornell  Univer- 
sity Medical  School  and  director 
emeritus  of  urology  at  Hackensack 
Medical  Center.  He  was  a member  of 
our  Bergen  County  component  and 
of  the  American  Medical  Associa- 
tion. Dr.  Twinem  was  a Diplomate  in 
urology  and  a Fellow  of  the  American 
College  of  Surgeons.  In  1975,  he  was 
a recipient  of  MSNJ’s  Golden  Merit 
Award. 

Dr.  Hildegard  S.  Vargish 

A practitioner  of  family  medicine, 
Hildegard  Sack  Vargish,  M.D.,  died 


in  Tequesta,  Florida,  on  Februaiy  1 1, 
1987.  She  and  her  husband,  Jacob 
J.  Vargish,  M.D.,  shared  an  office  in 
River  Edge  for  over  30  years.  A native 
of  Fairview,  bom  in  1921,  she  was 
graduated  from  Long  Island  College 
of  Medicine,  in  1943.  Dr.  Vargish 
was  a member  of  our  Bergen  County 
component  and  of  the  American 
Medical  Association.  She  had  been 
affiliated  with  Holy  Name  Hospital, 
Teaneck. 

Dr.  Ralph  C.  Yeaw 

A retired  Paterson  urologist, 
Ralph  Cady  Yeaw,  M.D.,  died  in  St. 
Joseph’s  Hospital  and  Medical 
Center  in  that  city  on  February  4, 
1987.  Dr.  Yeaw  was  78  years  of  age 
at  the  time  of  his  death.  Bom  in 
Rutland,  Vermont,  he  was  graduated 
from  the  University  of  Rochester’s 
School  of  Medicine  and  Dentistry  in 
1934.  Dr.  Yeaw  had  been  a member 
of  our  Passaic  County  component 
and  of  the  American  Medical  As- 
sociation. He  was  board  certified  in 
his  specialty,  and  was  a Fellow  of  the 
American  College  of  Surgeons.  Dr. 
Yeaw  was  affiliated  with  Valley  Hos- 
pital, Ridgewood;  Presbyterian  Hos- 
pital, New  York  City;  and  St.  Joseph’s 
Hospital  and  Medical  Center,  Pater- 
son. Dr.  Yeaw  had  been  an  assistant 
professor  at  Columbia  University 
and  taught  urology  for  30  years  at 
the  Squier  Clinic.  In  1984,  he  was 
one  of  those  receiving  MSNJ’s  Gold- 
en Merit  Award. 

Dr.  Reuben  Yontef 

Reuben  Yontef,  M.D.,  a retired 
dermatologist,  living  in  Boca  Raton, 
Florida  died  on  January  1,  1987.  Dr. 
Yontef,  who  had  practiced  in  Bay- 
onne and  Springfield,  was  74  years 
of  age  at  the  time  of  his  death.  A na- 
tive of  New  York  City,  he  was  grad- 
uated from  the  University  of  Arkan- 
sas’ School  of  Medicine  in  1937.  Dr. 
Yontef  was  a member  of  our  Hud- 
son County  component  and  of  the 
American  Medical  Association.  He 
had  been  affiliated  with  Bayonne 
Hospital;  Jewish  Hospital  and  Re- 
habilitation Center,  and  Greenville 
Hospital,  Jersey  City;  and  Overlook 
Hospital,  Summit.  Had  he  lived,  Dr. 
Yontef  would  have  received  MSNJ’s 
Golden  Merit  Award  at  this  year’s 
annual  meeting.  During  World  War 
II,  he  served  in  the  medical  corps  of 
the  United  States  Army,  emerging 
with  the  rank  of  major. 
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Author  Information 


New  Jersey  Medicine  is  the 
official  organ  of  the 
Medical  Society  of  New 
Jersey.  The  goals  are 
educational  and 
informational.  All  material 
published  in  New  Jersey 
Medicine  is  copyrighted  by 
MSNJ. 


CONTENT 

The  educational  content  of  each 
issue  appears  as  scientific  articles, 
based  on  research,  original  concepts 
relative  to  epidemiology  of  disease, 
and  treatment  methodology;  case  re- 
ports based  on  unusual  clinical  ex- 
periences; review  articles;  clinical 
notes,  succinct  items  on  some 
aspect  or  new  observation  or  tech- 
nique of  a case  experience;  and 
special  articles,  which  include  evalu- 
ations, policy  and  position  papers, 
and  reviews  of  nonscientific  sub- 
jects. Other  topics  include  commen- 
tary (critical  narration);  medical  his- 
tory; therapeutic  drug  information; 
pediatric  briefs;  nutrition  update; 
and  an  opinion  column.  Editorials 
are  prepared  by  the  Editor  and  by 
guest  contributors  on  timely  and  rel- 
evant subjects;  editorials  are  the  re- 
sponsibility of  the  author.  The  Doc- 
tors’ Notebook  section  contains  or- 
ganizational, informational,  and  ad- 
ministrative items  from  MSNJ  and 
from  the  community.  Letters  to  the 
Editor  and  book  reviews  are  wel- 
come and  will  be  published  as  space 
permits.  The  principal  aim  in  the 
preparation  of  a contribution 
should  be  relevance  to  diagnosis  and 
treatment  and  to  education  of  pa- 
tients and  professionals.  Preference 
will  be  given  to  professional  authors 
from  New  Jersey  and  to  out-of-state 
lecturers  who  submit  a suitable 


manuscript  based  on  a presentation 
made  in  New  Jersey. 

ASSIGNMENT  OF  COPYRIGHT 

In  compliance  with  the  Copyright 
Revision  Act  of  1976  (effective  Janu- 
aiy  1,  1978),  a transmittal  letter  or 
a separate  statement  accompanying 
material  offered  to  New  Jersey 
Medicine  must  contain  the  follow- 
ing language  and  must  be  signed  by 
all  authors: 

“In  consideration  of  New  Jersey 
Medicine  taking  action  in  reviewing 
and  editing  my  submission,  the 
author(s)  undersigned  hereby  trans- 
fers, assigns,  or  otherwise  conveys 
all  copyright  ownership  to  the  Medi- 
cal Society  of  New  Jersey,  in  the 
event  that  such  work  is  published  in 
New  Jersey  Medicine. 

SPECIFICATIONS 

Submit  two  manuscripts  that 
must  be  typewritten  and  double- 
spaced on  8V2"  by  11"  paper. 
Statistical  methods  used  in  articles 
should  be  identified.  Acknowl- 
edgements will  be  made  only  for 
specific  preparation  of  an  essential 
part  of  the  manuscript. 

Authors  are  asked  to  seek  clarity, 
accuracy,  and  originality;  attention 
to  details  of  grammar,  spelling,  and 
typing  are  important. 

The  title  page  should  include  the 
full  name,  degrees,  and  affiliations  of 
all  authors,  and  the  name  and  ad- 
dress of  the  author  to  whom  reprint 
requests  should  be  sent. 

The  author  should  submit  a 40- 
word  abstract  to  be  used  at  the  be- 
ginning of  the  article. 

Tables  must  be  typewritten  and 
double-spaced  on  separate  8V2"  by 
1 1"  sheets,  with  a title  and  number. 
Symbols  for  units  should  be  con- 
fined to  column  headings,  and  ab- 
breviations, properly  explained, 
should  be  kept  to  a minimum. 

Illustrations  should  be  pro- 
fessional quality,  black-and-white 
glossy  prints.  The  name  of  the 
author,  figure  number,  and  the  top 
of  the  figure  should  be  noted  on  a 
label  attached  to  the  back  of  each 
illustration.  Where  photographs  of 
patients  are  used,  the  subjects 
should  not  be  identifiable  or  publi- 
cation permission,  signed  by  the 
subject  or  responsible  person,  must 
be  included  with  the  photograph. 
Material  taken  from  other  publi- 
cations must  give  credit  to  the 


source;  written  permission  for  re- 
publication from  the  original  pub- 
lisher must  be  submitted.  The  cost 
of  color  photographs  must  be  borne 
by  the  author. 

Generic  names  should  be  used 
with  proprietary  names  indicated 
parenthetically  or  as  a footnote  with 
the  first  use  of  the  generic  name. 
Proprietary  names  of  devices  should 
be  indicated  by  the  registration  sym- 
bol— 

The  summary  of  the  article  should 
not  exceed  250  words;  it  should  con- 
tain only  essential  facts. 

References  should  not  exceed  35 
citations  except  in  review  articles, 
and  should  be  cited  consecutively  in 
the  text  by  numbers  in  parentheses 
at  the  end  of  the  sentence.  The  refer- 
ence list  should  be  typewritten  and 
double-spaced  on  separate  8V2"  by 
11"  sheets  in  the  numerical  order  in 
which  they  are  first  cited  in  the  text. 
The  style  of  reference  is  that  of  Index 
Medicos: 

1.  Goldwyn  RM:  Subcutaneous 
mastectomy.  J Med  Soc  NJ 
74:1050-1052,  1977. 

2.  Dixon  WJ,  Massey  FJ:  Introduc- 
tion to  Statistical  Analysis.  New 
York,  NY,  McGraw-Hill,  1969,  pp. 
42-48. 

PUBLICATION  POLICY 

Receipt  of  each  manuscript  will  be 
acknowledged  and  a copy  delivered 
to  the  Editor  who  refers  the  paper  to 
one  or  more  members  of  the  Edi- 
torial Board.  The  final  decision  is  re- 
served for  the  Editor.  No  direct  con- 
tact between  the  reviewers  and  the 
authors  will  be  permitted,  but 
authors  will  be  informed  of  the  re- 
viewers’ comments.  The  publication 
lag  for  original  articles  may  be  six 
months  or  more.  Galley  proofs  will 
be  submitted  to  the  author  for  cor- 
rection of  typographical  errors. 

REPRINT  ORDERS 

Reprints  may  be  ordered  after  the 
author  is  notified  that  the  article 
has  been  selected  for  a specific  issue 
of  New  Jersey  Medicine.  A check  for 
the  cost  of  reprints  including  re- 
make charge  if  order  is  received  after 
due  date  must  accompany  the  order. 

COMMUNICATIONS 

All  communications  should  be 
sent  to  the  Editor,  New  Jersey  Medi- 
cine. MSNJ,  2 Princess  Road,  Law- 
renceville,  NJ  08648. 
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What  Every 
Physician’s  Spouse 
Should  Know 


A series  of  booklets  on  topics  of 
special  interest  to  medical  families 
published  by  the  American 
Medical  Association  Auxiliary 


Professional  Liability 

■ Scope  of  problem  ■ Legal  process 

■ Coping 

Impairment 

■ Causes  ■ Impact  on  family 

■ Getting  help 

Survival  Tips  for  Resident  Physician/ 
Medical  Student  Spouses 

■ Marriage  in  the  training  years 

■ Stress  ■ Finances 

Marriage 

■ Who  players  are  ■ Special 
concerns  ■ Stages  of  medical  career 

Retirement  and  Estate  Planning 

■ Making  retirement  years  fulfilling 

■ Providing  for  the  family’s  future 


MAILORDER  FORM  TO: 

American  Medical  Association  Auxiliary,  Inc. 
535  N.  Dearborn  St.,  Chicago,  IL  60610 

Please  send  me  the  following  publications  in 
the  series  on  What  Every  Physician’s  Spouse 
Should  Know: 

# of  copies 

Impairment 

Professional  Liability 

Survival  Tips  for  Resident  Physician/ 

Medical  Student  Spouses 
Marriage 

Retirement  and  Estate  Planning 

(AVAILABLE  FEB.  1,  1987) 

Each  booklet  is  $3  per  copy  for  AMA  Auxiliary 
members  and  $5  per  copy  for  non-members. 

Enclosed  is  my  check  in  the  amount  of 

$ made  payable  to  the  AMA 

Auxiliary.  Check  must  accompany  order  form. 

NAME 


ADDRESS 


CITY/STATE/ZIP 


| TELEPHONE ( j [ 

1 1 


Do  you  want  to 
leam  more  about 
your  practice 
market? 


POPULATION 
In  Grp  Qtrs 

HOUSEHOLDS 

1 Person 

2 Person 
3-4  Person 
5+  Person 

Avg  Hshld  Size 

SPANISH  ORIGIN 


2029073 
2758069 
1601816 
1364340 
1887899 
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RACE:  Black 
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MAP™  can  help  you  grow. . . 

Developing  or  expanding  a 
successful  medical  practice 
requires  a thorough  under- 
standing of  the  market  for  your 
services — now  and  in  the 
future.  MAP™  is  the  only 
source  of  integrated  data  on 
important  demographic,  physi- 
cian, and  hospital  characteris- 
tics of  a practice  site.  For  a low 
cost,  you  receive  individualized 
reports  for  any  location  or  area 
size  in  the  nation. 

Find  out  more  about  how 
MAP™  can  help  you.  Send  in 
the  coupon  today. 


The  AMA  Market  Area  Profile™  (MAP™)  Service 
helps  physicians  establish  and  maintain  a 
successful  medical  practice. 


Complete  this  coupon  to  receive  an  order  application 
and  more  information  about  this  valuable  service  and 
return  to:  AMA  Market  Area  Profile™  Service,  Amer- 
ican Medical  Association,  535  N.  Dearborn  Street, 
Chicago,  Illinois  60610. 


Physician  Name  (please  print) 


Street  Address 


City 


State 


Zip  Code 


02A0012MP7 
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CHIEF 

PATHOLOGIST 


Our  200-bed  acute  care  hospital,  well 
known  for  its  outstanding  clinical  pro- 
grams, is  seeking  a Chief  Pathologist  who 
will  also  function  as  the  Director  of  our 
C.A.P.  accredited  labs.  Successful  can- 
didate will  be  Board  Certified  in 
Anatomical  and  Clinical  Pathology  and 
possess  the  appropriate  clinical  and  ad- 
ministrative experience  in  a modern  acute 
care  setting. 

Send  C.V.  to: 

Jerome  A.  Molitor,  M.D., 

Chairman,  Search  Committee. 


ALEXIAN  BROTHERS 
Hospital 


655  E.  Jersey  Street 
Elizabeth,  N.J.  07206 

An  Equal  Opportunity  Employer 


DIRECTOR  OF 
ANESTHESIA  SERVICES 


Freehold  Area  Hospital,  a progressive  full  service  community 
hospital,  is  seeking  a board  certified  Anesthesiologist  with  5 
years  clinical  experience  for  the  position  of  Director  of 
Anesthesia  Services. 

We  are  an  innovative,  266-bed  facility  located  in  a rapidly 
expanding  area  of  Western  Monmouth  County  in  Central  New 
Jersey.  Our  hospital  offers  state-of-the-art  surgical  suites  and 
our  new  ambulatory  surgery  center  is  currently  under  con- 
struction with  an  anticipated  completion  date  of  Spring  of 
1988.  We  have  uniquely  positioned  ourself  as  a dynamic  and 
growing  facility  that  welcomes  innovations  in  healthcare.  Last 
year  we  performed  over  5,500  surgical  and  750  OB  pro- 
cedures requiring  anesthesia  services. 

The  successful  individual  will  possess  well-developed  clinical 
and  management  skills  and  will  be  responsible  for  the  com- 
prehensive direction  of  a department  of  anesthesia  services 
which  currently  includes  six  Anesthesiologists  and  five 
CRNA’s. 

For  more  information  about  this  fee  for  service  contract  po- 
sition, send  your  resume  to: 

Search  Committee 
Medical  Staff  Office 


WEST  MAIN  STREET 
FREEHOLD  .NJ.  07728 

Equal  Opportunity  Employer  M/F/V/H 


A SPECIAL 
PRACTICE 
FOR  SPECIALISTS. 


If  you're  a Surgeon  or  OB/GYN  or  Other  Medical  Specialist 

the  Air  Force  may  have  a special  practice  for  you.  What 
makes  it  special?  You'll  enjoy  an  excellent  pay  and  benefits 
package.  There'll  be  more  time  to  spend  with  your  family. 
You'll  receive  30  days  of  vacation  with  pay  each  year.  And 
you  will  work  with  modern  equipment  and  some  of  the  most 
highly  trained  professionals  in  the  world,  serving  your  country 
and  your  patients.  Now  thafs  special!  Find  out  just  how 
special  your  practice  can  be.  Call 


SSgt  Jim  Campbell 
609-667-9208  collect 


386 


NEW  JERSEY  MEDICINE 


IMPORTANT  NOTICE 

“Anyone  who  believes  they  may  have 
been  discriminated  by  the  American  Board  of 
Obstetrics  and  Gynecology,  Inc.”, 

please  write  to:  P.O.  Box  7205 

North  Bergen,  N.J.  07407 


EMERGENCY  MEDICINE  POSITIONS 

Full/part  time  emergency  medicine  physicians  sought 
by  multi  state  professional  association  for  openings  in 
metropolitan  NY,  PA,  MD,  DC,  FL,  New  England  and 
throughout  U.S.  Contact  or  send  CV  to: 

Liberty  Healthcare  Corporation 
399  Market  Street 
Ste.  400 

Philadelphia,  PA  19106 

(215)  592-7400  or  outside  PA  (800)  331-7122 


NEEDED 

INTERNIST  with  an  interest  in  Gastroenterology  to 
join  a Cardiologist/Internist  in  a rural  Louisiana 
town  from  July,  1987.  Attractive  first  year  salary, 
benefits,  and  early  partnership.  If  interested,  send 
C.V.  to: 

Manzoor  H.  Qazi,  M.D. 

1101A  Port  Arthur  Terrace 
Lessville,  LA  71446 


PRACTICE  WANTED 

Internist  seeks  to  purchase  an  established  prac- 
tice in  Bergen,  Essex  or  Hanover  County,  New 
Jersey.  Able  to  assume  practice  immediately. 
Write  Box  No.  208,  NEW  JERSEY  MEDICINE. 


Bergen  Transcriptions,  inc. 

EXPERT  MEDICAL  TRANSCRIPTION 

ACCURATE 

FAST 

CONVENIENT 

Dictate  from  any  phone 
or 

mail  in  your  cassettes 

106  E.  Ridgewood  Ave.  Paramus,  N.J.  07652 
201-783-6935 


PRIMARY  CARE  PHYSICIANS 

Multi-state  practice  association  seeks  BE/BC  primary 
care  physicians  for  unique  opportunities  in  PA,  NJ,  New 
England,  MD,  FL,  and  other  areas  of  the  U.S.  Most 
positions  offer  Monday-Friday  8 AM  to  5 PM  schedules 
with  up  to  five  weeks  paid  time  off.  Paid  malpractice. 
Contact  or  send  CV  to: 

Liberty  Healthcare  Corporation 
399  Market  Street 
Suite  400 

Philadelphia,  PA  19106 

(215)  592-7400  or  outside  PA  (800)  331-7122 


MEDICAL  PRACTICE 
SALES  AND  APPRAISALS 

We  specialize  in  the  valuation  and  selling  of 
medical  practices.  Listed  are  a few  available  prac- 
tices: 

ALLERGY— Philadelphia  (2)  and  Kansas 
DERMATOLOGY — Pennsylvania  and  Kansas 
FAMILY  PRACTICE — Ohio,  New  Jersey, 
Virginia  and  Delaware 

INTERNAL  MEDICINE — Pennsylvania, 
Maryland  and  Arizona 
OPHTHALMOLOGY— III  inois 
PEDIATRICS— Pennsylvania 
RADIOLOGY — Pennsylvania  (2) 

UROLOGY— Arkansas 

If  interested  in  buying  or  selling  a medical 
practice,  contact  our  Brokerage  Division  at: 

HEALTH  CARE 
PERSONNEL  CONSULTING 

400  GSB  Building 
Bala  Cynwyd,  PA  19004 
or  call 

215-667-8630 
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“SELLING  PRACTICES 
IS  OUR  BUSINESS’’ 

Want  to  maximize  the  return  on  your  investment?  Before 
you  buy  or  sell,  call  for  an  appraisal  to  assure  the  best 
financial  and  transfer  terms.  We  are  a full  service  prac- 
tice broker,  not  simply  a listing  service.  Since  1981, 
Countrywide  has  been  instrumental  in  helping  hundreds  of 
doctors  like  yourself  buy  and  sell  their  practices.  We  guide 
you  through  the  entire  sales  process  from  initial  meeting 
to  closing.  Our  offices  serve  New  Jersey,  New  York  and 
New  England. 

Countrywide  Business  Brokerage,  Inc. 

319  East  24th  St.  Suite  23-G 
New  York,  N.Y.  10010 

(212)  686-7902  (617)  232-1075  (203)  869-3666 


OFFICE  SPACE 

Atlantic  City,  NJ, 

Center  city,  near  hospital,  2400  square  foot  build- 
ing, fully  equipped,  immediate  occupancy. 
$190,000. 

ERA  Rosenberg  and  Sinderbrand 
(609)  822-3300 
5216  Atlantic  Avenue 
Ventnor,  New  Jersey  08406. 


“TIME  SHARING 
IS  THE  ONLY  WAY 
I CAN  AFFORD  A 
MANHATTAN 
OFFICE” 


Josh  Torgovnick,  M.D.,  Neurology 


"I’m  not  paying  for  telephone, 
utilities,  cleaning,  furniture, 
secretarial  staff,  or  other  ad- 
ministrative costs.  My  month- 
ly $1820.00  fee  covers  all  this 
and  more. 


With  minimal  capital  expense, 
I have  been  able  to  establish 
my  neurology  practice  in 
Manhattan  and  watch  it  grow. 
My  only  concern  is  the  prac- 
tice of  medicine.” 


MEDICAL  TIME  SHARING:  AND  ATTRACTIVE  ECONOMICAL  ALTERNATIVE 


Call  now  for 
priority  selection 

212-505-9000 


SIXTH  AVENUE 
MEDICAL 
SUITES 


MOW  LEASlN^-^^  Ad]acentto 

■ t . . excellent  location  with  sup  bulatory  surgery  center, 

it  comp  e e • residentia(  centers  an  serv\ces  as  desired, 

mmercial  and  • ns  with  support  935-I66I 


Just 

co 


Interiors  to  at  (6°^  235 

Ownership  possibility  • 


Ownership  possiu"' I - MEDICM- 

638^  Scorch  Street 


Mount  Laurel,  New  Jersey 
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Classified 

Advertisements 

Space  Use  For 
Members  Only 

Copy  deadline:  5th  of 
preceding  month;  Payment 
in  advance;  $5. 00 first  25 
words , 1 04  each  additional. 
Count  as  one  word  all  single 
words,  two  initials  of  name, 
each  abbreviation,  isolated 
numbers,  groups  of 
numbers,  hyphenated 
words.  Count  name  and 
address  as  five  words, 
telephone  number  as  one 
word.  Box  No.  000, 

NEW  JERSEY  MEDICINE 
as  five  words. 


AVAILABLE— GP/IM  for  2 to  3 month 
periods  in  a busy  office  practice  or  clinic. 
Will  consider  permanent  arrangement  or 
partnership.  20  years  experience  in  the 
US,  Ireland  and  England.  Licensed  in  NJ, 
NY,  PA  CT.  Reply  to  Box  No.  1034,  Green 
Farms,  CT  06436. 

AVAILABLE — Internist  Board  Eligible 
with  many  years  of  practice  in  General 
Medicine  is  seeking  new  employment  op- 
portunity in  a Group,  Hospital  or  Clinic. 
Please  address  inquiry  to  Box  No.  217, 
NEW  JERSEY  MEDICINE. 

NEEDED — Physicians  for  successful  well 
known  walk-in  medical  office  center  in 
Central  NJ.  Full  and  part-time.  Skilled 
and  personable  American  trained  MDs. 
Send  CV  to  E.V.  McGinley,  MD,  1005  N. 
Washington  Avenue,  Green  Brook,  NJ 
08812.  201-968-8900. 

SEEKING — Family  Practitioner  for 
Bucks  County  area  in  Pennsylvania  Two 
offices  run  by  one  physician.  Great  op- 
portunity for  Board  Certified/Board  Eli- 
gible interested  in  eventual  partnership. 
Competitive  benefits  offered.  Box  No. 
227,  NEW  JERSEY  MEDICINE. 

SEEKING — Family  Practice  Physician 
for  Central  Jersey  Family  Practice  Office. 
Board  Certified  or  Board  Eligible.  Reg- 
ular part-time  hours,  approximately  15- 
20  hours  per  week.  Please  respond  to 
201-874-6700. 


SEEKING — Northern  Monmouth  Com- 
munity seeks  Primaiy  Care  Physician  to 
locate  in  town.  Ten  minutes  from 
Bayshore  Community  Hospital.  Local 
Business  Association  will  assist  in  find- 
ing location.  Call  Dr.  Ira  Bauman, 
201-264-3865,  for  additional  infor- 
mation. 

WANTED— Physician,  Board  Certified/ 
Board  Eligible,  June/ July  1987  for  Am- 
bulatoiy  Care  Center  in  southern  New 
Jersey,  outside  Philadelphia  Family 
Practice/Industrial  Medicine.  Full  and 
part-time  positions.  Send  CV  to  Box  No. 
233,  NEW  JERSEY  MEDICINE. 

WANTED— Family  Practitioner  to  Asso- 
ciate with  growing  practice  in  Cheriy 
Hill/Evesham/Mt.  Laurel  area  Please 
reply  to  609-424-9472. 

PRACTICE  WANTED— General  Family 
Physician  looking  to  buy  viable  practice/ 
clinic  in  Central  South  New  Jersey. 
Please  reply  to  Box  No.  232,  NEW  JER- 
SEY MEDICINE. 

PRACTICE  WANTED— Ophthalmology. 
Northern  New  Jersey.  Retiring  or  relocat- 
ing? Want  to  sell  your  practice?  Reply  to 
Box  No.  237,  NEW  JERSEY  MEDICINE. 

PRACTICE  FOR  SALE — Retiring.  Estab- 
lished Family  Practice  in  Hackensack 
area  40  years.  Ideal  comer  office  and 
home.  Call  201-845-8451. 

PRACTICE  FOR  SALE— Family  Practice 
including  considerable  psychotherapy, 
Haddonfield,  NJ.  Physician  retiring. 
Gross  over  8200,000/year.  Available  im- 
mediately. Included:  equipment,  furni- 
ture, practice,  records  and  other  ameni- 
ties. Reply  to  Box  No.  230,  NEW  JERSEY 
MEDICINE. 

PRACTICE  FOR  SALE  OR  ASSOCIA- 
TION— Established  Family  Practice  in 
Northern  New  Jersey.  Busy  area  Send 
short  resume  to  Box  No.  228,  NEW  JER- 
SEY MEDICINE. 

PRACTICE  FOR  SALE — Opportunity  to 
join  and  buy  into  active  30  year  old  IM 
and  FM  practice  in  Bergen  County.  Plan 
early  partnership  and  retirement  after 
introduction.  Please  send  curriculum 
and  needs.  Please  write  to  Box  No.  234, 
NEW  JERSEY  MEDICINE. 

PRACTICE  FOR  SALE— Family  Practice 
established  40  years.  Morris  County,  NJ. 
Suitable  for  2 MDs.  350K  gross.  No  OB 
or  Surgery.  One  hour  New  York  City. 
Good  coverage.  Outstanding  schools  and 
recreation.  Box  No.  236,  NEW  JERSEY 
MEDICINE. 

EQUIPMENT  FOR  SALE— Burdick  EK  8 
EKG  machine  with  table.  Titmus  Sight 
Screener  Vision  Tester.  All  never  used. 
For  information  please  call  201- 
235-3052. 

EQUIPMENT  FOR  SALE— Haag  St  re  it 
Keratometer,  Topcon  FD  31  Fundus 


Camera  Humphrey  auto-keratometer, 
Nikon  lensometer,  Phaco-emulsifier 
7007,  Week  microscope,  Cooper  visual 
field  screener,  A-O  phroropter.  Reliance 
Instrument  Stand.  Call  201-384-7333, 
Dr.  Joseph  Dello  Russo,  Bergenfield,  NJ. 

WEIGHT  LOSS  TUTORIAL— How  to  or- 
ganize a simple  effective  economical 
weight  loss  program  in  your  office  prac- 
tice. No  fee.  Contact  Alan  Lazar,  MD,  420 
Grand  Avenue,  Englewood,  NJ  07631 
201-568-3742. 

OFFICE  SPACE — Office  space  to  share, 
Wayne  area  Attractive  location.  New,  fully 
equipped.  Hours  and  terms  flexible.  Re- 
spond to  Box  No.  235,  NEW  JERSEY 
MEDICINE. 

OFFICE  SPACE — Office,  New  Milford, 
NJ.  Share  expenses,  fully  equipped.  Call 
Dr.  Rhine,  201-836-7722. 

OFFICE  SPACE — Six-room  professional 
office  suite  available  on  time  sharing 
basis  (Monday,  Wednesday,  Friday).  Lo- 
cated in  high  growth  area  between  Gar- 
den State  and  West  Jersey  Hospitals.  Ex- 
cellent location  for  dermatologist  or 
other  medical  specialty.  For  information 
phone  609-596-6440. 

OFFICE  SPACE — Rental  medical  office, 
Central  Morris  County  at  Rockaway 
Townsquare  Mall  adjacent  to  1-80.  Fully 
furnished  office  available  for  rental 
either  full  or  part-time  occupancy.  Call 
201-989-8600  for  additional  informa- 
tion. 

OFFICE  SPACE — Sub-lease.  Subspe- 
cialist office,  furnished.  Available  now. 
Near  hospitals.  Available  evenings,  days, 
weekends.  Border  of  Cherry  Hill,  Eve- 
sham Township.  Call  609-778-4222. 

OFFICE  SPACE — North  Brunswick. 
3,500  square  feet  of  elegant  office  suite. 
Excellent  location.  Quiet  working  envi- 
ronment. Ample  parking.  Call  201- 
297-5908  or  821-8550. 

OFFICE  SPACE — Lease,  in  Bergen 
County,  Ridgefield,  NJ  1,200  square  feet. 
Fully  decorated,  cabinets,  darkroom 
equipment,  etc.  included.  Call  201- 
692-9600. 

VACATION  RENTAL— Akumal:  Las 
Celosias,  a snorkeler's  paradise.  One 
hour  Cancun;  3 bedrooms,  3 baths,  staff. 
Overlooks  lagoon.  Caribbean  white  sand 
beach,  accredited  diving  school.  Mayan 
ruins  near.  May-Oct.,  $800;  Nov. -Apr., 
81,000  weekly.  Aso  in  San  Cristobal  Las 
Casas,  Mexico,  El  Jacarandal  enchanting 
guest  house  in  Chiapas  Mountains  over- 
looking Spanish  colonial  town.  Indian 
Villages,  markets,  fiestas.  Three  excellent 
meals,  good  horses,  open  bar,  885,  each 
day.  Write  PHW/Walker  3506  Cragmont, 
Dallas.  TX  75205.  214-559-2054. 

CLASSIFIED  ADVERTISING— Replies/ 
Requests:  Write  to  NEW  JERSEY  MEDI- 
CINE, Advertising  Office,  370  Morris  Av- 
enue, Trenton,  NJ  08611  or  call  609- 
393-7196. 
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concept  of  c 


AIDS  is  a complex  disease,  assaulting  the  psyche  as  well  as  the 
body.  The  Spellman  Center  for  the  Treatment  of  Persons  With 
AIDS  treats  both.  A comprehensive  medical  facility,  Spellman  is 
devoted  to  the  care  of  those  suffering  from  Acquired  Immune 
Deficiency  Syndrome. 

Respect  for  individual  dignity  guides  the  Spellman  program. 
Staffed  by  trained  personnel  dedicated  to  working  with 
AIDS  patients,  the  Center  includes  family  and  friends  in  the 
management  of  the  patient’s  health  crisis.  Spellman  also 
operates  a 24-hour  information  hotline  at  1 -800-433-AIDS. 

For  criteria  on  admission  and  referrals,  please  contact  the 
Medical  Director,  at  1-212-307-0735.  Spellman  is  a division  of 
St.  Clare’s  Hospital  and  Health  Center,  designated  the  first 
AIDS  treatment  center  by  New  York  State. 


The  Spellman  Center 

for  the  Treatment  of  Persons  With  AID 

St.  Clare’s  Hospital  and  Health  Center 


415  W 51st  St 
New  York,  NY  10019 

An  Affiliate  of  New  York  Medical  College 


| An  AZT  Clinical  Site 

Medical  experts, 
providers  of  care 
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Each  capsule  contains  5 mg  chlordiazepoxide  HC1  and 
2.5  mg  clidinium  bromide. 

Please  consult  complete  prescribing  information,  a summary 
of  which  follows: 


Indications:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences — National  Research  Coun- 
cil and/or  other  information,  FDA  has  classified  the  indi- 
cations as  follows: 

“Possibly”  effective:  as  adjunctive  therapy  in  the  treat- 
ment of  peptic  ulcer  and  in  the  treatment  of  the  irritable 
bowel  syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign 
bladder  neck  obstruction;  hypersensitivity  to  chlordiazepox- 
ide HC1  and/or  clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants,  and  against  hazard- 
ous occupations  requiring  complete  mental  alertness  ( e.g 
operating  machinery,  driving).  Physical  and  psychological 
dependence  rarely  reported  on  recommended  doses,  but  use 
caution  in  administering  Librium®  (chlordiazepoxide  HCI/ 
Roche)  to  known  addiction-prone  individuals  or  those  who 
might  increase  dosage;  withdrawal  symptoms  (including  con- 
vulsions) reported  following  discontinuation  of  the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations  as  sug- 
gested in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy.  Advise  patients  to  dis- 
cuss therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 


Precautions:  In  elderly  and  debilitated,  limit  dosage  to  small- 
est effective  amount  to  preclude  ataxia,  oversedation,  confu- 
sion (no  more  than  2 capsules/day  initially;  increase  gradually 
as  needed  and  tolerated).  Though  generally  not  recom- 
mended, if  combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  pharmacology  of  agents, 
particularly  potentiating  drugs  such  as  MAO  inhibitors,  phe- 
nothiazines.  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Paradoxical  reactions 
reported  in  psychiatric  patients.  Employ  usual  precautions  in 
treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  not  established. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  reported  with  Librax.  When 
chlordiazepoxide  HCI  is  used  alone,  drowsiness,  ataxia,  con- 
fusion may  occur,  especially  in  elderly  and  debilitated;  avoid- 
able in  most  cases  by  proper  dosage  adjustment,  but  also 
occasionally  observed  at  lower  dosage  ranges.  Syncope 
reported  in  a few  instances.  Also  encountered:  isolated 
instances  of  skin  eruptions,  edema,  minor  menstrual  irregu- 
larities, nausea  and  constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido — all  infrequent,  generally  con- 
trolled with  dosage  reduction;  changes  in  EEG  patterns  may 
appear  during  and  after  treatment;  blood  dyscrasias  (includ- 
ing agranulocytosis),  jaundice,  hepatic  dysfunction  reported 
occasionally  with  chlordiazepoxide  HCI,  making  periodic 
blood  counts  and  liver  function  tests  advisable  during  pro- 
tracted therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i.e.,  dryness  of  mouth,  blurring  of 
vision,  urinary  hesitancy,  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with 
other  spasmolytics  and/or  low  residue  diets. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


SPASM  AND  PAIN  CAN  SIGNAL 
FUNCTIONAL  GI  DISORDERS  * 

Patients  experiencing  symptoms  of  irritable 
bowel  syndrome*  or  duodenal  ulcer * can 
often  have  emotional  stress  operating  in  the 
background.  When  you  prescribe  Librax  for 
these  patients,  they  receive  treatment  for  both 
the  emotional  and  the  somatic  elements  to  help 
relieve  the  anxiety/pain  cycle. 

Librax  provides  the  well-known  antianx- 
iety action  of  Librium®  (chlordiazepoxide  HC1/ 
Roche),  a benzodiazepine  with  an  established 
record  of  safety  after  use  in  thousands  of 
patients  worldwide.  Also  included  are  the 
proven  antispasmodic  and  antisecretory 
actions  of  Quarzan®  (clidinium  bromide/ 
Roche),  the  component  which  helps  to  reduce 
colonic  spasm  and  hypersecretion  and  helps 
also  to  alleviate  the  pain  they  cause. 


SPECIFY  ADJUNCTIVE 


LIBRAX:  FOR  THE  DUAL  PROBLEMS 
OF  FUNCTIONAL  GI  DISORDERS. 


Each  capsule  contains  5 mg  chlordiazepoxide  HC1  and 
2.5  mg  clidinium  bromide. 


ANTIANXIETY 

ANTISECRETORY 

ANTISPASMODIC 


* Librax  has  been  evaluated  as  possibly  effective  as  adjunctive  therapy 
in  the  treatment  of  duodenal  ulcer  and  the  irritable  bowel  syndrome. 

Copyright  © 1983  by  Roche  Products  Inc.  All  rights  reserved. 

Please  see  summary  of  prescribinfg  information  on  following  page. 
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HIV  Pbsitive  Confirmed. 
ThenWhat? 


AIDS  is  tough  to  treat.  Ruthless  to 
an  increasing  patient  population, 
it  challenges  physicians  and 
nurses  as  never  before  in  their 
commitment  to  quality  care. 

The  Spellman  Center  for  HIV- 
Related  Disease  at  St.  Clare’s  Hos- 
pital and  Health  Center  in  New 
York  City,  accepts  the  challenge 
posed  by  AIDS  and  HIV  infection. 
The  first  facility  in  the  tri-state  re- 
gion to  devote  its  resources  solely 
to  the  care  of  AIDS  patients,  the 
Spellman  Center  designates  its 
highest  priority  as  compassionate 
patient  care.  A dedicated  staff  pro- 
vides comprehensive  medical, 
nursing,  psychosocial,  and  dental 
treatment  in  an  atmosphere  that 
is  warm  and  understanding. 


The  Spellman  Center— a 60-bed 
Acute  Care  unit,  Emergency 
Service,  Outpatient,  Ambulatory 
Infusion  and  Dental  Clinics— 
accepts  referrals  of  patients  with 
CDC-confirmed  AIDS  or  ARC 
(AIDS-related  complex),  and  those 
who  are  seropositive  for  HIV. 
Spellman  also  reaches  out  to  offer 
testing,  counseling  and  treatment 
to  persons  at  risk  for  AIDS. 

If  you  need  consultation  con- 
cerning your  patients,  or  more 
information,  please  call  Dr  Debra 
Spicehandler,  the  Medical  Direc- 
tor, at  (212)  307-1161. 

The  Spellman  Center  also  main- 
tains an  information  hotline  for 
patients  with  questions  about 
AIDS:  1-800-433-AIDS. 


The  Spellman  Center 
for  HIV-Related  Disease 
A Designated  AIDS  Treatment  Facility 
St.  Clare’s  Hospital  and  Health  Center 


415  W 51st  St 
New  York,  NY  10019 

An  Affiliate  of  New  York  Medical  College 
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A revolutionary  new  approach  to  medical  billing  is  now  available.  With  Telebill  you  can  send  paperless 
insurance  claims  over  a standard  office  phone  without  a computer.  Until  now  electronic  claim  submission  was 
expensive,  complex,  and  limited  to  a small  number  of  insurance  carriers.  NTC  has  developed  a medical  billing 
data  network  which  makes  it  possible  to  send  Blue  Shield,  Medicare,  Medicaid,  most  private,  and  HMO  claims 
through  Telebill,  a small,  typewriter-like  unit  that  connects  to  your  office  telephone.  Telebill  is  easy  to  install 
and  operate.  For  a small  setup  charge,  it  can  be  used  to  transmit  patient  statements  and  to  generate  a full 
accounting  ledger  that  will  replace  the  conventional  card  system  found  in  most  medical  offices. 

NTC  has  been  operating  its  data  network  for  over  two  years  and  is  the  largest  processor  of  private  practice 
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unique  billing  needs.  At  $3495.00,  it  is  priced  for  the  small  solo  practice,  but  it  will  handle  the  volume  of  a 
busy  medical  group. 


To  receive  a Telebill  brochure  or  to  schedule  a short  Telebill  demonstration  in  your  office  write  National 
Teledata  Corporation,  7 Great  Valley  Parkway  East,  Malvern,  PA  19355  or  Phone  1-800-642-5029. 
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PHYSICIAN  INVOLVEMENT 

Mary  Ann  Bartusis,  M.D.,  a member  of  the  Mercer 
County  Medical  Society  and  a practicing  psychiatrist, 
hosts  a half  hour  call-in  talk  show  on  WTTM,  92  AM, 
Trenton,  on  Saturday  mornings  between  8:30-9:00  am. 
The  format  includes  her  comments  about  the  psy- 
chiatric aspects  of  the  week’s  breaking  news,  answer- 
ing questions  from  the  listening  audience,  and  giving 
helpful  information  on  the  subject. 

SMOKING  SYMPOSIUM 

The  joint-sponsored  symposium,  “Treating  Tobacco 
Dependence,”  held  at  the  MSNJ  executive  offices  in 
Lawrenceville  on  April  8,  1987,  was  such  a success  that 
tapes  of  the  lectures  were  requested.  They  may  be 
procured  from  Conference  Copy  Incorporated,  204  Av- 
enue M,  Brooklyn,  NY  11230,  (718)  627-9212. 

GEARING  UP  FOR  RETIREMENT 

The  AMA’s  “Gearing  Up  for  Retirement”  workshop 
is  designed  for  physicians  and  their  spouses  who  are 
thinking  about  retirement.  This  informative,  one-day 
workshop  covers  topics  including  valuing  a practice 
for  sale,  notifying  patients,  postretirement  opportuni- 
ties, financial  concerns,  and  more.  The  workshop  is 
conducted  by  staff  of  the  AMA’s  Department  of  Practice 
Management.  This  one-day  workshop  will  start  at  9:00 
am.  and  conclude  at  5:00  p.m.  on  June  26,  1987,  in 
Atlantic  City.  Fee  is  $275  for  members,  $330  for 
nonmembers,  and  includes  refreshment  breaks  and 
workshop  materials.  Spouses  are  free. 

To  register,  or  for  more  information,  call  the  AMA 
Practice  Management  Registrar  collect  at  (312) 
645-4958,  or  write  to  the  American  Medical  Associa- 
tion Department  of  Practice  Management,  535  N.  Dear- 
born Street,  Chicago,  IL  60610. 

NO  TO  ABORTION,  SURROGATE  PARENTS 

(Reprinted  with  permission  of  Claude  Lewis  and  The 
Philadelphia  Inquirer) 

So  much  controversy  has  been  raging  concerning 
abortions— and  surrogate  motherhood — that  I have 
purposefully  not  written  about  it  for  some  time.  I won- 


dered whether,  if  I spent  some  time  listening  and 
thinking  about  all  the  noise  being  made  concerning 
these  issues,  I might  find  that  my  previous  stands  were 
too  severe. 

But  despite  all  the  arguments,  I find  myself  more 
wedded  to  my  position  against  abortions  and  sur- 
rogate mothering  than  ever. 

People  often  argue  that  a woman  has  the  right  to  do 
whatever  she  wants  with  her  body.  They  insist  her 
decision  about  whether  she’ll  protect,  abort,  or  sell  her 
baby  is  her  business  alone. 

I reject  that  notion.  If  he’s  involved  and  willing  to 
accept  his  responsibility  for  the  child,  it  is  proper  that 
the  child’s  father  not  be  excluded  in  any  decision  af- 
fecting the  baby’s  future.  Surrogate  mothering,  es- 
pecially where  two  families  are  involved,  defiles  the 
entire  concept  of  “family.” 

Abortions,  in  my  view,  remain  a violation  of  an  indi- 
vidual’s natural  right  to  live.  Except  in  instances  that 
threaten  the  mental  or  physical  health  of  the  mother 
so  severely  that  there  can  scarcely  be  another  choice, 
no  one  has  the  right  to  destroy  a fetus. 

Even  today,  many  insist  a fetus  is  not  a baby.  They 
argue  that  while  a fetus  is  life,  it  is  not  a human  being. 
What  I find  so  offensive  is  the  casual  use  of  abortions 
as  a form  of  birth  control.  The  best  birth  control  is  self- 
control,  not  abortions.  It  is  scandalous  that  the  lives 
of  more  than  a million  children— in  America  alone— 
are  snuffed  out  each  year  by  people  who  insist  they 
possess  high  regard  for  the  “sanctity  of  life." 

Whenever  I engage  in  discussion  concerning  this 
issue,  I am  met  with  the  argument  that  a fetus  may 
be  life  but  it  is  not  a human  being.  That  is  the  precise 
argument  many  Americans  once  used  to  justify  the 
murders  of  slaves. 

The  fact  that  the  fetus  is  100  percent  dependent 
upon  its  mother  provides  some  with  the  argument  that 
it  is  a “parasite.”  Others  argue  that  the  fetus  is  “impos- 
ing” itself  on  another  human  being. 

But  the  baby  doesn’t  “impose”  itself  on  its  mother. 
It  seems  to  me  the  mother — and  father — created  the 
life  and  should  be  responsible  for  its  health  and  protec- 
tion. 

I have  never  been  provided  a satisfactory  answer  to 
the  question,  if  it  is  not  a human  being,  how  is  it  that 
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after  3V2  weeks  after  conception,  the  embiyo  has  the 
beginnings  of  eyes,  spinal  cord,  nervous  system,  thy- 
roid, glands,  lungs,  stomach,  liver,  kidney,  and  in- 
testines? On  the  18th  day,  its  heart  starts  beating,  and 
its  arms  are  already  taking  shape. 

After  only  four  weeks — before  most  women  even 
know  they’re  pregnant— there  is  a forebrain.  As  the 
second  month  of  life  gets  under  way,  the  embryo  has 
developed  a retina  and  the  fingers  have  reached  the 
first  joint.  At  six  weeks  all  the  internal  organs  of  an 
adult  are  in  various  stages  of  development. 

The  embryo  has  a mouth  with  lips,  the  beginning 
of  a tongue,  and  buds  for  20  milk  teeth.  Its  sex  and 
reproductive  organs  have  begun  to  form. 

By  eight  weeks,  the  embiyo  becomes  a fetus,  a Latin 
word  for  “young  one.”  It  is  at  this  point  that  the  first 
real  bone  cells  form.  At  1 1 weeks,  all  the  body  systems 
are  at  work.  Nerves  and  muscles  are  synchronizing 
with  the  young  bones  so  that  the  arms  and  legs  can 
make  their  initial  movements. 

At  1 8 weeks  a fetus  has  vocal  cords,  but  without  air 
it  can’t  make  a sound. 

It  would  appear  to  me  that  the  fetus  is  very  much 
a human  being,  with  rights  as  valid  as  those  of  its 
parents. 

Some  years  ago  I visited  the  first  floor  exhibit  at  the 
Smithsonian  Institution  of  fetuses  at  various  stages  of 
development.  Although  they  are  only  inches  long,  I defy 


anyone  to  look  at  them  and  insist  that  before  their 
deaths  they  were  not  human  beings. 

To  those  who  argue  that  “neither  the  church  nor 
state  will  any  longer  control  a woman’s  body,”  let  me 
respectfully  suggest  that  if  a woman  and  her  mate 
refuse  to  control  their  bodies,  someone  should.  Life 
should  not  be  destroyed  simply  because  some  refuse 
to  accept  their  responsibilities. 

It  might  sound  pious  or  parochial  to  suggest  that 
women  should  control  their  bodies  before  they  become 
pregnant.  It  is  not.  There  are  means  and  methods  to  i 
avoid  the  creation  of  life.  There  is  a need  for  greater 
emphasis  on  avoiding  pregnancy. 

Now  we  are  slipping  into  surrogate  motherhood- 
babies  for  sale  to  those  with  the  cash.  We  are  creating 
a Pandora’s  box  with  new  medical,  scientific,  and 
social  technology,  surrounding  babies. 

Selling  babies  or  eliminating  them  are  cruel  and 
simplistic  solutions  to  complex  problems.  No  amount  1 
of  rationalization  can  change  the  fact  that  abortion  is 
the  destruction  of  human  life.  And  paying  someone  to  ! 
carry  a child  to  full  term  imposes  problems  on  many 
newborns  that  all  of  us  will  grow  to  regret. 

I belong  to  no  organized  religion,  but  I continue  to 
find  it  a specious  argument  that  a tiny  life  is  not  a 
human  life.  Those  who  argue  this  view  would  probably 
insist  that  a crumb  is  not  bread  simply  because  it  is 
not  the  whole  loaf. 
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ihre  your  angina  patients 
vhat  they're  missing... 


CARDIZEM:  FEW  SIDE  EFFECTS 

liltiazem  HCI/Marion 


Antiangina ! action  includes  dilatation  of 
coronary  arteries,  a decrease  in  vascular  resis- 
tance/afterioad,  and  a reduction  in  heart  rate 


Proven  efficacy  when  used  alone  in  angina ' 

Compatible  with  otherantianginals2  3 

A safe  choice  for  angina  patients  with  coexisting 
hypertension,  asthma,  COPD,  or  PVD4  5 

See  Warnings  and  Precautions. 

Please  see  brief  summary  of  prescribing  informafion  on  fhe  nexf  page. 


ramurPM  few  side  effects 

diltiazem  HCI/Marion  IN  ANTIANGINAl  THERAPY 


60  mg  fid  or  qid 

Brief  Summary 

Professional  Use  Information 

CARDIZEM* 

(diltiazem  HCI)  30  mg  and  60  mg  Tablets 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (!)  patients  with  sick 
sinus  syndrome  except  in  the  presence  of  a functioning 
ventricular  pacemaker,  (2)  patients  with  second-  or 
third-degree  AV  block  except  in  the  presence  of  a func- 
tioning ventricular  pacemaker,  and  (3)  patients  with 
hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node 
refractory  periods  without  significantly  prolonging 
sinus  node  recovery  time,  except  in  patients  with 
sick  sinus  syndrome  This  effect  may  rarely  result 
in  abnormally  slow  heart  rates  (particularly  in 
patients  with  sick  sinus  syndrome)  or  second-  or 
third-degree  AV  block  (six  of  1,243  patients  for 

0 48% ) Concomitant  use  of  diltiazem  with 
beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with 
Prinzmetal's  angina  developed  periods  of  asystole 
(2  to  5 seconds)  after  a sinqle  dose  of  60  mq  of 
diltiazem. 

2 Congestive  Heart  Failure.  Although  diltiazem  has 
a negative  inotropic  effect  in  isolated  animal  tissue 
preparations,  hemodynamic  studies  in  humans 
with  normal  ventricular  function  have  not  shown  a 
reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt). 

Experience  with  the  use  of  CARDIZEM 
alone  or  in  combination  with  beta-blockers  in 
patients  with  impaired  ventricular  function  is  very 
limited.  Caution  should  be  exercised  when  using 
the  drug  in  such  patients. 

3 Hypotension.  Decreases  in  blood  pressure  asso- 
ciated with  CARDIZEM  therapy  may  occasionally 
result  in  symptomatic  hypotension. 

4 Acute  Hepatic  Injury.  In  rare  instances,  significant 
elevations  in  enzymes  such  as  alkaline  phospha- 
tase, CPK,  LDH,  SGOT,  SGPT,  and  other  symptoms 
consistent  with  acute  hepatic  injury  have  been 
noted  These  reactions  have  been  reversible  upon 
discontinuation  of  drug  therapy.  The  relationship  to 
CARDIZEM  is  uncedain  in  most  cases,  but  prob- 
able in  some.  (See  PRECAUTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is 
extensively  metabolized  by  the  liver  and  excreted  by  the 
kidneys  and  in  bile.  4s  with  any  new  drug  given  over 
prolonged  periods,  laboratory  parameters  should  be 
monitored  at  regular  intervals  The  drug  should  be  used 
with  caution  in  patients  with  impaired  renal  or  hepatic 


function.  In  subacute  and  chronic  dog  and  rat  studies 
designed  to  produce  toxicity,  high  doses  of  diltiazem 
were  associated  with  hepatic  damage  In  special 
subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes 
in  the  liver  which  were  reversible  when  the  drug  was 
discontinued.  In  dogs,  doses  of  20  mg/kg  were  also 
associated  with  hepatic  changes / however,  these 
changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that 
there  may  be  additive  effects  in  prolonging  AV  conduction 
when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM  (See  WARNINGS.) 

Controlled  and  uncontrolled  domestic  studies  suggest 
that  concomitant  use  of  CARDIZEM  and  beta-blockers  or 
digitalis  is  usually  well  tolerated.  Available  data  are  not 
sufficient,  however,  to  predict  the  effects  of  concomitant 
treatment,  particularly  in  patients  with  left  ventricular 
dysfunction  or  cardiac  conduction  abnormalities.  In 
healthy  volunteers,  diltiazem  has  been  shown  to  increase 
serum  digoxin  levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility.  A 24-month  study  in  rats  and  a 21  -month  study 
in  mice  showed  no  evidence  of  carcinogenicity.  There 
was  also  no  mutagenic  response  in  in  vitro  bacterial 
tests.  No  intrinsic  effect  on  fertility  was  observed  in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have 
been  conducted  in  mice,  rats,  and  rabbits  Administration 
of  doses  ranging  from  five  to  ten  times  greater  (on  a 
mg/kg  basis)  than  the  daily  recommended  therapeutic 
dose  has  resulted  in  embryo  and  fetal  lethality.  These 
doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  pennatal/postnatal  studies, 
there  was  some  reduction  in  early  individual  pup  weights 
and  survival  rates.  There  was  an  increased  incidence  of 
stillbirths  at  doses  of  20  times  the  human  dose  or  greater 

There  are  no  well-controlled  studies  in  pregnant 
women,  therefore,  use  CARDIZEM  in  pregnant  women 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus. 

Nursing  Mothers.  Diltiazem  is  excreted  in  human 
milk  One  repod  suggests  that  concentrations  in  breast 
milk  may  approximate  serum  levels,  it  use  of  CARDIZEM 
is  deemed  essential,  an  alternative  method  of  infant 
feeding  should  be  instituted 

Pediatric  Use.  Safety  and  effectiveness  in  children 
have  not  been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies 
carried  out  to  date,  but  it  should  be  recognized  that 
patients  with  impaired  ventricular  function  and  cardiac 
conduction  abnormalities  have  usually  been  excluded. 

In  domestic  placebo-controlled  trials,  the  incidence  of 
adverse  reactions  reported  during  CARDIZEM  therapy  was 
not  greater  than  that  reported  during  placebo  therapy 

The  following  represent  occurrences  observed  in 
clinical  studies  which  can  be  at  least  reasonably  asso- 


ciated with  the  pharmacology  of  calcium  influx  inhibition. 

In  many  cases,  the  relationship  to  CARDIZEM  has  not 
been  established  The  most  common  occurrences  as  well 
as  their  frequency  of  presentation  are  edema  (24%), 
headache  (2. 1 %),  nausea  (I  9%),  dizziness  (1.5%), 
rash  (13%),  asthenia  (1.2%).  In  addition,  the  following 
events  were  repoded  infrequently  (less  than  1%): 

Angina,  arrhythmia,  AV  block  (first 
degree),  AV  block  (second  or  third 
degree  — see  conduction  warning), 
bradycardia,  congestive  heart 
failure,  flushing,  hypotension,  palpi- 
tations, syncope. 

Amnesia,  gait  abnormality,  halluci- 
nations, insomnia,  nervousness, 
paresthesia,  personality  change, 
somnolence,  tinnitus,  tremor 
Anorexia,  constipation,  diarrhea, 
dysgeusia,  dyspepsia,  mild 
elevations  of  alkaline  phosphatase, 
SGOT,  SGPT,  and  LDH  (see  hepatic 
warnings),  vomiting,  weight 
increase. 

Petechiae,  pmritus,  photosensitivity, 
urticaria. 

Amblyopia,  dyspnea,  epistaxis,  eye 
irritation,  hyperglycemia,  nasal 
congestion,  nocturia,  osteoarticular 
pain,  polyuria,  sexual  difficulties. 

The  following  postmarketing  events  have  been 
reported  infrequently  in  patients  receiving  CARDIZEM: 
alopecia,  gingival  hyperplasia,  erythema  multiforme,  and 
leukopenia  However,  a definitive  cause  and  effect 
between  these  events  and  CARDIZEM  therapy  is  yet  to  be 
established.  Issued  7/86 

See  complete  Professional  Use  Information  before 
prescribing 
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The  Health  Care 
Quality  Improvement  Act 
of  1986 


Two  major features  of  the  Health 
Quality  Improvement  Act  of  1 986  affect 
physicians  and  hospitals. 


The  Health  Care  Quality  Improvement  Act  of  1986 
has  two  major  features  of  significance  to  physicians 
and  hospitals.  The  first  grants  immunity  from  certain 
damage  actions  for  those  who  conduct  peer  review  in 
accordance  with  the  requirements  of  the  Act.  The  sec- 
ond requires  the  reporting  of  information  on  malprac- 
tice payments  and  certain  disciplinary  actions  to  the 
Secretary  of  Health  and  Human  Services  (HHS)  or  to 
an  entity  designated  by  the  Secretary.  It  further  re- 
quires hospitals  to  obtain  this  information  when  they 
consider  credentialing  any  physician  or  licensed 
health  care  practitioner. 

I.  PEER  REVIEW  IMMUNITY 

A.  Extent  of  Immunity 

Part  of  the  Act  is  based  on  a finding  by  Congress 
that  “(t)here  is  an  overriding  national  need  to  provide 
incentive  and  protection  for  physicians  engaging  in 
effective  professional  peer  review.”  It  provides  that  no 
person  who  takes,  or  assists  in  taking,  “a  professional 
review  action”  that  meets  certain  standards  shall  be 
held  liable  in  private  damage  actions  under  any  federal 
or  state  law  other  than  civil  rights  laws.  The  term 
“professional  review  action”  includes  any  peer  review 
action  or  recommendation  based  on  the  competence 
or  professional  conduct  of  a physician  and  which 
might  affect  the  physician’s  clinical  privileges  or  mem- 
bership in  a professional  society.  An  action  is  deemed 
not  based  on  competence  or  professional  conduct  if, 
among  other  things,  it  is  based  primarily  on  the  phy- 
sician’s fees,  advertising,  or  association  with  a particu- 
lar health  care  deliveiy  mechanism  or  with  a particular 
class  of  practitioners. 


In  addition,  the  Act  gives  immunity  to  a person  who 
furnishes  information  to  a professional  review  body 
regarding  the  competence  or  professional  conduct  of 
a physician  unless  the  person  knew  that  the  infor- 
mation was  false.  The  Act  does  not,  however,  provide 
confidentiality  for  such  information.  Thus,  while  an 
individual  can  furnish  information  without  fear  of 
legal  liability,  that  individual  cannot  be  sure  that  the 
information  will  not  become  known  to  the  physician 
under  review — with  whatever  practical  consequences 
that  disclosure  might  have. 

The  scope  of  the  immunity  should  be  clearly  under- 
stood. Initially,  no  immunity  is  given  with  respect  to 
peer  review  involving  nonphysicians,  e.g.,  credentialing 
of  podiatrists,  nurse-midwives.  Moreover,  no  immunity 
is  granted  from  actions  seeking  injunctive  relief,  from 
antitrust  actions  brought  by  government,  or  from  ac- 
tions alleging  violations  of  a civil  rights  law,  e.g.,  age 
or  sex  discrimination  statutes.  Finally,  a state  may  “opt 
out”  of  the  Act  by  legislation. 

While  limited,  the  immunity  conferred  by  the  Act 
can  be  quite  significant.  In  states  that  do  not  opt  out, 
it  minimizes  the  exposure  to  damage  awards  under 
both  the  antitrust  laws  and  the  state  defamation  laws 
in  actions  by  physicians  whose  staff  privileges  or  med- 
ical society  memberships  have  been  denied  or  re- 
stricted based  on  their  competence  or  professional 
conduct.  Antitrust  and  defamation  action  brought  by 
such  physicians  pose  the  greatest  threat  to  the  peer 
review  process.  Accordingly,  hospitals,  HMOs,  medical 
staffs,  and  medical  societies  are  well  advised  to  bring 
their  peer  review  activities  within  the  immunity  pro- 
visions of  the  Act. 

Further,  a defendant  who  substantially  prevails  is 
entitled  to  costs  and  attorneys’  fees  if  plaintiff  s claim 
was  “frivolous,  unreasonable,  without  foundation,  or 
in  bad  faith.”  The  Act  does  not  define  these  terms. 
However,  in  view  of  the  “overriding  national  need  to 
provide  incentive  and  protection  for  physicians  engag- 
ing in  effective  professional  peer  review,"  the  term  “un- 
reasonable” should  be  defined  liberally  to  permit  the 
award  of  attorneys’  fees  as  often  as  possible. 

In  this  respect,  it  should  be  noted  that  a defendant 
cannot  be  deemed  to  prevail  if  the  plaintiff  is  awarded 
injunctive  relief.  This  result  is  incongruous  inasmuch 
as  the  Act  does  not  afford  any  immunity  from  in- 
junctive actions.  Precisely  how  the  Act  will  be  inter- 
preted remains  to  be  seen. 

B.  Standards  for  Acquiring  Immunity 

As  noted  above,  immunity  will  attach  to  a “pro- 
fessional review  action”  only  if  that  action  meets  cer- 
tain standards.  Specifically,  the  action  must  be  taken: 

1.  In  the  reasonable  belief  that  it  furthered  quality 
health  care; 

2.  After  a reasonable  effort  to  obtain  relevant  facts; 

3.  After  “adequate  notice  and  hearing  procedures 
are  afforded  to  the  physician  involved  or  after  such 
other  procedures  as  are  fair  to  the  physician  under  the 
circumstances;”  and 
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4.  In  the  reasonable  belief  that  the  action  was  war- 
ranted. 

An  action  is  presumed  to  have  met  these  standards 
“unless  the  presumption  is  rebutted  by  a preponder- 
ance of  the  evidence.” 

The  first,  second,  and  fourth  standards  are  straight- 
forward. To  qualify  for  immunity,  members  of  a pro- 
fessional review  body  should  (a)  reasonably  believe  that 
their  action  was  designed  to  further  quality  care,  (b) 
make  a reasonable  effort  to  obtain  relevant  facts,  and 
(c)  satisfy  themselves  that  their  action  was  warranted 
by  these  facts.  The  third  standard  is  less  clear,  how- 
ever. It  allows  the  professional  review  body  to  afford 
either  “adequate  notice  and  hearing  procedures” 
specified  in  the  Act  or  “such  other  procedures  as  are 

fair ” In  effect,  the  third  standard  creates  a “safe 

harbor”  if  “adequate  notice  and  hearing  procedures” 
are  followed  but  also  gives  immunity  if  alternative 
procedures  are  judged  to  be  “fair”  in  a given  case. 

1.  “Adequate  Notice  and  Hearing  Procedures” 

The  “adequate  notice  and  hearing  procedures”  set 
forth  in  the  Act  are  quite  extensive.  Unless  voluntarily 
waived  by  the  physician  under  review,  they  include  the 
following: 

1.  Notice  to  the  physician  setting  forth  the 
proposed  action  against  the  physician,  the  reasons  for 
that  action,  and  the  fact  that  the  physician  may  re- 
quest a hearing; 

2.  If  the  physician  requests  a hearing,  a separate 
notice  setting  forth  the  time  and  place  of  the  hearing 
and  a list  of  witnesses;  and 

3.  A hearing,  within  30  days  after  the  second  notice, 
to  be  held  before  a mutually  acceptable  arbitrator  or 
before  a hearing  officer  or  panel  of  individuals  “not  in 
direct  economic  competition  with  the  physician  in- 
volved.” 

The  phrase  “in  direct  economic  competition  with 
the  physician  involved”  is  not  defined  and  raises  sev- 
eral questions.  For  example,  is  an  orthopedic  surgeon 
“in  direct  economic  competition”  with  a neurosurgeon 
or  a general  surgeon?  Is  an  ophthalmologist  “in  direct 
economic  competition”  with  another  ophthalmologist 
who  practices  in  a different  part  of  the  same  city? 
Whatever  the  answer  turns  out  to  be,  it  seems  wise  at 
a minimum  to  exclude  from  a professional  review  body 
any  practitioner  who  practices  the  same  specialty  in 
the  same  geographic  areas  as  the  physician  under  re- 
view. 

The  Act  specifies  numerous  rights  that  a physician 
must  be  given  at  the  hearing  if  the  requirements  of 
“adequate  notice  and  hearing”  are  to  be  satisfied.  In 
particular,  the  physician  is  to  have  the  right: 

1.  To  be  represented  by  an  attorney  or  other  rep- 
resentative; 

2.  To  have  a record  of  the  proceedings  made  and  to 
obtain  a copy  of  the  record  upon  payment  of  a reason- 
able charge; 

3.  To  call,  examine,  and  cross-examine  witnesses; 

4.  To  present  relevant  evidence; 

5.  To  submit  a written  statement  at  the  close  of  the 
hearing; 

6.  To  receive  any  written  recommendation  based  on 
the  hearing,  including  the  basis  for  the  recommen- 


dation; and 

7.  To  receive  a written  final  decision,  including  the 
basis  for  the  decision. 

Significantly,  the  “adequate  notice  and  hearing 
procedures”  do  not  apply  where  a restriction  of  clinical 
privileges  extends  for  no  longer  than  14  days  or  may 
avoid  imminent  danger  to  the  health  of  patients. 

We  believe  that  some  of  the  “adequate  notice  and 
hearing  procedures”  spelled  out  in  the  Act  may  be 
inappropriate  in  certain  circumstances.  Imposition  of 
these  procedures  takes  no  account  of  the  distinction 
between  initial  applicants  for  staff  privileges  and  in- 
cumbent physicians  whose  privileges  are  being  re- 
stricted or  revoked.  Affording  every  initial  applicant  all 
the  procedures  set  forth  in  the  Act  would  undercut  the 
effective  processing  of  applications.  Not  surprisingly, 
therefore,  few,  if  any,  states  require  this  degree  of  due 
process  for  initial  applicants. 

2.  Other  “Fair”  Procedures 

Many  institutions  will  not  want  to  give  the  “ade- 
quate notice  and  hearing  procedures”  specified  in  the 
Act — at  least  where  initial  applicants  are  concerned.  In 
this  connection,  it  must  be  remembered  that  these 
procedures  represent  a safe  harbor.  Those  associated 
with  a “professional  review  action”  will  still  be  im- 
munized if  they  provide  “such  other  procedures  as  are 
fair  to  the  physician  under  the  circumstances.” 
Notably,  the  Act  explicitly  states  that  failure  to  provide 
“adequate  notice  and  hearing  procedures”  does  not  “in 
itself’  constitute  noncompliance  with  the  standards 
for  immunity. 

Consequently,  hospitals  and  medical  societies  that 
do  not  wish  to  afford  all  the  due  process  encompassed 
with  the  “adequate  notice  and  hearing  procedures” 
should  formulate  a written  policy  specifying  the 
procedures  that  they  regard  as  fair  in  various  peer 
review  contexts.  These  procedures  can  be  based  upon 
JCAH  standards,  state  law  requirements,  or  other 
authorities.  But  the  important  point  is  to  develop  a 
written  list  of  procedures  that  will  be  fairly  applied 
whenever  applicable.  The  existence  of  such  a list, 
adopted  after  reasonable  deliberation,  will  help  to  dem- 
onstrate that  the  procedures  followed  in  any  individual 
case  were  fair. 

C.  Effective  Date 

With  respect  to  immunity  from  damage  actions 
under  federal  statutes,  the  Act  is  already  effective.  For 
actions  under  state  law,  the  Act  grants  immunity  only 
for  professional  review  actions  commenced  on  or  after 
October  14,  1989.  A state,  however,  may  elect  by  legis- 
lation to  have  the  immunity  provisions  apply  earlier. 
Conversely,  as  noted  above,  it  may  enact  legislation 
precluding  the  immunity  provisions  affecting  its  laws. 

As  a practical  matter,  therefore,  the  full  impact  of 
the  immunity  provisions  will  not  be  felt  until  October 
14,  1989.  This  is  because  the  immunity  from  damage 
actions  under  federal  law  is  of  little  value  to  the  extent 
that  plaintiffs  are  able  to  bring  virtually  identical  ac- 
tions in  litigation  based  on  state  law.  Consequently, 
interested  providers  and  medical  societies  might  con- 
sider asking  the  state  to  opt  into  the  immunity 
provisions  of  the  Act  prior  to  October  14,  1989. 
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H.  REPORTING  OF  INFORMATION 

Part  B of  the  Act  is  predicated  upon  the  finding  by 
Congress  that  “(t)he  increasing  occurrence  of  medical 
malpractice  and  the  need  to  improve  the  quality  of 
medical  care  have  become  nationwide  problems  that 
warrant  greater  efforts  than  those  that  can  be  under- 
taken by  any  individual  state.”  To  address  these  prob- 
lems, Congress  has  adopted  a series  of  reporting  re- 
quirements. While  Part  A applies  only  to  physicians. 
Part  B extends  to  nonphysicians  as  well.  Its  reporting 
requirements  will  become  effective  when  the  Secretary 
of  HHS  issues  regulations — but  in  no  event  later  than 
October  1987. 

A.  Reporting  by  Insurers 

Any  entity  which  makes  a payment  in  settlement  of 
a malpractice  claim  or  in  satisfaction  of  a malpractice 
judgment  must  report  the  payment  both  to  the  Sec- 
retary of  HHS  or  his  designee  and  to  the  State  Li- 
censure Board.  The  report  must  include  the  name  of 
the  practitioner  involved,  the  amount  of  the  payment, 
the  name  of  any  hospital  with  which  the  practitioner 
is  associated,  a description  of  the  incident,  and  any 
other  information  that  the  Secretary  deems  appro- 
priate. This  requirement  extends  not  only  to  insurance 
companies  but  also  to  risk  retention  groups,  those  who 
self-insure,  and  any  other  entity  which  makes  a mal- 
practice payment.  Any  entity  that  fails  to  comply  is 
subject  to  a penalty  of  up  $10,000  per  violation. 

Whatever  one  may  think  about  the  wisdom  of  re- 
porting malpractice  payments,  we  believe  that  the  fail- 
ure to  exempt  payments  under  a specified  minimum, 
e.g.,  $50,000,  is  ill-advised.  It  discourages  settlements 
of  malpractice  cases  because  any  monetary  settlement 
no  matter  how  small,  must  be  reported.  Moreover,  to 
the  extent  that  small  settlements  tend  not  to  be  in- 
dicative of  a practitioner’s  competence,  the  Act  creates 
a record  that  may  be  more  misleading  than  informa- 
tive. Although  the  Act  directs  the  Secretary  to  report 
to  Congress  within  two  years  on  whether  information 
on  small  payments  should  be  required,  the  answer  to 
this  question  seems  apparent  without  extensive  study. 

B.  Reporting  by  State  Medical  Boards 

The  State  Medical  Board  must  report  to  the  Sec- 
retaiy  of  HHS  or  his  designee  any  of  its  actions  which 
disciplines  or  reprimands  a physician  for  reasons  re- 
lating to  the  physician’s  competence  or  professional 
conduct  It  also  must  report  any  surrender  of  medical 
license.  The  report  must  contain  the  name  of  the  phy- 
sician involved,  a description  of  the  reasons  for  dis- 
ciplinary action  or  surrender  of  license,  and  any  other 
information  required  by  the  Secretary. 

C.  Reporting  by  Providers  and  Professional 
Societies 

Any  hospital,  HMO,  or  other  provider  that  restricts 
the  clinical  privileges  of  a physician  for  longer  than 
30  days  or  that  accepts  the  surrender  of  privileges 
while  the  physician  is  under  investigation  must  report 
its  action  to  the  State  Medical  Board.  Similarly,  any 
medical  society  which  takes  an  action  adversely  affect- 


ing the  physician’s  membership  also  must  report  the 
action  to  the  Board.  A provider  or  association  that  does 
not  make  the  required  reports  is  subject  to  loss  of  the 
immunity  otherwise  conferred  by  Part  A 

In  addition,  a provider  or  professional  society  may 
report  disciplinary  actions  against  nonphysicians  to 
the  appropriate  State  Licensure  Board.  Both  for  man- 
datory and  discretionary  reports,  the  State  Board  must 
provide  the  reported  information  to  the  Secretary  or 
his  designee.  It  also  must  report  known  instances  of 
failure  by  a provider  or  association  to  report  required 
information. 

D.  Duty  of  Hospitals  to  Obtain  Information 

Upon  any  initial  application  for  staff  privileges  and 
at  least  once  every  two  years  for  incumbent  staff  mem- 
bers, each  hospital  must  obtain  any  information  that 
has  been  reported  on  the  practitioner  under  review.  In 
a malpractice  action  against  it,  a hospital  which  does 
not  obtain  this  information  is  presumed  to  have 
knowledge  of  it.  Conversely,  the  hospital  may  rely  upon 
this  information  unless  it  knew  that  the  information 
was  false. 

For  some  reason,  this  requirement  applies  only  to 
hospitals — not  to  professional  societies,  HMOs,  or 
others.  However,  these  other  entities  may  request  re- 
ported information  prior  to  or  after  entering  into  a 
relationship  with  the  practitioner.  As  long  as  it  is  avail- 
able, liability  considerations  suggest  that  an  entity 
which  engages  in  credentialing  should  attempt  to  ob- 
tain this  information. 

E.  Miscellaneous 

The  Secretary  is  directed  to  issue  regulations  (a) 
providing  for  disclosure  of  reported  information  to  the 
practitioner  in  question  and  (b)  establishing  proce- 
dures for  the  physician  to  dispute  the  accuracy  of  the 
information.  Information  reported  pursuant  to  the  Act 
is  to  be  kept  confidential  except  that  it  is  to  be  dis- 
closed with  respect  to  any  professional  review  activity 
or  malpractice  action  involving  the  practitioner.  Clear- 
ly, this  is  not  much  of  a confidentiality  provision. 

ID.  CHECKLIST  FOR  PROVIDERS  AND 
PROFESSIONAL  ASSOCIATIONS 

The  Health  Care  Quality  Improvement  Act  of  1986 
suggests  several  steps  that  providers,  medical  staffs, 
and  professional  associations  should  consider: 

1.  Adopt  written  peer  review  procedures  that  will 
allow  those  involved  in  peer  review  to  come  within  the 
immunity  provisions  of  the  Act: 

2.  Establish  procedures  for  the  reporting  of  mal- 
practice payments  (in  the  case  of  self-insured  hospi- 
tals), actions  adversely  affecting  medical  staff  privi- 
leges, and  disciplinary  actions  (in  the  case  of  profes- 
sional societies);  and 

3.  Establish  procedures  for  obtaining  reported  in- 
formation in  connection  with  the  credentialing  pro- 
cess. 

In  addition,  all  health  care  entities  will  want  to  con- 
sider carefully  how  the  Act  specifically  affects  them. 
Jack  R Bierig  (Sidley  & Austin  Health  Law  Report,  Vol. 
Three,  Number  One,  February  1987) 
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There’s  never  been  a better  time  for  her. 


Proven  benefits  beyond  rebef 
of  vasomotor  symptoms 


tnd  PREMARIN 


No  other  estrogen  proven 
effective  for  osteoporosis 

Only  conjugated  estrogens  tablets  have 
established  efficacy  in  both  osteoporosis1  and 
vasomotor  symptoms*  at  0.625  mg/day.  No 
other  estrogen,  oral  or  transdermal,  has  estab- 
lished clinical  evidence  or  minimum  effective 
dose  in  both  indications. 

No  estrogen  proven  safer 

PREMARIN  is  the  most  extensively  tested 
estrogen,  with  an  unsurpassed  record  of 
long-  term  safety. 

And  clinical  evidence  shows  a significantly 
reduced  risk  of  endometrial  hyperplasia  when 
cycled  with  a progestin.2 


PREMARIN' 

(conjugated  estrogens  tablets) 

Most  trusted  for  more  reasons 


♦PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms 


Please  see  following  page  for  brief  summary 
of  prescribing  information. 


For  moderate-to-severe 
vasomotor  symptoms  and 
for  osteoporosis 

PREMARINT 

(conjugated  estrogens  tablets) 


0.3  mg  0.625  mg  0.9  mg  1.25  mg 


2.5  mg 


The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


For  atrophic  vaginitis  J 

i 

PREMARIN*  I 

(conjugated  estrogens) 


Vaginal 

Cream 

0.625  mg/g 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION , SEE  PACKAGE 
CIRCULARS.) 

PREMARIN®  Brand  of  conjugated  estrogens  tablets,  USP 

PREMARIN®  Brand  ot  conjugated  estrogens  Vaginal  Cream,  in  a nonliquefying  base 


1.  ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA. 

Three  independent,  case-controlled  studies  have  reported  an  increased  risk  ot  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  tor  more  than  one  year.  This  risk  was  independent 
of  the  other  known  risk  factors  for  endometrial  cancer.  These  studies  are  further  supported  by  the  finding 
that  incidence  rates  of  endometrial  cancer  have  increased  sharply  since  1969  in  eight  different  areas  ot  the 
United  States  wilh  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to  the 
rapidly  expanding  use  ol  estrogens  during  Ihe  last  decade  The  three  case-controlled  studies  reported  that 
the  risk  of  endometrial  cancer  in  estrogen  users  was  about  4.5  to  13.9  times  greater  than  in  nonusers.  The 
risk  appears  lo  depend  on  both  duration  of  treatment  and  on  estrogen  dose.  In  view  of  these  findings,  when 
estrogens  are  used  for  the  treatment  of  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  treatment 
is  medically  indicated,  Ihe  patient  should  be  reassessed  on  at  least  a semi-annual  basis  to  determine  the 
need  for  continued  therapy  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  ot  low  doses  of  estrogen  may  carry  less  risk  than  continuous  administration;  it 
therefore  appears  prudent  to  utilize  such  a regimen.  Close  clinical  surveillance  ot  all  women  taking 
estrogens  is  important.  In  all  cases  of  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy  There  is  no  evidence  at  present 
that  "natural"  estrogens  are  more  or  less  hazardous  than  "synthetic"  estrogens  at  equi-estrogenic  doses. 

2.  ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  of  female  sex  hormones,  both  estrogens  and  progestogens,  during  early  pregnancy  may  seriously 
damage  the  offspring.  It  has  been  shown  that  females  exposed  in  utero  to  diethylstilbestrol,  a nonsteroidal 
estrogen,  have  an  increased  risk  of  developing,  in  later  life,  a lorm  of  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  1.000  exposures. 
Furthermore,  a high  percentage  of  such  exposed  women  (from  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  of  the  vagina  and  cervix.  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  of  malignancy  Although  similar  data  are  not  available 
with  the  use  ot  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  detects  and  limb-reduction  delects  One  case-controlled  study 
estimated  a 4.7-fold  increased  risk  of  limb-reduction  detects  in  intants  exposed  in  utero  to  sex  hormones 
(oral  contraceptives,  hormone  withdrawal  tests  for  pregnancy,  or  attempted  treatment  for  threatened 
abortion).  Some  of  these  exposures  were  very  short  and  involved  only  a tew  days  of  treatment  The  data 
suggest  that  the  risk  of  limb-reduction  delects  in  exposed  letuses  is  somewhat  less  than  1 per  1,000  In  the 
past,  female  sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual 
abortion  There  is  considerable  evidence  that  estrogens  are  inetlective  for  these  indications,  and  there  is  no 
evidence  from  well-controlled  studies  that  progestogens  are  effective  for  these  uses.  If  PRE’MARIN  is  used 
during  pregnancy,  or  if  the  patient  becomes  pregnant  while  taking  this  drug,  she  should  be  apprised  of  the 
potential  risks  to  the  fetus,  and  the  advisability  of  pregnancy  continuation. 


DESCRIPTION:  PREMARIN  (conjugated  estrogens,  USP)  contains  a mixture  of  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  of  material  derived  from  pregnant  mares' 
urine  It  contains  estrone,  equilin,  and  17a-dihydroequilin,  together  with  smaller  amounts  ol  17a-estradiol 
equilenin,  and  17a-dihydroequilenin  as  salts  of  their  sulfate  esters  Tablets  are  available  in  0.3  mg,  0.625  mg,  0.9 
mg,  1.25  mg,  and  2.5  mg  strengths  of  conjugated  estrogens.  Cream  is  available  as  0 625  mg  conjugated 
estrogens  per  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets,  USP):  Moderate-to-severe  vasomotor 
symptoms  associated  with  the  menopause.  (There  is  no  evidence  that  estrogens  are  effective  for  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions ) Osteoporosis  (abnormally  low  bone  mass).  Atrophic  vaginitis.  Kraurosis  vulvae  Female  castration 

PREMARIN  (conjugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  of  atrophic  vaginitis  and 
kraurosis  vulvae. 

PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREGNANCY  AND  ITS 
USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING) 

Concomitant  Progestin  Use:  The  lowest  effective  dose  appropriate  for  the  specific  indication  should  be 
utilized.  Studies  of  the  addition  of  a progestin  for  7 or  more  days  of  a cycle  of  estrogen  administration  have 
reported  a lowered  incidence  ot  endometrial  hyperplasia.  Morphological  and  biochemical  studies  of  the 
endometrium  suggest  that  10  to  13  days  of  progestin  are  needed  to  provide  maximal  maturation  of  the 
endometrium  and  to  eliminate  any  hyperplastic  changes  Whether  this  will  provide  protection  from  endometrial 
carcinoma  has  not  been  clearly  established  There  are  possible  additional  risks  which  may  be  associaled  with  Ihe 
inclusion  ol  progestin  in  estrogen  replacement  regimens  (See  PRECAUTIONS  ) The  choice  ot  progestin  and 
dosage  may  be  important;  product  labeling  should  be  reviewed  to  minimize  possible  adverse  effects. 
CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  of  the  following  conditions: 
1.  Known  or  suspected  cancer  ot  the  breast  except  in  appropriately  selected  patients  being  trealed  lor  metastatic 
disease  2 Known  or  suspected  estrogen-dependent  neoplasia.  3 Known  or  suspected  pregnancy  (see  Boxed 
Warning).  4 Undiagnosed  abnormal  genital  bleeding.  5 Active  thrombophlebitis  or  thromboembolic  disorders. 
6.  A past  history  of  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  of  breast  or  prostatic  malignancy). 

WARNINGS:  Estrogens  have  been  reported  to  increase  the  risk  of  endometrial  carcinoma  (see  Boxed  Warning). 
However,  a recent  large,  case-controlled  study  indicated  no  increase  in  risk  of  breast  cancer  in  postmenopausal 
women.  A recent  study  has  reported  a 2-  to  3-fold  increase  in  the  risk  of  surgically  confirmed  gallbladder  disease 
in  women  receiving  postmenopausal  estrogens. 

Adverse  effects  of  oral  contraceplives  may  be  expected  at  the  larger  doses  of  estrogen  used  to  (real  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement,  it  has  been  shown  that  there  is  an  increased  risk  ol  thrombosis 
in  men  receiving  estrogens  for  prostatic  cancer  and  women  for  postpartum  breast  engorgement  Users  of  oral 
contraceptives  have  an  increased  risk  ot  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  infarction  Cases  ot  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users.  An  increased  risk  of  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  ol  oral  contraceptives  If  feasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  of  the  type  associated  with  an  increased  risk  ot  thromboembolism,  or  during  periods  of  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebilis,  thromboembolic 
disorders,  or  in  persons  with  a history  of  such  disorders  in  association  with  estrogen  use.  They  should  be  used 
with  caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease.  Large  doses  (5  mg  conjugated 
estrogens  per  day),  comparable  to  those  used  to  treat  cancer  of  the  prostate  and  breast,  have  been  shown  to 
increase  the  risk  of  nonfatal  myocardial  infarction,  pulmonary  embolism,  and  thrombophlebitis  When  doses  of 
this  size  are  used,  any  of  the  thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a clear  risk 


Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness 
abdominal  mass,  or  hypovolemic  shock.  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen 
containing  oral  contraceptives.  Increased  blood  pressure  may  occur  with  use  of  estrogens  in  the  menopause  am 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  ol  glucose  tolerance  has  been  observed  ir 
patients  on  estrogen-containing  oral  contraceptives  For  this  reason,  diabetic  patients  should  be  carefullj 
observed  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  melastases. 
PRECAUTIONS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  to  thr 
initiation  of  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  for  longer  that 
one  year  without  another  physical  examination  being  performed  Conditions  influenced  by  fluid  retention,  suet 
asaslhma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  careful  observation.  Certain  patients  maj 
develop  manitestations  ot  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding 
mastodynia,  etc  Prolonged  administration  ol  unopposed  estrogen  therapy  has  been  reported  to  increase  Ihe  risk 
of  endometrial  hyperplasia  in  some  patients  Oral  contraceptives  appear  lo  be  associated  with  an  increase! 
incidence  of  mental  depression.  Patients  with  a history  of  depression  should  be  carefully  observed  Pre-existinc 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use.  The  pathologist  should  be  advised  ot  estrogei 
therapy  when  relevant  specimens  are  submitted.  If  jaundice  develops  in  any  patient  receiving  estrogen,  thr  L 
medication  should  be  discontinued  while  the  cause  is  investigated  Estrogens  should  be  used  with  care  ir 
patients  with  impaired  liver  (unction,  renal  insufficiency,  metabolic  bone  diseases  associaled  with  hypercalcemia 
or  in  young  patients  in  whom  bone  growth  is  not  yet  complete  If  concomitant  progestin  therapy  is  used,  potentia 
risks  may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism. 

The  lollowing  changes  may  be  expected  with  larger  doses  of  estrogen: 
a Increased  sultobromophthalein  retention. 

b.  Increased  prothrombin  and  tactors  VII,  VIII,  IX,  and  X,  decreased  antithrombin  3;  increased  norepinephrine 
induced  platelet  aggregability. 

c Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  at 
measured  by  PBI,  L by  column,  or  T4  by  radioimmunoassay  Free  T3  resin  uptake  is  decreased,  reflecting  thr 
elevated  TBG;  tree  L,  concentration  is  unaltered 
d Impaired  glucose  tolerance. 

e.  Decreased  pregnanediol  excretion 

f.  Reduced  response  to  metyrapone  tesl. 
g Reduced  serum  folate  concentration 

h Increased  serum  triglyceride  and  phospholipid  concentration 

As  a general  principle,  the  administralion  of  any  drug  to  nursing  mothers  should  be  done  only  when  clearly 
necessary  since  many  drugs  are  excreted  in  human  milk. 

Long-term,  continuous  administration  ot  natural  and  synthetic  estrogens  in  certain  animal  species  increase; 
the  frequency  ol  carcinomas  ol  the  breast,  cervix,  vagina,  and  liver  However,  in  a recent,  large  case-controller 
study  ot  postmenopausal  women  there  was  no  increase  in  risk  of  breast  cancer  with  use  ot  conjugated  estrogens 
ADVERSE  REACTIONS:  The  following  have  been  reported  with  estrogenic  therapy,  including  oral  con- 
traceptives: breakthrough  bleeding,  spotting,  change  in  menstrual  flow;  dysmenorrhea,  premenstrual-likr 
syndrome,  amenorrhea  during  and  alter  Ireatment;  increase  in  size  ot  uterine  fibromyomata;  vaginal  candidiasis 
change  in  cervical  erosion  and  in  degree  of  cervical  secretion,  cystitis-like  syndrome;  tenderness,  enlargement 
secretion  (ot  breasts);  nausea,  vomiting,  abdominal  cramps,  bloating,  cholestatic  jaundice;  chloasma  oi 
melasma  which  may  persist  when  drug  is  discontinued;  erythema  multitorme;  erythema  nodosum,  hemorrhagic  ( 
eruption;  loss  of  scalp  hair;  hirsutism;  steepening  of  corneal  curvature;  intolerance  to  contact  lenses;  headache 
migraine,  dizziness,  mental  depression,  chorea,  increase  or  decrease  in  weight,  reduced  carbohydrate  tolerance  [ 
aggravation  ol  porphyria;  edema;  changes  in  libido.  , 

ACUTE  OVERDOSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females 
DOSAGE  AND  ADMINISTRATION: 

PREMARIN®  Brand  ol  conjugated  estrogens  tablets,  USP  ‘ 

1 Given  cyclically  lor  short-term  use  only  For  treatment  of  moderate-to-severe  vasomotor  symptoms,  atrophic  i 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0.3  mg  to  1 25  mg  or  more  daily)  The  lowest  dose  1 
that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible  i 
Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off)  Attempts  to  discontinue  or  tapei 
medication  should  be  made  at  three-  to  six-month  intervals  | 

2.  Given  cyclically:  Osteoporosis  Female  castration  Osteoporosis  -—0  625  mg  daily.  Administration  should  be 
cyclic  (eg,  three  weeks  on  and  one  week  off).  Female  castration — 1 25  mg  daily,  cyclically.  Adjust  upward  oi  ] 
downward  according  to  response  ot  the  patient  For  maintenance,  adjust  dosage  to  lowest  level  that  will  provide 
effective  control.  j I 

Patients  with  an  intact  uterus  should  be  monitored  for  signs  of  endometrial  cancer  and  appropriate  measure; 
taken  to  rule  out  malignancy  in  the  event  ot  persistent  or  recurring  abnormal  vaginal  bleeding 
PREMARIN®  Brand  of  conjugated  estrogens  Vaginal  Cream 
Given  cyclically  lor  short-term  use  only.  For  treatment  of  atrophic  vaginitis  or  kraurosis  vulvae 
The  lowest  dose  lhat  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  a;  - 
promptly  as  possible 

Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off).  j 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-  to  six-month  intervals 
Usual  dosage  range  2 g lo  4 g daily,  mtravaginally,  depending  on  the  severity  ot  the  condition 
Treated  palients  wilh  an  intact  uterus  should  be  monitored  closely  tor  signs  of  endometrial  cancer  anc 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurrinc 
abnormal  vaginal  bleeding 
References: 

1.  Lindsay  R,  Hart  DM,  Clark  DM  The  minimum  effective  dose  of  estrogen  for  prevention  of  postmenopausa 
bone  loss.  Obstet  Gynecol  1984.63;  759-763  2.  Studd  JWW,  Thom  MH,  Paterson  MEL,  etal:  The  prevention  anc 
treatment  ot  endometrial  pathology  in  postmenopausal  women  receiving  exogenous  estrogens,  in  Pasetto  N 
Paoletti  R,  Ambrus  JL  (eds):  The  Menopause  and  Postmenopause  Lancaster,  England,  MTP  Press  Ltd,  1980 
chap  13. 
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NEW  JERSEY  MEDICINE 


Inaugural  Address 


Harry  M.  Carnes,  m.d.,  audubon 


Harry  M.  Carnes , M.D.,  presented  this  Address  at  his 
inauguration  on  May  1 , 1 987,  at  the  Annual  Meeting  of  the 
Medical  Society  of  New  Jersey,  at  Americana  Host  Farm  Resort, 
Lancaster,  Pennsylvania . 


I am  appearing  before  you  today 
in  the  same  role  my  prede- 
cessors have  for  194  years— 
desirous  of  perpetuating  the  good  of  this  Society,  and 
promising  diligent  effort  on  my  part  to  that  end. 
Furthermore,  I am  challenging  every  delegate  to  as- 
sume the  leadership  position  in  each  local  area.  If  you 
feel  you  are  unable  to  fulfill  your  responsibilities,  pass 
the  baton  to  another.  I do  not  think  I am  overstating 
the  case  by  suggesting  that  the  best  efforts  of  every 
person  in  this  room  are  needed  to  achieve  our  goal— 
that  goal  being  the  finest  health  care  available  any- 
where for  every  citizen  of  New  Jersey. 

Having  spoken  in  generalities,  let’s  get  specific.  In  an 
attempt  to  maintain  the  external  momentum  of  the 
Society,  we  must  strengthen  ourselves  internally.  The 
issue  of  membership  must  be  actively  addressed.  This 
is  foremost  in  my  priorities,  just  as  it  was  for  Edward 
Schauer,  M.D.,  last  year.  I want  to  emphasize  our 
financial  status.  As  the  current  chairman  of  the 
Finance  and  Budget  Committee,  I can  tell  you  that  we 
operate  by  the  “seat  of  our  pants.”  At  a time  when 
physician  supply  is  practically  growing  wild,  our  mem- 
bership rolls  are,  and  have  been,  static  for  several  years. 
In  order  to  maintain  our  position  as  spokesman  for 
organized  medicine  within  the  state,  we  need— indeed 
we  must  have— increased  membership. 

We  have  less  than  adequate  numbers  of  young,  mi- 
nority, and  female  physicians.  The  largest  constituency 


that  we  have  not  garnered  consists  of  women  physi- 
cians of  New  Jersey.  Somehow,  through  the  grass- 
roots, we  must  get  the  message  across  that  we  need 
them  in  our  organization  and  they  need  us.  We  are 
crying  for  women  leaders.  They  comprise  40  percent 
of  medical  school  classes.  It  is  obvious  that  we  cannot 
long  remain  healthy  without  their  participation.  Far 
more  than  money,  they  could  bring  their  thoughts  and 
their  innovative  ideas  to  this  Society,  for  the  better- 
ment of  everyone. 

New  Jersey  is  very  fortunate  to  have  one  of  the  fore- 
most female  leaders  in  medicine  today — in  Palma  For- 
mica M.D.  I shall  appoint  an  ad  hoc  committee  with 
the  President-Elect  as  chairman.  The  charge  to  the 
committee  will  be  to  set  up  workshops  throughout  the 
state,  to  assist  and  monitor  county  membership  com- 
mittees in  this  drive  to  recruit  new  members,  and  to 
report  results  to  the  Board  of  Trustees  at  three-month 
intervals.  This  will  be  a “crash  course.”  Ad  hoe  commit- 
tees appointed  by  a President  coincide  with  the  term 
of  the  presidency.  We  won’t  have  much  time,  but  we 
have  strong  leadership— and  I expect  excellent  results. 

There  have  been  marked  changes  in  medicine  in  the 
past  20  years.  (Now,  there  is  a profound  statement!)  We 
were  introduced  to  Medicare  in  the  early  1960s;  those 
of  my  generation  have  known  the  years  of  plenty,  with 
“cost  plus”  and  “usual  and  customary”  fees.  During 
this  period,  there  was  an  explosion  in  high  technology, 
and  some  serious  miscalculations  by  the  government 
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on  the  utilization  of  their  programs.  Everything  was 
going  fine  until  the  bills  came  due.  The  politicians  had 
promised  more  than  they  could  deliver.  Then  they  did 
an  unusual  thing:  they  transferred  as  much  of  the 
liability  as  they  could  to  someone  else — in  this  case, 
the  providers  of  health  care.  With  the  resultant  in- 
crease in  health  care  costs,  physicians  now  have  in- 
creased financial  liability  in  the  health  care  system. 

This  little  trick  was  performed  in  several  ways.  We 
are  experiencing:  1)  the  DRG  payment  system  (first  it 
was  hospitals,  now  it  is  proposed  for  physicians); 
2)  peer  review  organizations;  3)  frozen  fee  syndrome— 
we  had  that  for  several  years;  4)  the  ever-popular 
HMOs,  PPOs,  etc. — about  which  I will  comment  briefly 
later;  5)  and — the  next  onslaught  by  government  is 
being  ushered  in  by  mandatory  assignment  laws.  It  is 
sad  that  this  legislation  could  result  in  a two-tiered 
system  of  medical  care  for  our  senior  citizens,  the  very 
same  people  the  politicians  state  they  are  trying  to 
help.  The  reason  given  for  enactment  of  Medicare  legis- 
lation was  to  give  all  senior  citizens  equal  access  to  the 
same  high-quality  medical  care.  Now,  in  an  effort  to 


The  very  heart , the  very  soul  of 
medicine  is  service . It  is  through 
working  hard  and  selflessly 
serving  others  that  we  will 
accomplish  our  goals. 


regulate  physician  fees,  they  would  place  this  level  of 
care  in  jeopardy.  It  would  appear  to  be  an  arrogant 
attempt  by  legislators  to  pander  to  voters. 

Most  of  us  are  conservative  by  nature.  We  cannot, 
however,  allow  this  fact  to  cloud  our  judgment.  This 
present  federal  administration  (you  could  include 
state)  along  with  the  Democratic  Congress,  has  done 
more  to  dismantle  the  medical  profession  than  the 
Wilbur  Cohens  and  the  Ed  Califanos  ever  achieved. 
“Let  us  not  be  lulled  to  sleep  by  the  security  blanket 
of  the  Reagan  Administration.”  These  are  words  I 
wrote  as  President  of  Camden  County  Medical  Society 
in  1983.  Those  words  are  just  as  meaningful  today. 

It  is  truly  ironic  that  in  this  uncontrolled  competitive 
environment  there  is  perceived  to  be  such  a need  to 
control  our  medical  profession.  I previously  mentioned 
several  overt  ways  this  is  being  accomplished.  One 
subtle  way  to  attain  control  that  I have  not  discussed 
is  the  HMO — IPA — PPO. 

Let  me  set  the  record  straight.  The  Medical  Society 
of  New  Jersey  has  stated  it  stands  for  the  pluralistic 
delivery  of  medical  care  in  our  state.  The  AMA  has  gone 
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on  record  for  the  same  at  the  national  level.  I,  as  presi- 
dent of  this  10,000-plus  member  organization,  shall 
support  that  stand. 

The  leadership  of  this  Society  sees  a bias  within  the 
HMO-IPA  systems.  We  want  a level  playing  field  for  all 
players.  This  bias  is  exemplified  in  the  federal  law 
which  forces  any  employer  of  over  25  employees  to  offer 
an  HMO  plan;  no  mention  is  made  of  forced  offering 
of  fee-for-service  insurance  to  employees.  Bylaws  that 
permit  exclusion  of  physicians  on  the  basis  of  mem- 
bers of  a particular  specialty  alone  are  wrong.  Bylaws 
that  make  it  mandatory  for  a physician  to  care  for  a 
patient  in  the  hospital  in  order  to  be  eligible  for  mem- 
bership are  wrong. 

The  courts  of  New  Jersey  do  not  permit  hospitals  to 
place  such  restrictive  barriers  on  membership.  Why, 
then,  should  HMOs — who  in  actuality  are  insurance 
companies  licensed  by  the  state— be  permitted  to  per- 
petrate these  injustices?  The  license  to  practice  medi- 
cine in  New  Jersey  is  a privilege  granted  by  the  state 
to  qualified  individuals.  That  license,  thus  granted, 
should  permit  the  licensee  complete  access  to  the 
health  care  system  of  the  state.  He  or  she  should  be 
able  to  care  for  any  patient  within  New  Jersey  and  be 
compensated  by  the  patient’s  insurance  company.  For 
it  to  be  otherwise— for  the  physician  to  be  excluded— is 
a violation  in  restraint  of  trade.  We,  therefore,  have 
introduced  legislation  to  address  this  problem,  to  allow 
the  patient  the  freedom  to  choose  his  own  doctor.  That 
is  the  primary  tenet  on  which  the  private  practice  of 
medicine  is  based — and  we  appeal  for  the  support  of 
this  legislation  by  all  members. 

Medicine  faces  a myriad  of  problems  today — that  is 
no  secret.  The  physician  frustration  level  is  at  an  all- 
time  high — that  is  no  secret.  We  are  under  siege  from 
every  side.  Our  position  is  untenable.  Within  the  hospi- 
tal, we  must  manage  our  sick  patient  in  a cost-effective 
manner,  adhering  to  constraints  of  a particular  time 
frame  (DRG).  Translated,  we  must  order  every  test  that 
we  and/or  The  PRO  deem  necessary— but  not  one 
more.  Speaking  retroactively.  The  PRO  has  cornered 
the  market  on  quality  recently.  (It’s  amazing  what  we 
can  do  with  federal  money!)  While  we  are  accomplish- 
ing these,  we  must  protect  ourselves  from  unforeseen 
patient  complications.  The  threat  of  medical  liability, 
with  resultant  legal  action,  is  ever  with  us. 

The  fact  that  patients,  particularly  the  elderly,  are 
leaving  the  hospital  “quicker  and  sicker”  is  known  by 


all;  yet  no  definitive  action  has  been  taken  to  alleviate 
these  serious  problems.  Many  patients  are  not  sick 
enough  to  receive  the  intensive  medical  care  given  in 
a hospital — but  those  same  patients  are  too  sick  to  be 
anywhere  else.  Maybe  the  word  “compassion”  should 
be  reintroduced  to  the  bureaucratic  language.  Occa- 
sionally, one  wonders  about  the  true  mission  of  hospi- 
tals in  our  society. 

Medicine  today,  despite  the  recent  advances  in  high 
technology,  remains  art  and  science.  It  is  not  and  never 
has  been  a pure  science.  Thus,  we  do  not  deal  in  black 
and  white  issues;  there  are  gray  areas,  and  individual 
judgment  is  required.  We  shall  always  strive  for  per- 
fection (not  mediocrity)  as  our  goal — knowing  that  the 
achievement  of  same  is  impossible.  These  thoughts 
can  lay  the  foundation  for  the  message  we  must  deliver 
throughout  the  state.  We  need  not  apologize:  the 
message  is  accurate  and  in  no  way  self-serving. 

In  conclusion,  I would  like  to  make  some  general 
comments  on  the  state  of  the  profession: 

Change  is  the  order  of  the  day;  however,  with  change 
comes  the  opportunity  to  shape  these  events  to  the 
ultimate  benefit  of  our  patients’  needs;  thus,  our  legis- 
lative proposals.  This  is  our  great  challenge.  The  battle 
will  demand  the  best  in  all  of  us. 

It  is  trite  to  say  we  must  all  become  involved.  I think 
it  is  much  better  to  use  the  powerful  words  of  Oliver 
Wendell  Holmes,  Jr„  who  stated:  “As  life  is  action  and 
passion,  it  is  required  of  a man  that  he  should  share 
the  passion  and  action  of  his  time— at  peril  of  being 
judged  not  to  have  lived.” 

Despite  the  problems  that  face  us  all,  despite  the 
turmoil,  even  chaos,  surrounding  us — we  must  stand 
fast.  Now  is  no  time  to  cut  and  run,  but  instead  to 
return  to  basics.  In  spite  of  all  its  great  advances,  what 
medicine  is  still  all  about  is  the  patient,  the  physician, 
and  the  quality  of  the  relationship  which  exists  be- 
tween them. 

Yes,  ladies  and  gentlemen,  we  must  stand  fast  and 
remain  true  to  our  highest  ideals.  The  very  heart,  the 
very  soul,  of  medicine  is  service.  It  is  in  working  hard 
and  selflessly  serving  others  that  we  shall  accomplish 
our  goals  and  preserve  our  freedom. 

I thank  each  of  you  for  permitting  me  to  serve  in  this, 
your  highest  office.  1 shall  strive  vigorously  to  reward 
your  trust.  Let’s  all  live  our  professional  lives  so  as  to 
bring  honor  to  medicine — as  medicine  has  so  honored 
us. 
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Farewell  Address 


Edward  A.  Schauer,  m.d.,  farmingdale 


Edward  A.  Schauer , M.D.,  presented  this  Address  at  the  Annual 
Meeting  of  the  Medical  Society  of  New  Jersey  at  Americana  Host 
Farm  Resort , Lancaster , Pennsylvania  on  May  1 , 1 987. 


Another  year  has  gone  by,  and  we 
are  approaching  our  22 1 st  year 
of  activity.  As  usual,  the  days 
slip  by  quickly  and  Father  Time  waits  for  no  man, 
woman,  or  physician. 

One  of  my  joys  of  medical  politics  always  has  been 
acting  as  a spokesman;  and  indeed,  I have  tried  my 
best  to  be  your  representative  and  advocate  with  the 
Board,  at  the  Interim  Meeting  in  November  1986,  at 
county  meetings,  at  medical  staff  meetings,  at  neigh- 
boring state  affairs,  with  the  State  Department  of 
Health,  with  the  New  Jersey  Hospital  Association,  and 
of  course,  with  the  media  I also  have  had  the  unique 
opportunity  to  represent  you  in  the  AMA  Delegation. 

My  main  thrust  has  been  that  our  greatest  concern 
should  be  the  care  of  the  patient:  care  that  should  be 
the  best  we  can  give  and  should  be  scientifically  based 
and  personal.  We  should  treat  each  patient  as  a person 
instead  of  a pathologic  entity,  and  we  should  manage 
the  care  as  though  the  patient  were  our  own  family 
member. 

Our  next  concern  should  be  the  milieu  in  which  we 
practice  medicine.  The  best  care  can  be  rendered  when 
the  physician/patient  relationship  is  optimal  and  de- 
cisions are  based  on  the  medical  problem  at  hand 
without  third-party  interference. 

For  the  last  20  years,  there  have  been  many  attempts 
to  alter  this  concept,  and  this  interference  has  been 


and  continues  to  be  one  of  our  greatest  problems.  Our 
government  had  promised  too  much,  and  as  their  pro- 
grams began  to  fail,  they  have  had  to  institute  controls 
and  regulations  of  the  practice  of  medicine,  and  now 
are  beginning  to  limit  access  to  care  because  of  the 
soaring  costs.  I remind  you,  my  colleagues,  and  particu- 
larly our  younger  members,  that  in  1964-1965,  or- 
ganized medicine,  particularly  the  AMA,  told  the  legis- 
lators that  the  program  they  envisioned  would  be  too 
expensive;  they  did  not  want  to  hear  that  advice. 

In  more  recent  years,  corporations  have  decided  to 
enter  the  medical  field.  There  is  no  problem  with  this, 
since  employees  must  have  care,  but  medical  decisions 
must  be  left  with  the  physician.  Unfortunately,  too 
many  times  controls  creep  in  and  increase  at  a rather 
rapid  rate;  very  soon  the  physician  finds  a host  of 
people,  usually  nonmedical,  looking  over  his/her 
shoulder  and  telling  him/her  how  to  treat  patients. 
Some  local  insurance  companies  seem  to  be  on  the 
same  track,  and  this  multiplies  the  problem. 

The  other  obvious  and  very  unfortunate  change  in 
our  milieu  has  been  the  liability  climate.  There  has 
developed  in  our  country  the  distinct  feeling  that  no 
matter  what  occurs,  there  must  be  a definite  reason 
and  someone  must  be  at  fault.  This  seems  to  have  no 
relationship  to  the  kind  of  medicine  that  was  prac- 
ticed. As  I mentioned  in  my  inaugural  address,  there 
is  definitely  some  medical  liability  in  our  country,  and 
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this  should  be  properly  adjudicated;  however,  there 
still  are  frivolous  cases  and  some  which  have  distorted 
the  concept  of  liability.  Excessive  awards  with  no  vis- 
ible restraints  have  caused  some  physicians  to  leave 
practice  entirely,  others  to  retire  early,  and  those  re- 
maining to  practice  excessive  defensive  medicine.  This 
helps  no  one.  The  only  saving  grace  seems  to  be  that 
almost  all  groups  now  are  being  affected  by  this  change 
in  philosophy. 

It  would  seem  that  doctors  are  expected  to  cure  all 
injuries  and  illnesses  regardless  of  the  dictates  of  a 
Supreme  Being  and  the  limitations  of  the  natural 
order. 

Where  do  we  go  from  here?  First,  we  must  continue 
to  render  quality  care  to  our  patients — that  has  to  be 
our  ongoing  and  ever  important  cornerstone.  Secondly, 
we  must  do  better  in  the  legislative  sphere,  for  this 
seems  to  be  where  a great  deal  of  change  in  our  en- 
vironment of  practicing  good  medicine  arises.  This 
activity  must  begin  with  our  patients — we  must  take 
some  time  to  educate  them,  inform  them,  alert  them, 
and  keep  them  up  to  date  as  to  any  bill,  law,  or  regu- 
lation that  affects  the  physician/patient  relationship 
or,  worse  yet,  attempts  to  dictate  to  us  how  we  must 
treat  them.  In  addition,  we  must  keep  our  Legislative 
Council  alive,  active,  and  stronger  than  ever;  that 
Council  has  been  doing  a yeoman’s  job  on  our  behalf 
for  years.  They  review,  dissect,  and  discuss  all  bills  in 
the  legislature  which  relate  in  any  fashion  to  the  prac- 
tice of  medicine.  All  segments  of  our  organization 
should  be  there  at  the  table  for  input  and  guidance  in 
reaching  the  best  decisions.  Lastly,  we  must  be  more 
visible  in  our  PAC  movement.  Political  action  is  one  of 
the  big  players  in  the  legislative  arena.  JEMPAC  has 
done  remarkably  well  over  the  years,  considering  the 
poor  support  that  we  have  given  it.  We  need  to  be  on 
the  firing  line  with  our  legislators,  we  need  to  com- 
municate with  our  lobbyists,  and  above  all,  we  need  to 
contribute  money.  Our  record,  in  comparison  with 
other  state  PACs,  is  extremely  poor.  (For  example,  $50 
a head  would  give  JEMPAC  $500,000;  $100  a head 
would  give  us  a war  chest  of  $1,000,000.) 

In  closing,  I want  to  thank  all  of  you  for  the  op- 
portunity to  serve  as  your  President.  I would  like  to 
thank  Monmouth  County  for  their  support  in  all  my 
endeavors  over  the  past  30  years.  My  thanks  go  to  all 
my  family  physician  confreres  for  their  consideration 
and  advice,  and  in  particular,  thanks  to  the  county 


medical  societies  who  were  so  gracious  to  Alice  and  me 
when  we  visited. 

I want  all  of  you  to  know  that  the  Medical  Society 
of  New  Jersey  will  be  in  good  hands  in  the  next  few 
years.  I extend  my  sincere  thanks  to  our  officers  for 
their  help  this  past  year.  They  were  always  ready  to 
serve  whenever  needed.  The  Board  of  Trustees  kept  me 
on  my  toes  at  meetings.  The  councils  and  committees 
did  their  homework  and  rendered  their  reports— and 
all  of  these  members  should  be  recognized  for  their 
contributions.  I also  want  to  thank  the  members  of  the 
Medical  Society  of  New  Jersey  Auxiliary  for  all  their  fine 
work  on  our  behalf— they  are  always  doing  something 
for  us,  and  many  times  we  take  them  for  granted.  In 
addition,  I want  to  thank  the  members  of  the  New 
Jersey  Society  of  Medical  Assistants  for  their  efforts  on 
our  behalf. 

I am  deeply  indebted  to  an  excellent  staff.  The  folks 
who  work  for  us  are  very  personable,  courteous,  kind, 
and  ever  available  to  proceed  with  our  thoughts  and 
projections.  They  make  one  feel  that  they  are  part  of 
our  family  and,  indeed,  they  are. 

I wish  Doctor  Harry  Carnes  all  the  best  in  his  Presi- 
dential year,  and  God  speed  him  on  his  way.  Finally, 
I leave  you  with  two  thoughts:  one  is,  that  only  we  can 
practice  quality  medicine  and  treat  our  patients  with 
the  proper  care;  and  lastly,  I want  to  leave  some 
thoughts  of  importance  for  life  in  general,  from  a 
previous  President  of  the  United  States: 

• You  cannot  bring  about  prosperity  by  discourag- 
ing thrift. 

• You  cannot  help  small  men  by  tearing  down  big 
men. 

• You  cannot  strengthen  the  weak  by  weakening 
the  strong. 

• You  cannot  lift  the  wage  earner  by  pulling  down 
the  wage  payer. 

• You  cannot  help  the  poor  man  by  destroying  the 
rich. 

• You  cannot  keep  out  of  trouble  by  spending  more 
than  your  income. 

• You  cannot  further  the  brotherhood  of  man  by 
inciting  class  hatred. 

• You  cannot  establish  security  on  borrowed 
money. 

• You  cannot  build  character  and  courage  by  taking 
away  man’s  initiative  and  independence. 

• You  cannot  help  men  permanently  by  doing  for 
them  what  they  could  and  should  do  for  themselves. 
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(^Autism 

OutrBadi 

In  the  state  of  New  Jersey  there  are  over  1 0,000  citizens  with  autism.  The  Autism  Outreach 
Project  offers  a variety  of  free  services  in  an  effort  to  meet  the  needs  of  children  and  adults 
with  autism,  their  families,  and  the  professionals  who  serve  them. 


FOR  HEALTH  CARE 
PROFESSIONALS  & SERVICE 
PROVIDERS 

• Basic  Information  on  Autism 

• Referrals  to  Services  and 
Programs 

• Education  and  Training 

• Program  Support  Services 

• Newsletters 


FOR  FAMILIES 

• Family  Support  Services 

• Informational  Materials 
and  Newsletters 

• Group  Parent  Training  and 
In-home  Follow-up 

• Workshops  and  Lectures 

• Advocacy  Assistance 


Autism  is  a lifelong  developmental  disability  that  appears  during  the  first  three  years  of  life.  It 
is  four  times  more  common  in  males  than  females  and  crosses  racial,  ethnic,  and  socio-economic 
lines.  No  known  factors  in  the  psychological  environment  of  a child  have  been  shown  to  cause 
autism.  Autism  is  characterized  by  severe  behavior,  communication,  and  perceptually-based 
learning  problems,  and  affects  4-15  of  every  10,000  births. 


For  additional  information  or  to  request  services,  contact  the 
Autism  Outreach  Project  office  nearest  you. 


Autism  Outreach  Project 

at  The  Bancroft  School 
Hopkins  Lane 
Haddonfield,  NJ  08033 
609/429-0010 


Autism  Outreach  Project 

at  COSAC 

123  Franklin  Corner  Rd.,  Suite  215 
Lawrenceville,  NJ  08648 
609/895-0190 
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:'s  Here  At  Last... 

A Choice  of  Two  LowCost 
Practice  Evaluations. 


i 


Li 


Basic  Practice  Evaluation 


Provides  a benchmark  for 
your  practice. 


1 


Expanded  Option 
Evaluation 


Provides  15  different  option  categories, 
with  180  evaluations,  under  a variety 
of  conditions. 


Here's  Why  You 
Should  Consider  a 
Pro-Tech  Practice 
Evaluation: 


Analysis  can  be  used  in  buying, 
selling,  merging  or  dissolving  of 
a practice. 

Analysis  can  serve  to  confirm  other 
appraisals. 

Analysis  is  processed  quickly  — 
usually  within  10  days. 


Get  the  hard  facts. 


Phone 


State 


-Zip 


1986  All  Rights  Reserved  240  Cedar  Knolls  Rd..  Suite  310.  Cedar  Knolls.  NJ  07927  9990 

Exclusive  Marketing  Agents:  Sarantos  & Co.,  Inc. 


KIRWAN  COMPANIES 

Kirwan 

Financial  Group,  Inc. 

Financial  Products 
Personal  and  Professional 

Investments,  Pensions,  Life  and  Health,  Shelters 


Kirwan 

Financial  Advisory,  Inc. 

Registered  Investment  Advisors 

Financial  Advice 
Personal  and  Professional 

Authorized  Representatives 
of  the 

Medical  Society  of  New  Jersey 

609-778-4388  215-750-7616 


STATE-OF-THE-ART  IMAGING 

□ FONAR®  Magnetic  Resonance  Imaging  (MRI) 

No  risk  of  missile  effect  as  with  superconductive  units. 

Unique  capability  of  being  used  with  life  support  systems. 

□ Doppler  Ultrasound  Imaging 
Cardiac  and  Carotid 

□ Computed  Sonography 

□ Low  Dose  Mammography 

□ Fluoroscopy 

□ Traditional  X-rays  (all  low  dose) 

SERVING  PHYSICIANS  AND  PATIENTS 

Written  reports  and  films  delivered  within  24  hours 
On-site  Board  Certified  Radiologists  • Highly  trained  technicians 
Prompt  scheduling  • Personalized  care  and  attention 

Patient  education  literature,  including  the  viewing  of  VCR  tapes, 
available  prior  to  testing. 


Utilizing  cardiac  gating, 
MRI  produces  superior  contrast 
resolution  over  CT. 


69  Orient  Way 
Rutherford,  NJ  07070 


MEDICAL  IMAGING,  P.A. 

(201)  933-0310 

JOSEPH  INZINNA,  M.D.,  MEDICAL  DIRECTOR 
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MSNJ  Auxiliary 


Sally  Lou  Ilagan  is  the  6 1st  President  of  the  Medical  Society  of 
New  Jersey  Auxiliary . 


The  61st  President  of  the  Medical 
Society  of  New  Jersey  Auxiliary 
brings  to  her  newest  office  many 
years  of  service  in  the  allied  health  professions  as  well 
as  a wide  variety  of  life  experiences. 

Sally  Lou  Ilagan  began  her  odyssey  in  Edwardsville, 
Pennsylvania,  where  she  was  bom,  raised,  and  com- 
pleted her  primary  and  secondary  education.  After 
high  school,  Sally  set  out  for  Paterson  General  Hospital 
School  of  Nursing;  once  graduated,  she  remained  at 
her  alma  mater  to  further  hone  her  skills  in  the  operat- 
ing room. 

Armed  with  her  RN.  degree  and  comfortable  with 
her  nursing  specialty,  Sally  then  sought  to  broaden  her 
horizons  at  Morristown  Memorial  Hospital.  It  was 
i there  that  she  met  and  married  Leonardo  (Ding)  A 
Ilagan,  M.D.,  her  husband  of  28  years. 

For  the  next  several  years  Ding  and  Sally  followed  the 
“residency  trail”  which  took  them  from  Morristown  to 
Hahnemann  Hospital  in  Philadelphia,  Pennsylvania, 
and  then  to  Newfoundland,  Canada 
In  1965,  the  decision  was  made  to  set  down  roots 
in  Camden  County,  where  Ding  began  his  practice  in 
anesthesiology  at  Cooper  Hospital.  Sally,  with  her 
nursing  career  on  hold,  proceeded  to  establish  a strong 
home  base  for  the  family  which  included  three  chil- 
dren—Gregg,  Lee  Marie,  and  Marc.  Both  Ding  and  Sally 
wisely  recognized  the  need  to  be  contributing  mem- 


bers in  the  Medical  Society  community  and  eagerly 
joined  the  component  society  in  Camden  County. 

In  her  first  full  year  as  a member  of  the  Camden 
County  Auxiliary,  1970-1971,  Sally  served  as  Courtesy 
Chairman.  During  the  following  three  years  she  served 
as  Vice-Chairman  and  Chairman  of  Hospitality  and 
Gourmet  Chairman. 

By  1973,  Ding  had  accepted  a position  at  Burlington 
County  Memorial  Hospital.  Although  the  home  base 
remained  in  Cherry  Hill,  the  professional  base  shifted 
to  Burlington  County. 

Sally  plunged  right 
into  the  mainstream  of 
the  Burlington  County 
Medical  Society  Auxil- 
iary. Along  with  her  ex- 
perience, she  brought  a 
great  deal  of  energy  and 
by  1976  was  elected 
First- Vice  President.  At 
the  state  level,  her  service 
went  into  high  gear  in  1977-1978  as  she  was  elected 
to  the  Nominating  Committee,  served  as  State  C.P.R. 
Chairman,  and  attended  Confluence  as  Burlington 
County’s  President-Elect.  In  1978-1979,  while  Presi- 
dent of  Burlington  County,  she  continued  to  serve  as 
State  C.P.R  Chairman  and  attended  Confluence  a sec- 
ond time. 
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At  the  county  level  Sally  has  continued  to  be  an 
active  supporter,  filling  roles  both  in  an  advisory  ca- 
pacity and  in  committee  chairmanships. 

For  the  Medical  Society  of  New  Jersey  Auxiliary,  Sally 
has  filled  many  positions:  Chairman  of  Widows  and 
Orphans,  1979-1980;  Nominating  Committee  and 
Vice-Chairman  AMA- ERF,  1980-1981;  Chairman  AMA- 
ERF,  1981-1982;  Treasurer,  1982-1984;  Recording 
Secretary,  1984-1985;  Vice-President,  1985-1986; 
President-Elect,  1986-1987. 

Her  auxiliary  skills  have  been  enhanced  through 
two  additional  years  at  Confluence  and  attendance  at 
National  Conventions  in  six  of  the  last  seven  years. 

Although  her  auxiliary  accomplishments  have  been 
numerous,  our  new  President  has  found  time  along 
the  way  to  involve  herself  in  many  other  activities. 

As  mother  of  three  children,  Sally  found  the  energy 
to  serve  in  the  Parent-Teacher  Association  for  the 


Cherry  Hill  School  District.  She  has  helped  with  fund- 
raising at  Moorestown  Friends  School  and  served  as 
a Swimming-Diving  Judge  in  the  Tri-County  Swim- 
ming and  Diving  Association. 

Additional  personal  formal  educational  experiences 
include  attendance  at  Camden  County  Community 
College  and  membership  in  the  Garden  State  Chapter 
and  the  National  Association  of  Parliamentarians. 

Sally  also  is  an  avid  bowler  and  continues  to  serve 
as  a bowling  league  president.  She  also  enjoys  sewing, 
needlework,  reading,  cooking,  and  swimming. 

An  avowed  “people  person,”  our  1987-1988  Presi- 
dent plans  to  direct  her  energies  and  skills  toward  a 
primary  goal:  “to  persuade  every  physician’s  spouse 
that  membership  in  the  federation  of  county,  state, 
and  AMA  auxiliaries  is  essential  for  implementing  ef- 
fective legislation  against  government  intervention  in 
the  practice  of  quality  medical  care.” 
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In  mild  to  moderate  hypertension 

THE  FIRST 
ONCE  DAILY 


CALCIUM 

CHANNEL 

BLOCKER... 


240  mg  scored,  sustained -release  tablets 


JAMES  B. 

38,  black  male,  heavy  smoker. 
Prescribed  a diuretic  by  an- 
other physician  last  year  for 
hypertension. 

YOUR  CONCERNS 
Presents  with  "smoker's 
cough."  Workup  reveals  a BP 
of  150/107. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 
ISOPTIN"  (verapamil 
HCl/Knoll)  because... 

— Black  hypertensives  often 
have  low  plasma  renin  ac- 
tivity and  generally  do  not 
respond  favorably  to  beta 
blockers. 

— Beta  blockers  may 
increase  the  likelihood  of 
bronchospasm. 


ALICE  W. 

65,  diabetic,  overweight.  Her 
BP  has  elevated  to  190/98. 

YOUR  CONCERNS 
She's  on  daily  insulin. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HER  BP 
ISOPTIN8  (verapamil 
HCl/Knoll)  because... 

— Unlike  most  beta  blockers 
and  diuretics,  ISOPTIN  has  no 
adverse  effects  on  serum 
glucose  levels. 

— Unlike  most  beta  blockers, 
ISOPTIN  does  not  mask  the 
symptoms  of  hypoglycemia. 


THOMAS  G. 

70,  asthmatic.  In  the  past,  BP 
adequately  controlled  with 
25  mg  hydrochlorothiazide 
daily. 

YOUR  CONCERNS 

Today  patient  presents  with 
symptoms  of  gout.  Workup 
reveals  high  uric  acid  level, 
low  serum  potassium,  and  BP 
elevated  to  180/98. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 
ISOPTIN8  (verapamil 
HCl/Knoll)  because... 

— Unlike  diuretics,  ISOPTIN 
will  not  decrease  serum  po- 
tassium levels  or  elevate  uric 
acid  levels. 

— Unlike  beta  blockers, 
ISOPTIN  can  be  used  safely  in 
asthma  and  COPD  patients. 


JOHN  K. 

42,  Annual  physical  uncov- 
ered diastolic  BP  of  102 . . . 
confirmed  on  three  successive 
office  visits.  Unresponsive  to 
nonpharmacologic 
intervention. 


YOUR  CONCERNS 
Salesman,  spends  many  hours 
of  his  working  day  in  car. . . 
total  cholesterol  level  300, 
HDL  35. 


A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 
ISOPTIN8  (verapamil 
HCl/Knoll)  because... 

— Unlike  diuretics,  ISOPTIN 
does  not  cause  urinary 
urgency. 

— Unlike  either  beta  blockers 
or  diuretics,  ISOPTIN  will  not 
adversely  affect  his  already 
seriously  compromised  lipid 
profile. 

— Unlike  with  propranolol, 
fatigue  and  impotence  are 
rarely  reported. 


Antihypertensive  therapy  you 
and  your  patients  can  live  with 


*A  product  of  Knoll  research. 


Knoll  Pharmaceuticals 

A Unit  of  BASF  K&F  Corporation 
Whippany,  New  Jersey  07981 


BASF  Group 


a 
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Brief  Summary 


In  mild  to  moderate  hypertension 
THE  FIRST  ONCE  DAILY 
CALCIUM  CHANNEL  BLOCKER 

ISOPTirSR 
(verapamil  HCI/Knoll) 

240  mg  scored,  sustained-release  tablets 

CONTRAINDICATIONS:  1)  Severe  left  ventricular  dysfunction  (see  WARNINGS),  2)  Hypotension 
(less  than  90  mmHg  systolic  pressure)  or  cardiogenic  shock,  3)  Sick  sinus  syndrome  or  2nd  or 
3rd  degree  AV  block  (except  in  patients  with  a functioning  artificial  ventricular  pacemaker). 

WARNINGS:  Heart  Failure:  ISOPTIN  should  be  avoided  in  patients  with  severe  left  ventricular 
dysfunction  (see  DRUG  INTERACTIONS)  Patients  with  milder  ventricular  dysfunction  should,  if 
possible,  be  controlled  before  verapamil  treatment  Hypotension:  ISOPTIN  (verapamil  HCI)  may 
produce  occasional  symptomatic  hypotension.  Elevated  Liver  Enzymes:  Elevations  of  trans- 
aminases with  and  without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have 
been  reported  Periodic  monitoring  of  liver  function  in  patients  receiving  verapamil  is  therefore 
prudent  Accessory  Bypass  Tract  (Wolff-Parkinson-White):  Patients  with  paroxysmal  and/or 
chronic  atrial  flutter  or  atrial  fibrillation  and  a coexisting  accessory  AV  pathway  have  developed 
increased  antegrade  conduction  across  the  accessory  pathway  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  intravenous  verapamil.  While  this 
has  not  been  reported  with  oral  verapamil,  it  should  be  considered  a potential  risk.  Treatment  is 
usually  D C. -cardioversion  Atrioventricular  Block:  The  effect  of  verapamil  on  AV  conduction  and 
the  SA  node  may  cause  asymptomatic  1st  degree  AV  block  and  transient  bradycardia.  Higher 
degrees  ot  AV  block,  while  infrequent  (0.8%),  may  require  a reduction  in  dosage  or,  in  rare 
instances,  discontinuation  of  verapamil  HCI.  Patients  with  Hypertrophic  Cardiomyopathy 
(IHSS):  Although  verapamil  has  been  used  in  the  therapy  of  patients  with  IHSS,  severe 
cardiovascular  decompensation  and  death  have  been  noted  in  this  patient  population. 

PRECAUTIONS:  Impaired  Hepatic  or  Renal  Function:  Verapamil  is  highly  metabolized  by  the 
liver  with  about  70%  of  an  administered  dose  excreted  in  the  urine.  In  patients  with  impaired 
hepatic  or  renal  function  verapamil  should  be  administered  cautiously  and  the  patients 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  excessive  phar- 
macological effects  (see  OVERDOSAGE). 

Drug  Interactions:  Beta  Blockers:  Concomitant  use  of  ISOPTIN  and  oral  beta-adrenergic 
blocking  agents  may  be  beneficial  in  certain  patients  with  chronic  stable  angina  or  hypertension, 
but  available  information  is  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent 
treatment  in  patients  with  left  ventricular  dysfunction  or  cardiac  conduction  abnormalities. 
Digitalis:  Clinical  use  of  verapamil  in  digitalized  patients  has  shown  the  combination  to  be  well 
tolerated  if  digoxin  doses  are  properly  adjusted  However,  chronic  verapamil  treatment  increases 
serum  digoxin  levels  by  50  to  75%  during  the  first  week  of  therapy  and  this  can  result  in  digitalis 
toxicity  Upon  discontinuation  of  ISOPTIN  (verapamil  HCI),  the  patient  should  be  reassessed  to 
avoid  underdigitalization.  Antihypertensive  Agents:  Verapamil  administered  concomitantly  with 
oral  antihypertensive  agents  (e  g , vasodilators,  angiotensin-converting  enzyme  inhibitors, 
diuretics,  beta  blockers,  prazosin)  will  usually  have  an  additive  effect  on  lowering  blood 
pressure  Patients  receiving  these  combinations  should  be  appropriately  monitored  Dis- 
opyramide:  Disopyramide  should  not  be  administered  within  48  hours  before  or  24  hours  after 
verapamil  administration  Quinidine  In  patients  with  hypertrophic  cardiomyopathy  (IHSS), 
concomitant  use  of  verapamil  and  quinidine  resulted  in  significant  hypotension.  There  has  been 
a report  of  increased  quinidine  levels  during  verapamil  therapy  Nitrates:  The  pharmacologic 
profile  of  verapamil  and  nitrates  as  well  as  clinical  experience  suggest  beneficial  interactions. 
Cimetidine:  Two  clinical  trials  have  shown  a lack  of  significant  verapamil  interaction  with 
cimetidine  A third  study  showed  cimetidine  reduced  verapamil  clearance  and  increased 
elimination  to  1/2.  Anesthetic  Agents:  Verapamil  may  potentiate  the  activity  of  neuromuscular 
blocking  agents  and  inhalation  anesthetics  Carbamazepine:  Verapamil  may  increase  car- 
bamazepine  concentrations  during  combined  therapy.  Rifampin:  Therapy  with  rifampin  may 
markedly  reduce  oral  verapamil  bioavailability.  Lithium:  Verapamil  may  lower  lithium  levels  in 
patient  on  chronic  oral  lithium  therapy.  Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility: 
There  was  no  evidence  of  a carcinogenic  potential  of  verapamil  administered  to  rats  for  two 
years.  Verapamil  was  not  mutagenic  in  the  Ames  test  Studies  in  female  rats  did  not  show 
impaired  fertility.  Effects  on  male  fertility  have  not  been  determined.  Pregnancy  (Category  C): 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  ISOPTIN  crosses  the 
placental  barrier  and  can  be  detected  in  umbilical  vein  blood  at  delivery.  This  drug  should  be 
used  during  pregnancy,  labor,  and  delivery,  only  if  clearly  needed.  Nursing  Mothers:  ISOPTIN  is 
excreted  in  human  milk,  therefore,  nursing  should  be  discontinued  while  verapamil  is 
administered.  Pediatric  Use:  Safety  and  efficacy  of  ISOPTIN  in  children  below  the  age  of  18  years 
i have  not  been  established 

ADVERSE  REACTIONS:  Constipation  8.4%,  dizziness  3.5%,  nausea  2.7%,  hypotension  2.5%, 
edema  2.1%,  headache  1.9%,  CHF/pulmonary  edema  1.8%,  fatigue  1.7%,  bradycardia  1.4%, 
3°  AV  block  0 8%,  flushing  0 1%,  elevated  liver  enzymes  (see  WARNINGS).  The  following 
reactions,  reported  in  less  than  1.0%  of  patients,  occurred  under  conditions  (open  trials, 
marketing  experience)  where  a causal  relationship  is  uncertain:  they  are  mentioned  to  alert  the 
physician  to  a possible  relationship  angina  pectoris,  arthralgia  and  rash,  AV  block,  blurred 
vision,  cerebrovascular  accident,  chest  pain,  claudication,  confusion,  diarrhea,  dry  mouth, 
dyspnea,  ecchymosis  or  bruising,  equilibrium  disorders,  exanthema,  gastrointestinal  distress, 
gingival  hyperplasia,  gynecomastia,  hair  loss,  hyperkeratosis,  impotence,  increased  urination, 
insomnia,  macules,  muscle  cramps,  myocardial  infarction,  palpitations,  paresthesia,  psychotic 
symptoms,  purpura  (vasculitis),  shakiness,  somnolence,  spotty  menstruation,  sweating, 
syncope,  urticaria.  Treatment  of  Acute  Cardiovascular  Adverse  Reactions:  Whenever  severe 
hypotension  or  complete  AV  block  occur  following  oral  administration  of  verapamil,  the 
appropriate  emergency  measures  should  be  applied  immediately,  e g.,  intravenously  admin- 
istered isoproterenol  HCI,  levarterenol  bitartrate,  atropine  (all  in  the  usual  doses),  or  calcium 
gluconate  (10%  solution).  If  further  support  is  necessary,  inotropic  agents  (dopamine  or 
dobutamine)  may  be  administered.  Actual  treatment  and  dosage  should  depend  on  the  severity 
and  the  clinical  situation  and  the  judgment  and  experience  of  the  treating  physician. 

OVERDOSAGE:  Treatment  of  overdosage  should  be  supportive  Beta-adrenergic  stimulation  or 
parenteral  administration  of  calcium  solutions  may  increase  calcium  ion  flux  across  the  slow 
| channel,  and  have  been  used  effectively  in  treatment  of  deliberate  overdosage  with  verapamil 
Clinically  significant  hypotensive  reactions  or  fixed  high  degree  AV  block  should  be  treated  with 
vasopressor  agents  or  cardiac  pacing,  respectively.  Asystole  should  be  handled  by  the  usual 
measures  including  cardiopulmonary  resuscitation. 
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While  you  Ye 
taking  care  of 
your  patients, 

who's  taking  care  of 
your  business? 

You're  on  M.D.,  nor  on  M.D.A.  Yet 
today's  medical  practice  almost  re- 
quires a business  expert  to  maximize 
office  productivity.  Deal  with  the  maze 
of  billing  and  reimbursement  prob- 
lems. And  maintain  profits  in  the  face 
of  ever-increasing  expenses. 

We  are  the  business  experts.  We're 
the  business  professionals  of  MEDIQ 
Healthcare  Resources.  A group  of 
practice  management  specialists  that 
will  maximize  the  growth  of  your 
practice  in  today's  changing  health- 
care market. 

Our  specialists  work  with  you  — and 
your  staff  to  set  up  efficient  procedures 
and  guarantee  significant  improve- 
ment in: 

■ Billing/reimbursements/ 
collections 

■ Marketing/Patient  Relations 

■ Operating  Expenses 

In  addition  to  practice  manage- 
ment, we  also  offer: 

■ Feasability  Studies 

■ Physician  Office  Appraisals/ 
Evaluations 

■ Joint  Ventures 

For  a free,  no-obl igotion  assessment 
of  your  practice's  needs,  coll  Kathleen 
Harkins  today  or  609-665-9300. 


MCDIQ 


Healthcare 
Resources,  Inc. 
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NEW  JERSEY  MEDICINE 


Academic  Health  Centers:  Survival  or  Demise? 


Stanley  S.  Bergen,  jr.,  m.d.,  and  Cheryl  J.  Tice,  m.s.,  Newark* 


United  States  academic  health  centers  are  being  affected  by 
profound  changes  in  the  health  care  system.  These  changes 
affect  the  future  of  academic  health  centers  which  must  adapt 
to  survive. 


This  review  addresses  a subject  of 
vital  importance  not  only  to  this 
state,  but  to  the  entire  country: 
the  future  of  academic  health  centers  in  the  United 
States.  These  centers  consist  of  a medical  school,  at 
least  one  other  health  professional  education  program, 
and  at  least  one  closely  aligned  and  geographically 
proximate  teaching  hospital.  Such  units  are  being  af- 
fected by  profound  changes  within  the  health  care 
system:  changes  that  include  the  potential  oversupply 
of  physicians,  conflict  between  regulation  and  com- 
petition, and  alterations  in  the  reimbursement  system. 

What  has  led  us  to  this  dilemma?  More  importantly, 
what  strategies  must  we  pursue  to  survive  within  the 
current  environment?  An  environment  where  the  ex- 
ternal forces  of  government’s  changing  attitudes  con- 
cerning health  care,  the  public  perceptions  of  our  in- 
stitutions, the  less  than  friendly  actions  of  our  col- 
leagues, affiliated  community  hospitals,  and  former 
students  practicing  at  competing  suburban  hospitals 
seem  to  conspire  against  us. 

In  the  1960s,  it  was  the  general  perception  by  both 
government  and  the  medical  profession  that  this  coun- 
try faced  a shortage  of  50,000  physicians.  A few  ex- 
pressed doubts  that  a real  shortage  existed;  they  felt 
it  was  more  a problem  of  maldistribution — too  many 
specialists  and/or  not  enough  physicians  in  the  inner 
cities  and  rural  areas.1 

Despite  this  difference  of  opinion,  medical  schools 


increased  production  of  physicians  urged  on  by  legis- 
lative initiatives  including  federal  operating  and  capi- 
tal budget  financial  rewards.  State  legislatures  also 
mandated  new  medical  schools  or  expanded  those 
already  in  existence:  and  the  medical  community  and 
general  public  expressed  need  and  desire  for  more 
physicians.  As  a consequence,  within  the  decade,  the 
number  of  medical  schools  increased  from  90  to  127 
and,  subsequently,  the  number  of  graduates  annually 
rose  from  9,000  to  16,000.  At  the  same  time,  immigra- 
tion barriers  were  lowered  so  that  increasing  numbers 
of  foreign  medical  graduates  were  admitted  for  train- 
ing in  this  country;  although  this  policy  has  been  re- 
versing since  1976,  the  number  of  foreign  medical 
graduates,  both  United  States  and  alien,  remains  high 
although  the  preponderance  now  is  of  United  States 
origin  with  many  a product  of  questionably  marginal 
education  programs.  United  States  FMGs  now  popu- 
late graduate  medical  education  programs  in  urban 
public  hospitals,  some  of  which  are  an  integral  part  of 
the  academic  health  center.2 

The  latest  tally  of  academic  health  centers  na- 
tionwide lists  126  fitting  the  set  of  general  criteria3 
These  centers  vary  markedly  in  organizational  struc- 

*Dr.  Bergen  is  President  of  the  University  of  Medicine  and 
Dentistry  of  New  Jersey.  Ms.  Tice  is  Executive  Assistant  to  Dr. 
Bergen.  Correspondence  may  be  addressed  to  Dr.  Bergen, 
UMDNJ,  Administration  Complex,  30  Bergen  Street  Newark, 
NJ  07107-3007. 
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ture,  sponsorship,  governance,  location,  and  function. 
Two  subset  categories  include  university  medical 
centers,  the  majority  of  academic  health  centers,  and 
those  that  include  large  public  hospitals  created  or 
that  have  evolved  into  facilities  predominantly  in- 
tended to  serve  the  poor  and  medically  indigent.  There 
is  considerable  overlap  between  these  categories  and 
service  function. 

These  centers  offer  diversity  in  their  research  pro- 
grams and  their  educational  programs  for  nurses  and 
allied  health  professionals  but  share  one  major  com- 
mon characteristic — the  dominant  role  of  the  medical 
sehool/teaehing  hospital  combination.  The  relation- 
ship shared  by  these  centers  and  the  federal  govern- 
ment, unusually  productive  immediately  following 
World  War  II,  has  gradually  deteriorated,  especially 
within  the  last  decade.45 

Academic  health  centers,  thus  far,  have  occupied  a 
central  position  in  the  American  health  care  enterprise 
and  health  professions  education.  They  have  served  as 
referral  centers  for  the  sickest  patients,  complicated 
procedures,  and  diagnostic  problems  and  fulfilled  the 
role  of  clinical  research.  However,  there  are  a number 
of  reasons  why  these  institutions  are  in  jeopardy.  As 
Dr.  Robert  Petersdorf  noted,  “Unless  we  make  some 
changes  in  the  way  in  which  we  operate  our  academic 
enterprise  in  education,  research,  and  health  care,  we 
may  be  heading  for  disaster — a disaster  that  is  largely 
of  our  own  making.”1 * * * * 6 * * 

The  evolution  of  academic  medical  centers  was 
shaped  by  four  federal  initiatives:  the  funding  of  re- 
search and  research  training  by  the  National  Institutes 
of  Health,  legislation  which  permitted  a close  associa- 
tion between  Veteran  Administration  hospitals  and 
medical  schools,  health-manpower  legislation,  and 
Medicare  and  Medicaid  health  service  entitlement  pro- 
grams.37 In  the  decades  of  new,  increased  funding  for 
the  medical  centers,  there  was  relatively  little  pressure 
on  the  university,  medical  school,  or  hospital  trustees 
to  consider  joint  planning  or  efficient  governance. 
Almost  everything  we  did  was  in  response  to  real  or 
perceived  need  and  included  the  reward  of  additional 
revenue  sources  and  easy  access  to  capital. 

The  initiatives  and  relationship  between  the  govern- 
ment and  the  medical  centers  were  beneficial  to  both. 
Since  these  centers  contribute  significantly  to  the 
training  of  most  United  States  educated  physicians 
and  many  other  health  professionals,  they  were  willing- 
ly staffed  and  operated  as  the  major  high  technology 
hospitals,  the  trendsetters  for  the  practice  of  medicine 
in  this  country.  Through  their  teaching  hospitals,  the 
centers  provide  complex,  specialized  care  including 
bum  units,  organ  transplantation  programs,  neonatal 
units,  and  sophisticated  treatment  modalities  such  as 
lithotripsy — procedures  and  services  that  most  com- 
munity hospitals  cannot  and/or  usually  do  not  offer. 
The  universality  of  residency  training  for  graduates  of 
United  States  medical  schools  as  well  as  expanded  op- 
portunities for  many  foreign  medical  graduates 
provided  the  physician  manpower  for  treating  the  poor 
and  indigent  patients  at  these  centers  at  a time  when 
society  had  agreed  that  access  to  health  care  was  a 
right  of  all  citizens.  These  residents  supplied  the  added 
physician  staffing  necessary  to  care  for  poor  patients 
at  many  teaching  hospitals.  That  role  was  willingly 


provided  when  the  romance  of  generous  funding  was 
available  since,  at  the  same  time,  these  patients 
provided  the  needed  resource  for  educational  pro- 
grams.4 

Collectively,  during  the  1984  to  1985  academic  year, 
these  centers  employed  65,000  faculty,  enrolled  almost 
136,000  students,  and  operated  training  programs  for 
more  than  50,000  resident  physicians.  In  fiscal  year 
1984,  their  research  budgets  from  the  National  In- 
stitutes of  Health  (NIH)  alone  were  approximately  $2 
billion,  representing  more  than  40  percent  of  NIH  obli- 
gations for  that  year.  The  teaching  hospitals  affiliated 
with  these  centers  recorded  6,500,000  admissions  and 
44,000,000  outpatient  visits  in  1985.®  As  evidenced  by 
the  aforementioned  statistics,  their  role  in  teaching, 
research,  and  patient  care  has  forged  these  major 
teaching  hospitals  into  big  businesses. 

As  we  reflect  on  these  staggering  statistics,  we  must 
keep  in  mind  another  significant  problem  faced  daily 
by  these  medical  centers.  Of  these  126  centers,  33 
(including  some  of  our  most  prestigious  institutions) 
currently  reside  in  the  midst  of  the  largest  most 
troubled  inner  cities  of  our  nation.  Indeed,  half — 63—  I 
are  located  in  the  40  largest  cities.9  While  some  of  these 
cities  show  economic  revival  and  facility  rehabilitation, 
problems  relating  to  location  are  evident.  Patients,  vis- 
itors, and  professional  employees  all  express  fear  of  the 
neighborhood  and  the  institutions  experience  added 
costs  to  provide  a secure  environment  and  successfully 
compete  for  a qualified  and  motivated  work  force. 

THE  CHARACTERISTICS  OF  TEACHING 
HOSPITALS 

The  role  of  the  major  teaching  hospital  includes  ser- 
vices which  involve  an  increasing  complexity  of  medi- 
cal problems.  The  “case  mix”  normally  seen  at  such 
teaching  hospitals  necessitates  costly  technology  and 
equipment  and  more  sophisticated  health  care  ser- 
vices and  intense  staffing.  Thus,  a number  of  charac- 
teristics separate  the  teaching  hospital  from  most 
suburban  hospitals. 


The  teaching  hospital  must  work  out 
new  relationships  with  physicians, 
HMOs,  clinics,  PPOs,  and  other  care 
systems  to  assure  itself  of  patients  able 
to  utilize  sophisticated  services. 


1 . Uncompensated  care,  particularly  the  ambulatory 

care  portion  with  noteworthy  debt  and  charitable  care 

losses,  is  the  teaching  hospital’s  albatross.  This  is  a 

“social  severity”  which  more  than  likely  resides  with 

the  patient  rather  than  the  disease.  People  who  are 

poor  with  little  or  no  insurance  will  put  off  early  retire- 

ment for  an  illness  and  often  are  more  seriously  ill 

when  they  enter  the  hospital  than  other  patients  with 

similar  diagnoses.10  Also,  these  patients  typically  will 

remain  in  the  hospital  longer  for  lack  of  a suitable 
place  to  convalesce  and  continue  care.  Thus,  to  the 
extent  that  teaching  hospitals  disproportionately  serve 

the  poor,  they  incur  the  greater  expenses — expenses 
which  often  are  not  accounted  for  in  a diagnosis  re- 
lated group  (DRG)  or  prospective  pricing  system.11 
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2.  The  DRG  system  provided  the  first  step  in  an 
evolving  new  strategy  for  not  only  limiting  cost  but  also 
comparing  the  cost  of  health  services.  Some  regions 
and  cities  have  issued  publications  which  list  the  com- 
parative prices  by  DRG  among  hospitals  within  a re- 
gion to  encourage  prudent  buying  by  individual  and 
corporate  consumers.  In  response,  physicians  and 
business  entrepreneurs  have  developed  surgicenters, 
emergicenters,  and  other  ambulatory  care  type  facili- 
ties that  siphon  off  many  low-cost  cases  that  leave  the 
major  medical  centers  with  the  more  costly  health  care 
functions.12  The  DRG  system  cannot  account  for  the 
complexity  and  mixture  of  cases  normally  seen  in  these 
institutions.  Thus,  the  major  teaching  hospital  loses 
to  its  less  expensive  suburban  counterpart,  physicians 
compete  against  it,  and  industry  seeking  a price 
bargain  shuns  its  services  whenever  possible. 

3.  Since  these  facilities  find  themselves  with  a 
greater  and  greater  percentage  of  severely  ill  and  com- 
plicated cases,  they  face  a "burn-out”  effect  upon 
staff— how  long  can  an  administrator  or  physician  ex- 
pect maximum  staff  productivity  at  95  percent  oc- 
cupancy versus  a community  hospital  where  the  same 
service  with  less  sick  patients  is  60  percent  occupied? 

4.  The  advent  of  freestanding  ambulatoiy  care  facili- 
ties has  drawn  off  revenue-producing  services  and 
competes  on  a price  basis  with  existing  health  care 
institutions  thereby  forcing  many  teaching  hospitals 
to  reorganize  and  develop  freestanding  facilities  in 
order  to  hold  their  market  share  of  less  costly  and 
profitable  cases.  These  efforts  have  been  inconsistently 
effective  and  for  many  academic  health  centers,  the 
expensive  cases  and  services  continue  while  the  low- 
cost  high-income  units  of  services  have  diminished. 
The  incentive  here  is  to  assure  a “feeder”  system  and 
to  free  certain  high  revenue-producing  services  from 
hospital  overhead,  and  cost  controls.  The  dilemma, 
however,  is  as  these  services  are  “spun”  out  of  the 
hospital,  remaining  services  incur  higher  per  unit 
costs. 

5.  Residency  training  and  the  presence  of  clinical 
research  in  the  setting  of  undergraduate  and  graduate 
medical  education  in  the  teaching  hospital  are  costly. 
As  NIH  funding  has  leveled  off,  Medicare/Medicaid  re- 
imbursement for  graduate  medical  education  has 
begun  to  wane.  This  trend  has  precipitated  a major 
setback  to  the  academic  health  center  since  no  alterna- 
tive funding  sources  for  faculty  and  staff  are  readily 
or  immediately  available.11 13  The  critical  importance  of 
research  and  teaching  in  the  overall  mission  of  the 
academic  health  center  means  the  teaching  hospital 
now  must  bear  an  increased  burden  in  developing 
these  new  treatment  methods  and  providing  house- 
staff  support.  The  survival  of  the  teaching  hospitals 
depends  on  addressing  the  issues  of  the  operation  and 
financing  of  these  educational  and  research  programs. 
In  many  cases  we  have  lost  the  direct  and  indirect 
support  of  these  functions  and  the  hospital  no  longer 
has  the  revenue  margin  to  cover  these  expenses  or  to 
cross  subsidize. 

These  five  factors  result  in  the  teaching  hospital 
experiencing  higher  costs  than  those  of  nonteaching 
hospitals.  It  has  been  estimated  that  carrying  these 
added  social  responsibilities  adds  over  $2  billion  an- 
nually to  teaching  hospitals’  costs.14 


HOW  CAN  ACADEMIC  HEALTH  CENTERS  COPE? 

As  competition  forces  hospitals  and  academic  health 
centers  to  be  ever  conscious  of  costs,  the  teaching 
hospitals  will  be  the  entity  which  will  suffer  the  most.15 
The  philosophy  that  states  “building  and  providing  a 
health  service  where  the  name  of  the  game  is  appealing 
to  consumers  and  getting  them  in  and  out  of  the  sys- 
tem rapidly”  is  the  logic  we  must  deal  with  at  this 
time.16  Should  research  hospitals,  such  as  the  four  in 
New  Jersey  that  comprise  the  University  Health  Sys- 
tem of  New  Jersey,  be  forced  to  compete  with  other 
hospitals,  and  if  so,  on  what  scale  can  the  services 
offered  be  measured?  How  can  academic  health 
centers  cope  with  these  new  challenges  and  threats  to 
their  survival  and  continue  to  provide  the  added  func- 
tions allocated  to  them  by  society? 

In  the  area  of  medical  education  and  research,  we 
must  take  the  initiative  and  persuade  state  legis- 
latures and  the  federal  government  that,  while  it  may 
make  sense  to  cut  back  moderately  on  undergraduate 
enrollments,  this  will  be  successful  only  if  the  flow  of 
foreign-trained  graduates  is  effectively  controlled  and 
support  for  training  of  the  next  generation  of  physi- 
cians is  continued  as  part  of  the  price  of  health  care. 
With  respect  to  faculty,  we  must  emphasize  reasoned 
reductions  in  total  numbers,  while  assuring  a reason- 
able number  of  tenure  track  openings  for  talented 
young  academicians  and  recognize  the  necessity  of 
faculty  that  can  perform  research,  teach,  and  provide 
clinical  services  in  the  traditional  manner. 

Since  the  practice  income  of  most  medical  schools’ 
faculty  comprises  between  one-fourth  and  one-half  of 
total  expenditures  of  medical  schools,  this  will  con- 
tinue to  be  and  may  even  expand  as  support  for  clinical 
faculty  and  their  activities.17  Expectation  that  more 
funding  will  emanate  from  the  NIH  or  other  gov- 
ernmental sources  is  unrealistic;  therefore,  it  will  be 
crucial  for  the  research  units  of  the  future  to  establish 
more  collaborative  relations  with  other  universities, 
with  research  institutes,  and  with  industry,  not  only 
for  the  financial  resources  that  such  relationships  can 
provide,  but  also  as  an  outlet  for  discoveries  that  may 
generate  revenue  applicable  to  patents  and  licensure 
of  product  development  and  marketing.17  This  source 
of  income  from  the  latter,  however,  should  not  become 
a great  expectation  since  the  big  payoff  patent  is  very 
rare.18 

Perhaps  the  most  critical  challenge  the  academic 
health  center  must  face  is  that  of  the  delivery  of  health 
care.  Academic  health  centers,  in  the  new  system,  must 
reflect  their  higher  costs,  including  the  designation  as 
the  sole  regional  provider  for  many  services.  Indigent 
care  subsidies  from  federal  and  state  government  have 
become  crucial  to  maintain  hospital  services  and  as- 
sure access  for  those  unable  to  pay.  While  various  state 
level  experiments  currently  are  underway,  a uniform 
national  system  of  funding  must  evolve  soon  or  poten- 
tial indigent  patients  will  flow  to  the  states  with  the 
most  generous  health  care  benefits. 

We  also  must  examine  current  governance  of  our 
teaching  hospitals.  The  attraction  of  the  investor- 
owned  hospital  companies  acquiring  teaching  hospi- 
tals or  providing  management  under  contract  has 
been  their  ability  to  enhance  vertically  integrated  re- 
gional health  care  delivery  systems  that  these  corpo- 
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rations  have  developed  over  the  past  decade.  An  advan- 
tage of  purchasing  a tertiary  care  center  is  that  com- 
plex cases  no  longer  have  to  be  transferred  out  of  a 
chain’s  health  care  system.  This  philosophy  can  work 
in  reverse.  We  must  examine  the  potential  regional 
consortia  that  can  compete  and  gain  the  advantages 
of  a system  that  includes  home  care,  ambulatory  care 
satellites,  and  long-term  care.  Examples  of  viable  new 
organizations  with  academic  health  centers  at  the  hub 
are  emerging. 

The  teaching  hospital  must  move  aggressively  to 
work  out  new  relationships  with  physician-provider 
groups,  HMOs,  freestanding  clinics,  PPOs  and  other 
managed  care  systems  in  order  to  assure  itself  of  the 
numbers  and  types  of  patients  to  utilize  its  sophisti- 
cated services.  The  opportunity  will  be  in  providing 
tertiary  level  services  for  vertically  integrated  networks 
as  well  as  the  other  functions,  which  only  an  academic 
medical  center  can  perform.  We  must  build  upon  our 
strengths  of  faculty  expertise  and  acknowledged 
quality. 

At  the  same  time,  we  must  promote  a strategy  of 
diversification  so  as  to  become  less  dependent  on  inpa- 
tient revenues.  The  challenge  to  the  teaching  hospital 
is  to  provide  quality  care  in  the  appropriate  setting  at 
an  affordable  price.  If  such  hospitals  are  serious  about 
diversifications,  they  must  look  at  the  vehicle  of  con- 
sortia or  regional  systems  as  a potential  solution.19 

CONSORTIA  OR  REGIONAL  SYSTEMS 

Strategy  has  been  discussed  and  planned  between 
our  own  University  and  its  core  teaching  hospitals  and, 
subsequently,  the  University  Health  System  of  New  Jer- 
sey was  formed.  The  goals  of  this  corporation,  necessi- 
tated by  our  changing  health  care  industry,  reflect 
what  the  academic  health  center  must  accomplish  in 
order  to  survive:  to  develop  joint  business  ventures,  to 
reduce  emphasis  on  institutional  care,  to  explore  new 
ambulatoiy  care  opportunities  along  with  home  health 
and  long  term-care  linkages,  to  establish  and  expand 
new  primary  care  network  relationships,  and  to  re- 
gionalize new  technology  and  tertiary  care. 

The  formation  of  University  Health  System  was 
necessary  in  order  to  identify  the  special  position  the 
core  teaching  affiliates  hold  in  the  state  of  New  Jersey. 
We  hope  this  corporation  will  maintain  a public  aware- 
ness and  change  the  public’s  attitude  towards  New 
Jersey’s  medical  schools  and  teaching  hospitals. 

Unless  our  medical  schools  and  their  teaching  hospi- 
tals receive  assistance,  in  the  form  of  better  reimburse- 


ment for  indigent  patients,  subsidies  for  the  teaching 
programs  that  they  provide,  and  support  of  research 
from  industry,  some  may  emerge  unscathed,  but 
others  will  be  mere  shadows  of  themselves.  The  teach- 
ing hospitals  of  academic  health  centers  of  today  must 
compete  in  this  ever-changing  health  care  industry, 
but  they  must  receive  special  assistance,  even  shelter 
from  some  forms  of  this  competition.  They  are  too 
important  as  the  hub  of  the  United  States  health  care 
system  to  be  sacrificed  by  short-term  goals.  The 
absence  of  academic  health  centers  would  require  the 
reinvention  of  such  institutions  in  the  next  decade. 
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We  Understand 
Your  Staff  Needs 
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leading  computer  systems  and 
practise  management  software 
can  help  your  staff  with  billing, 
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NEW  JERSEY  MEDICINE 


Primary  Resistance  to  Antituberculous 
Drugs  in  a New  Jersey  Hospital 


Alan  Lin-Greenberg,  m.d.,  and  Michelle  Deltieure,  m.d.,  jersey  city* 


We  reviewed  drug  sensitivity  patterns  to  first  isolates for  M. 
tuberculosis  in  untreated  patients  and  found  a 15  percent  rate  of 
primary  drug  resistance.  The  clinical  and  public  health 
implications  of  this  rate  center  about  choice  of  initial  therapy , 
supervision  of  identified  drug-resistant  cases,  and  need  for 
statewide  epidemiologic  surveillance. 


Drug  resistance  to  antitubercu- 
lous (anti-TB)  medication 
among  persons  who  have  not 
had  prior  treatment  is  defined  as  primary  drug  re- 
sistance (PDR).  Knowledge  of  PDR  patterns  is  impor- 
tant in  devising  initial  chemotherapeutic  regimens 
before  sensitivity  results  are  available,  as  at  least  two 
effective  agents  are  necessary  to  assure  efficacy.1 

Rates  of  PDR  vary  with  location,  age,  race,  and 
ethnicity.  In  recent  data  reported  by  the  Centers  for 
Disease  Control,  Mycobacterium  tuberculosis  resis- 
tant to  one  or  more  antituberculosis  drugs  in  patients 
who  had  not  been  treated  before,  were  isolated  from 
6.9  percent  of  cases.2  PDR  ranged  from  3.9  percent  for 
the  state  of  Washington,  to  14.5  percent  for  areas 
around  south  Texas.  The  following  study  was  under- 
taken to  define  PDR  in  our  hospital,  which  serves  an 
urban  northern  New  Jersey  community. 

METHODS 

Patients  seen  at  the  Jersey  City  Medical  Center  with 
newly  diagnosed  and  previously  untreated  culture 
positive  tuberculosis  between  January  1984  and 
August  1986  constitute  the  subject  population  of  this 
report.  Standard  techniques  of  specimen  processing, 
isolation,  and  identification  of  M.  tuberculosis  were 
employed.3  Sensitivity  testing  was  performed  at  the 
State  Mycobacteriology  Laboratory  in  Trenton  using 
radiometric  in  vitro  assay  system  (Bactec,  Johnston 


Laboratories).4  Drug  resistance  was  defined  as  growth 
greater  than  1 percent  of  control  at  concentrations  of 
INH  =1.0  Mg/ ml,  rifampin  = 2.0  Mg/ml,  ethambutol  = 
7.5  Mg/ ml,  and  streptomycin  = 2.0  Mg/ml.  Only  the 
initial  positive  culture  isolate  was  tested  for  each  pa- 
tient. Demographic  data  and  relevant  medical  history 
were  obtained  by  retrospective  review  of  hospital  and 
clinic  charts.  Hispanics  were  defined  as  individuals 
with  a Hispanic  surname  and  who  were  bom  outside 
of  the  continental  United  States. 

RESULTS 

During  the  study  period,  46  patients  were  identified 
with  culture-positive  newly  diagnosed  tuberculosis  for 
whom  sensitivity  data  were  available.  Seven,  or  15  per- 
cent, of  these  isolates  were  found  to  be  resistant  to  one 
or  more  of  the  four  drugs  tested.  The  clinical  source 
of  the  resistant  isolates  are  shown  in  Table  1.  As  il- 
lustrated in  Table  2,  all  seven  isolates  were  INH  resis- 
tant, and  in  addition  resistant  to  at  least  one  other 
anti-TB  drug.  Primary  resistance  to  each  of  the  four 
drugs  is  shown  in  Table  3 and  ranged  from  15  percent 
to  INH  to  2 percent  to  ethambutol  and  streptomycin. 


*From  Jersey  City  Medical  Center  where  Dr.  Lin-Greenberg 
is  Chief,  Division  of  Infectious  Diseases,  and  Dr.  Deltieure  is 
a Senior  Resident.  Correspondence  may  be  addressed  to  Dr. 
Lin-Greenberg,  Jersey  City  Medical  Center,  Jersey  City,  NJ 
07304. 
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Place  of  birth  of  the  patients  is  shown  in  Table  4. 
Five  of  34  patients  born  in  the  United  States  and  2 of 
7 Hispanic-sumamed  patients  bom  outside  of  the  con- 
tinental United  States  had  resistant  isolates.  Table  5 
presents  demographic  features  of  the  patients  with 
resistant  organisms.  All  except  1 were  36  years  of  age 
or  less,  and  6 of  7 patients  were  male.  Three  of  the  7 
patients  used  illicit  intravenous  drugs.  All  of  the  pa- 
tients were  black  or  Hispanic.  As  a basis  of  compari- 
son, nonobstetric  admissions  to  our  hospital  are  ap- 
proximately evenly  divided  between  male  and  female, 
are  48  percent  black,  25  percent  Hispanic,  and  25  per- 
cent white.  There  was  no  identifiable  underlying  medi- 
cal condition  that  predisposed  to  resistance. 

DISCUSSION 

Our  rate  of  PDR  of  15  percent  denotes  urban  north- 
ern New  Jersey  as  an  area  with  one  of  the  highest  rates 
of  PDR  in  the  nation.2  In  some  areas,  high  rates  of  PDR 
can  be  attributed  to  Asian  and  Hispanic  immigrant 
populations;  our  rate  of  PDR  among  the  population 
bom  in  the  United  States  was  5 of  34  or  about  14 
percent.56  The  small  size  of  our  population  does  not 
allow  for  delineation  of  statistically  meaningful  demo- 
graphic profiles,  though  our  resistant  cases  tended  to 
be  male,  relatively  young  (below  37  years  of  age),  and 
black  or  Hispanic. 

The  occurrence  of  high  rates  of  PDR  especially 
where  immigrant  groups  have  not  played  a major  role 
as  a continuing  source  of  resistant  organisms,  is 
thought  to  be  a marker  of  transmission  of  resistant 
organisms  from  patients  who  have  received  inade- 
quate treatment  (often  due  to  noncompliance). 

The  implication  for  the  clinician  about  to  initiate 
treatment  of  a newly  diagnosed  case  of  tuberculosis 
centers  around  the  choice  of  initial  therapeutic  regi- 
men. While  the  combination  of  INH  and  rifampin  pres- 
ently is  recommended  for  populations  with  low  preva- 
lence of  PDR7  a PDR  rate  of  15  percent  with  a high 
degree  of  dual  resistance  to  both  of  these  agents  man- 
dates at  least  an  initial  four-drug  regimen  when  PDR 
is  suspected,  or  for  patients  who  present  with  a severe 
degree  of  illness. 

The  public  health  implications  of  our  high  rate  of 
PDR  are  significant.  Careful  supervised  care  of  iden- 
tified drug  resistant  cases  to  ensure  adequate  com- 
pliance is  crucial.  More  comprehensive  statewide 
epidemiologic  surveillance  and  analysis  is  needed  to 
more  completely  define  the  extent  of  PDR  in  New  Jer- 
sey. 
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TABLE  1 

Source  oj  Resistant  Clinical  Isolates 


Source  Number 

Sputum  5 

Urine  1 

Paraspinal  Abscess  1 


TABLE  2 

Pattern  of  Drug  Resistance 


Patient 

INH 

RIF 

EMB  ! 

SM 

1 

R 

R 

S 

S 

2 

R 

R 

S 

S 

3 

R 

R 

s 

s 

4 

R 

R 

s 

s 

5 

R 

R 

s 

s 

6 

R 

R 

R 

s 

7 

R 

S 

S 

R 

R = Resistant 

RIF  = Rifampin 

S = Sensitive 

EMB  = Ethambutol 

INH  = Isoniazid 

SM  = Streptomycin 

TABLE  3 

Primary  Drug  Resistance  of  M.  Tuberculosis 


INH 

RIF 

EMB 

SM 

Number  Resistant 

7 

6 

1 

1 

Total  Tested 

46 

46 

46 

46 

% Resistance 

15 

13 

2 

2 

INH  = Isoniazid 

EMB 

= Ethambutol 

RIF  = Rifampin 

SM  = 

= Streptomycin 

TABLE  4 

Place  of  Birth 

With 

Birthplace 

Number 

Resistance 

United  States 

34 

5 

Outside  United  States*  7 

2 

Haiti 

1 

0 

Southeast  Asia 

2 

0 

Asia 

2 

0 

*Hispanic 

TABLE  5 


Profile  of  PDR  Group 


Age 

Sex 

Race 

Conditions 

28 

Male 

Hispanic 

— 

28 

Male 

Black 

IVDA 

33 

Male 

Black 

— 

35 

Male 

Black 

IVDA  EtOH 

36 

Male 

Black 

EtOH,  Chronic  Renal  Failure 

32 

Female 

Black 

IVDA 

60 

Male 

Hispanic 

Asthma 

IVDA  - Intravenous  drug  abuse 
EtOH  = Heavy  alcohol  intake 
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6.  Rowan  RD,  et  al.:  Drug  resistance  among  Indochinese 
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Chlamydia  Trachomatis  Antigen 


Joseph  M.  Lombardo,  m.d.,  ph.d.,  and  Lily  L.  Siddiqui,  b.s.,  m.t„  Newark* 


Infection  with  Chlamydia  trachomatis  is  recognized  as  a major 
sexually  transmitted  disease  in  the  United  States , affecting  an 
estimated  four  million  individuals  each  year.  Education 
regarding  sexually  transmitted  diseases  should  be  directed 
toward  all  sexually  active  persons,  regardless  of  age. 


Infection  with  Chlamydia  tra- 
chomatis is  recognized  as  a 
major  sexually  transmitted  dis- 
ease in  the  United  States,12  affecting  an  estimated  4 
million  individuals  each  year.3  The  diagnosis  by  detec- 
tion of  organism  antigen,  rather  than  relying  on  or- 
ganism viability  and  subsequent  in  vitro  growth,  has 
led  to  an  increased  awareness  of  chlamydial  infec- 
tions.45 The  organism  is  responsible  for  a plethora  of 
clinical  infections  in  both  men  and  women  with  the 
sequellae  of  repeated  infection  resulting  in  disabling 
disease,  sterility,  or  increased  risk  of  death.6-7  A con- 
cern from  the  viewpoint  of  the  general  public  health 
is  that  a large  percentage  of  infected  individuals  are 
asymptomatic  and,  therefore,  never  obtain  treatment 
for  the  infection.8  This  article  reports  the  results  of 
enzyme  immunoassay  (EIA)  testing  for  the  presence  of 
C.  trachomatis  antigen  in  3,131  cervical  specimens 
derived  from  sexually  active  females  attending  prenatal 
or  postpartum  clinics  at  the  University  of  Medicine 
and  Dentistry  of  New  Jersey,  Newark. 

SUBJECTS  AND  METHODS 

During  a ten-month  interval  between  December 
1985  and  October  1986,  3,131  specimens  from  the 
cervix  were  analyzed  by  EIA  technique  for  the  presence 
of  Chlamydia  trachomatis  antigen.  The  patients  at- 
tended either  the  obstetrical  and  gynecological 
(OB/GYN)  clinics,  the  maternal  infant  care  (MIC)  clinic, 


or  the  high-risk  pregnancy  clinic  at  University  Hospital 
in  Newark.  The  specimens  from  the  MIC  clinic  were 
from  pregnant  or  postpartum  adolescent  females,  the 
specimens  from  the  OB/GYN  clinics  were  from  pre- 
dominantly pregnant  or  postpartum  adult  females, 
and  the  specimens  from  the  high-risk  clinics  were  de- 
rived from  both  the  MIC  and  OB/GYN  clinics.  The 
enzyme  immunoassay  technique  used  to  detect  the  C. 
trachomatis  antigen  in  these  specimens  was 
Chlamydiazyme  (Abbott  Laboratories).  This  technique 
was  performed  according  to  the  manufacturer  instruc- 
tions and  absorbance  determined  with  a Quantum  II 
spectrophotometer  (Abbott).9  A test  was  considered  re- 
active if  the  optical  absorbance  value  exceeded  the 
mean  of  the  negative  controls  by  0.10.5 

RESULTS 

Approximately  15  percent  of  the  specimens  were 
reactive  for  C.  trachomatis  antigen  (Table  1).  Of  the 
reactive  tests,  92  percent  were  present  in  patients  be- 
tween 16  and  30  years  of  age;  52  percent  were  present 
in  16-  to  20-year-old  patients  (a  group  which  com- 
prised but  26  percent  of  the  total  number  of  patients). 
Another  40  percent  were  present  in  21-  to  30-year-old 


*From  UMDNJ-New  Jersey  Medical  School,  Newark  Cor- 
respondence may  be  addressed  to  Dr.  Lombardo,  UMDNJ-New 
Jersey  Medical  School,  Department  of  Pathology,  MSB  C-544, 
100  Bergen  Street,  Newark  NJ  07103. 
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patients,  a group  which  comprised  56  percent  of  the 
total  number  of  patients  (Table  2).  Those  patients  over 
30  years  of  age  represented  15.5  percent  of  the  total 
patients  tested  but  accounted  for  only  4.3  percent  of 
the  total  number  of  reactive  tests  in  the  population. 
Individuals  younger  than  15  years  of  age  comprised  a 
veiy  small  percentage  of  the  total  patients  (2.2  percent) 
yet  represented  3.7  percent  of  the  total  reactive  tests. 

The  total  number  of  tests  performed  in  each  of  the 
divided  age  groups  and  the  percentage  of  those  tests 
which  were  reactive  are  illustrated  in  Table  3.  The  age 
group  with  the  highest  percentage  of  reactive  tests 
comprising  their  population  (29  percent)  was  found  in 
females  16  to  20  years  of  age.  Females  in  the  10-  to 
15-year-old  age  group  were  next  highest  with  25  per- 
cent of  the  total  tests  performed  being  reactive.  The 
percentage  of  reactive  tests  to  total  test  number  de- 
creased in  the  2 1 - to  30-year-age  group  ( 1 1 percent) 
and  decreased  still  further  (4  percent)  in  females  over 
30. 

SUMMARY 

Review  of  the  EIA  testing  to  detect  the  presence  of 
C.  trachomatis  antigen  in  the  cervical  specimens  of 
3, 1 3 1 predominantly  pregnant  or  postpartum  patients 
from  this  area  reveals  the  overall  prevalence  of  C. 
trachomatis  infection  (indicated  by  reactive  EIA)  to  be 
approximately  15  percent.  While  most  of  the  reactive 
tests  were  in  the  16-  to  20-year-old  group  and  21-  to 
30-year-old  group,  the  groups  with  the  highest  per- 
centage of  reactive  tests  comprising  their  total  test 
population  were  the  16-  to  20-  and  10-  to  15-year-old 
patients  with  reactive  tests  comprising  29  percent  and 
25  percent  of  their  total  test  number,  respectively.  The 
frequency  of  C.  trachomatis  infection  evident  in  indi- 
viduals this  young  is  of  sobering  significance,  es- 
pecially with  data  suggesting  it  may  be  repeated 
chlamydial  infections  which  lead  to  devastating 
clinical  sequellae  observed.1 2 3 4 5 6 7 8 9 10  Data  indicate  that  the 
number  of  reactive  tests  decreases  relative  to  the  total 
tests  performed  in  older  age  groups,  21  to  30  and  31 
and  older. 

Given  the  prevalence  of  reactive  EIA  testing  to  C. 
trachomatis  antigen  in  this  area  further  epidemio- 
logic investigation  of  this  entity  should  be  performed 
throughout  the  state.  Development  of  organized,  acces- 
sible data  bases  constructed  for  efficient  utilization  of 
compiled  data  will  be  essential  for  planning  future 
cost-effective  health  care  strategies.  Sexually  active  in- 
dividuals, especially  those  in  the  younger  age  groups, 
at  high  risk  for  contracting  C.  trachomatis  infection 
should  be  tested  for  the  presence  of  this  organism. 
Education  regarding  sexually  transmitted  diseases,  es- 
pecially chlamydia,  should  be  directed  towards  all  sex- 
ually active  individuals  regardless  of  age. 


TABLE  1 

Tests  and  Percent  Reactive 

by  EIA 

Total  Test  Number 

3,131 

Number  Reactive 

462 

Percent  Reactive 

14.8% 

TABLE  2 

Percentage  of  Tests  Positiue  by  Age 


Total  Tests  Positive  Tests 


No. 

% 

No. 

% 

Age  (years) 

10-15 

69 

2.2 

17 

3.7 

16-20 

820 

26.2 

239 

51.7 

21-30 

1,758 

56.1 

186 

40.3 

31  and  Older 

484 

15.5 

20 

4.3 

Total 

3.131 

100 

462 

100 

TABLE  3 

Prevalence  Rate  oj  Injection  by  Age 

Age  (years) 

10-15  16-20 

21-30 

31  and 
older 

Total  Number  Tests 

69  820 

1758 

484 

Percent  (%)  Reactive 

25%  29% 

11% 

4% 
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Carotid  Endarterectomy  in  a Nonteaching 
Community  Hospital 

Louis  Ruvolo,  m.d.,  William  Holaday,  m.d.,  Kenneth  Brait,  m.d.,  willingboro* 


We  reviewed  100  consecutive  carotid  endarterectomies  in  our 
community  hospital . Results  were  analyzed , compared  to  other 
series , and  found  to  compare  favorably. 


Complications  from  carotid  end- 
arterectomy, currently  the  most 
common  vascular  surgical  pro- 
cedure performed  in  the  United  States,  result  in  mor- 
bidity, mortality,  and  inflated  hospital  costs.  Since 
most  of  this  surgery  is  done  in  community  hospitals, 
we  examined  our  experience  in  100  consecutive  oper- 
ations. 

There  were  no  deaths.  There  was  one  stroke  with  full 
recovery,  two  transient  ischemic  attacks  (TIA),  and 
three  wound  hematomas,  none  of  which  caused  sec- 
ondary morbidity.  Cranial  nerve  injuries  were  minor 
and  transient. 

In  the  community  hospital,  we  recommend  continu- 
ing evaluation  of  techniques  and  analysis  of  results  in 
order  to  obtain  results  which  are  comparable  to  or 
better  than  current  published  series. 

Of  the  more  than  450,000  vascular  procedures  done 
annually  in  the  United  States,  the  most  frequent  is  ca- 
rotid endarterectomy  with  over  100,000  performed.12 
There  is  controversy  regarding  the  risk/benefit  ratio 
and  the  morbidity/mortality  ratio  of  the  operation.  A 
recent  presentation  generated  a series  of  newspaper 
articles  and  television  discussion  most  of  which  raised 
serious  criticism  of  the  extent  and  the  results  of 
carotid  surgery  in  this  country.1  Other  published 
articles  in  the  past  have  presented  extremely  high  com- 
plication rates.35  Moreover,  those  reports  with  excel- 
lent results  of  carotid  surgeiy  generally  have  been  from 
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large  university  hospitals  and  by  nationally  known 
surgeons.6,8  Since  most  surgery  in  New  Jersey  is  done 
in  community  hospitals,  we  examined  the  results  of 
carotid  surgery  in  our  community  hospital. 

METHOD  OF  STUDY 

We  reviewed  the  charts  of  100  consecutive  carotid 
endarterectomies  performed  by  surgeons  between 
1977  and  1985  at  the  Rancocas  Valley  Division  of  Zur- 
brugg  Memorial  Hospital. 

Preoperative  evaluation  included  CAT  scan  of  the 
brain,  directional  doppler,  ocular  plethysmography 
(OPG),  phonoangiography,  and  B-mode  real-time  ultra- 
sound. Eighty-seven  operations  were  preceded  by  arch 
arteriography  and  12  operations  were  preceded  by 
digital  subtraction  angiography;  1 operation  had  no 
contrast  study. 

The  patient  population  of  54  men  and  39  women 
had  an  average  age  of  64.  Seven  patients  had  bilateral 
operations.  Indications  for  the  procedure  were:  “clas- 
sic” TIA  in  49;  amaurosis  (fugax  or  permanent)  in  27 
and  prior  completed  stable  stroke  with  full  recovery  or 


*Drs.  Ruvolo  and  Holaday  are  affiliated  with  the  Section  of 
Vascular  Surgeiy  and  Dr.  Brait  is  affiliated  with  the  Section 
of  Neurology,  Rancocas  Valley  Division,  Zurbrugg  Memorial 
Hospital,  Willingboro.  Correspondence  may  be  addressed  to 
Dr.  Ruvolo,  Rancocas  Valley  Surgical  Associates,  PA.,  Pro- 
fessional Building  North — Box  3,  Sunset  Road,  Willingboro  NJ 
08046. 

431 


minor  deficit  in  9.  Fifteen  asymptomatic  patients  in- 
cluded those  with  nonclassic  symptoms,  tight  stenosis, 
abnormal  OPG,  or  large  ulceration.  Surgery  was  de- 
layed about  five  weeks  for  patients  who  had  a stroke. 

Preoperative  neurological  consultation  was  ob- 
tained in  93  cases.  Preoperative  cardiology  consul- 
tation was  obtained  in  all  cases.  Normotensive,  nor- 
mocarbic  anesthesia  with  an  indwelling  arterial  line 
was  used.  Magnifying  glasses  have  been  used  by  the 
surgeon  routinely  during  the  past  few  years.  A shunt 
(initially  Javid  and  now  Pruitt-Inahara)  was  used  in 
every  operation.  In  one  case,  part  of  the  plaque  had  to 
be  removed  before  the  Javid  shunt  could  be  inserted. 
Four  to  seven  thousand  units  of  heparin  were  used 
with  occasional  reversal  by  protamine  sulfate.  At  least 
two  vascular  surgeons  were  present  during  the  defini- 
tive part  of  each  procedure.  Median  postoperative  stay 
was  four  days. 

RESULTS 

There  was  no  postoperative  mortality.  There  was  one 
postoperative  stroke  consisting  of  expressive  aphasia 
which  cleared  in  one  month. 

There  were  two  minor  sensory  transient  ischemic 
attacks.  Three  wound  hematomas  required  reopening 
of  the  wound  (two  under  general  anesthesia  and  one 
under  local  anesthesia).  No  secondary  morbidity  de- 
veloped from  treating  the  hematomas.7  Six  patients 
developed  transient  dysfunction  secondary  to  injury  of 
the  ramus  mandibularis  branch  of  the  facial  nerve 
which  caused  minor  cutaneous  numbness  near  the 
mandible.  One  patient  had  transient  vocal  cord  paral- 
ysis secondary  to  recurrent  nerve  injury.  Three  pa- 
tients had  temporary  hypoglossal  nerve  dysfunction, 
though  one  lasted  more  than  six  weeks. 

REVIEW  OF  OTHER  PUBLISHED  SERIES 

These  results  should  be  viewed  in  the  context  of 
other  series.  Easton,  a neurologist,  reviewed  228  pa- 
tients operated  on  from  1970  to  1976  in  two  600-bed 
community  hospitals  by  1 1 surgeons  and  found  a 
stroke  rate  of  14.5  percent  and  a mortality  rate  of  6.6 
percent  for  a “combined  stroke-mortality  rate  of  21.1 
percent.”3*  Prioleau,  a surgeon,  reviewed  317  cases  at 
a university  hospital  and  three  community  hospitals 
from  1962  to  1976  by  15  surgeons  and  found  a 10.7 
percent  stroke  rate  and  a 3.2  percent  mortality.4  Early 
superb  results  were  reported  by  Jesse  Thompson  in 
1976  with  a 0.8  percent  stroke  rate  in  868  cases  of 
TLA6  Ott  and  Cooley  reported  240  cases  in  1979  with 
0.64  percent  mortality  and  a 1.3  percent  permanent 
and  a 1.9  percent  temporary  neurological  deficit  rate.8 
Excellent  results  were  reported  by  Krupski,  a surgeon, 
in  1985,  in  an  article  contrasting  results  of  100  cases 
done  at  each  of  three  different  types  of  hospitals:  a 
university  hospital,  several  private  community  hospi- 
tals, and  a university-affiliated  veterans  adminis- 
tration hospital.9  On  the  other  hand,  Brott,  a neu- 
rologist, reported  on  461  cases  done  in  16  hospitals 
in  the  Cincinnati  area10  The  stroke  rate  was  8.6  per- 
cent and  the  mortality  was  2.8  percent.  Of  these  oper- 

*\Ve  believe  it  is  illogical  to  combine  stroke  and  mortality  into 
a single  total  in  the  Easton  article  since  all  the  patients  who 
died  were  stroke  patients  and,  therefore,  were  counted  two 
times  in  the  21.1  percent. 


ations,  30.2  percent  was  for  asymptomatic  bruit  or 
stenosis,  13.9  percent  was  for  dizziness  without 
cranial  nerve  symptoms,  and  6 percent  was  for  “other.” 
Interestingly,  during  the  same  year,  Hafner,  a surgeon, 
reported  on  570  carotid  endarterectomies  done  in  the 
Cincinnati  Good  Samaritan  Hospital  with  a 0.9  per- 
cent stroke  rate  and  a 0.7  percent  mortality.11 
Muuronen,  a neurologist  in  Finland,  reported  on  128 
cases  operated  on  at  the  University  of  Finland  between 
1980  and  1982  with  6.4  percent  severe  deficits,  7 per- 
cent slight  deficits,  and  a 3.6  percent  mortality  rate 
(Table).12 

DISCUSSION 

Carotid  endarterectomy  is  not  a technically  complex 
operation.  However,  in  carotid  surgery,  the  margin  for 
error  is  so  thin  that  careful  attention  to  detail  is  re- 
quired. Our  practice  of  using  at  least  two  skilled 
vascular  surgeons  during  each  operation  allows  one 
surgeon  to  carefully  observe  the  performance  of  the 
other,  thus  diminishing  the  chance  of  error.  The  prac- 
tice of  having  a skilled  assistant  observing  closely  and 
assisting  the  operating  surgeon  may  be  partly  respon- 
sible for  the  low  complication  rates  reported  in  the  two 
series  of  cases  reported  by  Krupski  and  Brott  where 
residents  were  assisted  by  attending  vascular  sur- 
geons.910 

Having  a competent  anesthesiologist  in  the  room  at 
all  times  monitoring  blood  pressure  with  an  indwelling 
arterial  line  allows  maintenance  of  blood  pressure  at 
safe  levels. 

Standardization  of  technique  is  another  factor  in 
achieving  good  results.  Repetition  allows  familiarity 
with  the  sequential  steps  of  the  operation  and  allows 
both  surgeons  to  anticipate  and,  thus,  facilitate  the 
moves  of  the  other.  This  especially  is  true  with  use  of 
a shunt,  where  routine  frequent  use  increases  skill. 

The  shunt  must  be  inserted  very  carefully  and 
without  hurry.  Care  must  be  taken  to  insure  that  the 
arteriotomy  is  extended  well  above  the  plaque  to  allow 
insertion  of  the  shunt  without  carrying  a piece  of  ar- 
teriosclerotic debris  on  the  end  of  the  shunt. 

The  use  of  magnification  allows  precision  in  remov- 
ing the  plaque,  examination  of  the  vessel  and  its  in- 
timal  surface  and  margin,  and  precise  arteriotomy 
closure. 

Preoperative  consultation  with  the  cardiologist  and 
with  the  anesthesiologist  will  aid  in  patient  selection 
and  diminish  risks.  Close  association  with  a neu- 
rologist provides  more  precise  evaluation  of  symptoms, 
sharpens  the  judgment  for  surgery,  and  provides 
another  viewpoint,  which  acts  as  a stimulus  to  intellec- 
tual precision  and  objectivity. 

The  difference  in  results  reported  by  neurologists 
and  surgeons  may  be  that  only  those  surgeons  with 
good  results  tend  to  publish  their  results  while  neu- 
rologists who  see  high  complication  rates  publish 
those  unfavorable  results.  The  difference  in  the  studies 
written  by  Brott  and  Hafner,  both  in  Cincinnati,  is 
particularly  noteworthy.1011 

CONCLUSION 

Prior  to  performing  an  operation,  the  surgeon  must 
believe  that  the  benefits  of  the  procedure  exceed  the 
risks.  There  are  insufficient  data  available  to  define  the 
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TABLE 

Comparison  oj  Results 

Name 

Speciality 

No.  of  Cases 

Strokes  (%) 

Mortality  (%) 

Prioleau  (1976) 

Surgeon 

317 

10.7 

3.2 

Thompson  (1976) 

Surgeon 

868 

(TIAs) 

0.8 

? 

Easton  (1977) 

Neurologist 

228 

14.5 

6.6 

Hayes  (1979) 

Surgeon 

276 

0.3  permanent 
2.5  transient 

1.08 

Ott  and  Cooley  (1980) 

Surgeon 

240 

1.3  permanent 
1.9  transient 

0.64 

Sundt  (Mayo) 

Surgeon 

99 

1 major 

2 minor 

1 

Rosenthal  (1983) 

Surgeon 

818 

1.2  permanent 
1.5  transient 

? 

Muuronen  (1984) 

Neurologist 

110 

6.4  severe 
7.0  mild 

3.6 

Hafner  (1984) 

Surgeon 

570 

0.9 

0.7 

Slavish  (1984) 

Surgeon 

743 

1.8  permanent 
3.5  transient 

2.7 

Brott  (1984) 

Neurologist 
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8.6 

2.8 

Krupski  (1985) 

Surgeon 

300 

2 

1 

Ruvolo  et  al.  (1986) 

Surgeon 

100 

1 

0 

risk  of  stroke  associated  with  varying  degrees  of 
carotid  stenosis  and  symptoms.  When  the  stroke  rate 
and  the  mortality  rate  of  carotid  surgery  is  high,  it  is 
doubtful  that  the  surgeon  is  heeding  the  old  dictum. 
“First,  do  no  harm.”  A large  multicenter  study  to  de- 
termine the  nonoperative  risk  of  carotid  stenosis  is 
needed. 

Results  comparable  to  the  best  published  series  can 
be  achieved  in  the  community  hospital.  We  believe  that 
the  following  points  have  been,  in  part,  responsible  for 
our  results:  1 ) consultation  with  appropriate  nonsur- 
gical  colleagues;  2)  the  use  of  at  least  two  vascular 
surgeons  during  each  procedure;  3)  standardization  of 
technique;  4)  careful,  unhurried  insertion  of  the  shunt; 
and  5)  the  use  of  loupe  magnification. 

In  all  surgery,  continuing  evaluation  of  techniques 
and  constant  analysis  of  results  are  essential.  With 
carotid  surgery,  surgeons  and  hospitals  should  review 
regularly  their  own  morbidity  and  mortality.  A high 
stroke  or  mortality  rate  should  lead  to  either  modi- 
fication of  technique  or  cessation  of  surgery. 
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Case  Report:  Elevated  Thyroid-Stimulating 
Hormone  Despite  Hypertriiodothyronemia 


Michael  H.  Goldman,  m.d.,  Catherine  A.  Scheraldi,  m.d., 
Irving  M.  Paltrowitz,  m.d.,  englewood* 


A hypothyroid  patient  on  liothyronine  (TJ  therapy  was  found  to 
have  persistently  elevated  thyroid-stimulating  hormone  values 
despite  simultaneously  increased  triiodothyronine  measure- 
ments. Thyroxine  (TJ  levels  were  depressed.  T4  is  the  best  therapy 
for  hypothyroid  patients. 


Elevated  thyroid-stimulating 
hormone  (TSH)  and  diminished 
thyroxine  (TJ  are  the  hallmark 
laboratoiy  findings  in  primary  hypothyroidism.  Ele- 
vated triiodothyronine  (T3)  levels  frequently  are  found 
alone  or  with  increased  thyroxine  (TJ  levels  in  hyper- 
thyroidism.1 The  simultaneous  findings  of  raised  TSH 
levels  and  low  T4  levels  with  increased  T3  levels,  there- 
fore, would  be  distinctly  unusual.  We  report  such  a 
case  and  discuss  its  significance. 

CASE  REPORT 

A 33-year-old  white  female  was  evaluated  for  a 20- 
year  history  of  goiter.  Early  but  scant  information  re- 
vealed an  enlarged  gland,  with  a normal  uptake  and 
a low  protein  bound  iodine  (PBI)  level  of  3 ,ug/dl  (nor- 
mal 4 to  8 yug/dl).  Replacement  therapy  was  instituted 
with  thyroid  extract  in  order  to  shrink  the  goiter  and 
normalize  the  low  PBI  level.  She  was  switched  to 
liothyronine  75  meg  per  day  during  the  1970s  with 
some  decrease  in  the  size  of  her  thyroid  gland.  She 
denied  any  histoiy  of  head  or  neck  irradiation  or 
thyroid  cancer  in  her  family.  The  patient  claimed  to  be 
taking  her  medication  faithfully. 

At  the  time  of  her  current  examination,  the  patient 
was  clinically  euthyroid.  Her  thyroid  was  diffusely 
enlarged,  soft,  and  non-nodular,  with  the  right  lobe 
measuring  4x2  cm  and  the  left  2x1  cm.  Deep  tendon 
reflexes  were  normal  as  was  the  texture  of  her  skin  and 


hair.  Increased  T3  and  TSH  and  depressed  T4  levels 
were  found  (Table).  In  addition,  antimicrosomal  anti- 
bodies were  positive  in  a titer  of  1:1600  (normal 
<1:10).  After  institution  of  therapy  with  D thyroxine, 
0.2  mg/ day,  normalization  of  all  thyroid  hormone  levels 
occurred  as  well  as  shrinkage  of  the  thyroid  goiter. 

DISCUSSION 

Control  of  TSH  secretion  is  mediated  by  intracellular 
pituitary  T3  levels.  Both  direct  binding  of  circulating 
T3  and  conversion  of  T4  to  T3  within  the  pituitary  con- 
tribute to  modulation  of  TSH  levels.2  Because  the  latter 
process  is  quantitatively  more  important  in  controlling 
TSH  secretion,  the  measurement  of  plasma  T3  levels  in 
hypothyroid  patients  may  be  misleading.  T3  levels  may 
be  normal  or  even  elevated  despite  increased  TSH 
levels.  This  finding  previously  has  been  shown  to  occur 
in  patients  with  endemic  goiter,  congenital  hypothy- 
roidism, and  Graves’  disease  treated  with  excessive 
antithyroid  drugs  or  RAI131.37  In  these  dysfunctional 
thyroid  conditions,  T3  synthesis  is  selectively  normal 
or  increased  simultaneously  with  low  T4  production 
and  a compensatorily  increased  TSH  level.  The  higher 
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M.D.,  180F  Central  Avenue.  Englewood,  NJ  07631. 
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TABLE 

Chronological  Summary  of  Thyroid  Function  Tests 


Date 

T3  Resin 
(%) 

T3  R1A 
(ng/dl) 

t4 

(mcg/dl) 

FT I* 
(Units) 

TSH 

(MlU/dl) 

Medication 
(per  day) 

12/4/85 

400 

36 

Liothyronine  75mcg 

12/13/85 

24 

202 

2.3 

0.5 

21 

Liothyronine  75mcg 

1/23/86 

27 

323** 

3.9 

1.06 

10 

Liothyronine  75mcg 

2/21/86 

30 

136 

11.5 

3.58 

1.0 

Dthyroxine  0.2mg 

Normal 

23-34 

80-220 

4.5-12 

1-4.3 

0-4.9 

*Free  Thyroxine  Index. 

* Taken  six  hours  after  last  dose. 


biological  potency  of  T3  than  T4  allows  for  a clinically 
euthyroid  state  but  it  is  insufficient  to  suppress  TSH 
centrally,  a so-called  “compensated  hypothyroid  state.” 

Our  patient  illustrates  an  additional  cause  for  hyper- 
triiodothyronemia  with  elevated  TSH  secretion:  re- 
placement with  liothyronine  (Cytomel®)  therapy  in  a 
hypothyroid  patient. 

The  T3  levels  were  clearly  beyond  the  normal  range 
on  two  occasions  even  though  TSH  secretion  never  was 
satisfactorily  suppressed  into  the  normal  range.  It  has 
been  shown  that  blood  levels  of  T3  following  ingestion 
of  50  meg  of  liothyronine  may  not  return  to  the  normal 
range  for  12  to  24  hours.  Taking  the  patient’s  T3  level 
at  these  times  may  have  shown  a normal  level,  however, 
even  at  this  dosage,  mean  24-hour  triiodothyronine 
blood  concentrations  are  found  to  be  in  the  toxic 
range.8  It  would  appear,  from  observing  the  trend  in 
this  patient  that  continued  or  increased  liothyronine 
therapy  eventually  may  normalize  the  TSH  secretion. 
However,  this  would  be  at  the  risk  of  potential  toxicity 
to  other  organs  such  as  heart,  kidney,  and  liver,  whose 
sensitivity  to  circulating  T3  exceed  that  of  the 
pituitary.2  Within  two  to  four  weeks  on  50  to  75  meg 
of  liothyronine  therapy,  most  hypothyroid  patients  will 
normalize  their  elevated  TSH  levels.  We  are  uncertain 
as  to  why  this  patient’s  TSH  did  not  normalize. 

Another  possible  explanation  for  this  patient’s  find- 
ings is  that  she  was  intermittently  compliant,  i.e.  tak- 
ing her  medication  only  before  coming  to  her  consul- 
tations. Since  after  T3  ingestion,  the  plasma  levels  of 
T3  peak  in  two  to  three  hours,  elevated  T3  levels  could 
be  observed  along  with  elevated  TSH  levels.  This  pa- 
tient claimed  to  be  quite  conscientious,  taking  her 
medication  regularly  for  years. 

The  persistently  low  T4  levels  seen  in  this  patient, 
despite  an  increased  TSH  level  reflected  a dysfunc- 
tional thyroid  gland,  and  her  significantly  elevated 


antithyroid  antibodies  suggest  an  autoimmune 
thyroiditis  as  the  cause. 

CONCLUSION 

The  more  satisfactory  treatment  for  hypothyroid  pa- 
tients is  to  use  levothyroxine  (T4).  As  shown  here, 
maintenance  of  clinical  euthyroidism  and  normaliza- 
tion of  both  elevated  TSH  and  depressed  T4  levels,  can 
be  simultaneously  accomplished  without  intermittent 
toxic  plasma  levels  of  T3.  Other  authors  also  have  rec- 
ommended T4  as  the  proper  drug  choice  for  replace- 
ment therapy.9 
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Advances  in  Cancer:  Chemosensitivity  Testing 
with  Antineoplastic  Agents 


George  J.  Hill,  m.d.,  Karimullah  A.  Zirvi,  ph.d.,  Helene  Z.  Hill,  ph.d., 

SURESH  RAINA,  M.D.,  NEWARK* 


Five  chemosensitivity  tests  of  anticancer  drugs  were  studied  with 
respect  to  their  advantages  and  disadvantages.  Studies  were 
conducted  of  four  conventional  methods  plus  a primary  tissue 
culture  assay  (PTCA)  that  may  provide  new  opportunities  to 
evaluate  growth  factors  and  drug  combinations  in  vitro. 


The  search  for  effective  methods 
to  predict  the  clinical  response 
of  a patient’s  tumor  to  anti- 
neoplastic agents  has  produced  much  that  is  impor- 
tant in  the  field  of  oncology,  even  though  no  test  is  yet 
available  that  is  comparable  to  antibiotic  sensitivity  of 
bacteria  In  this  report,  we  will  describe  four  tech- 
niques commonly  used  to  test  cancer  chemothera- 
peutic drugs  and  the  advantages  and  disadvantages  of 
each,  and  present  our  own  recent  work  in  this  field. 
Each  of  these  methods  has  been  used  in  the  preelinical 
testing  of  cancer  chemotherapeutic  agents,  and  each 
has  a well-established  role  in  the  identification  of  new 
agents  or  combinations  for  clinical  use.  Two  of  these 
methods  are  in  vitro  assays,  using  tissue  culture  tech- 
niques, and  two  use  tumor  transplantation  from  hu- 
mans to  mice,  so-called  “xenogenic”  or  interspecies 
transplants. 

In  considering  the  problem  of  evaluation  of  drugs 
against  human  tumors,  certain  facts  about  the  biology 
of  tumors  should  be  emphasized.  First,  although  the 
growth  of  a tumor  mass  generally  is  progressive,  it 
usually  is  not  rapid.  Only  a few  cells  are  in  the  process 
of  active  progression  toward  cell  division  in  most 
tumors,  and  the  remaining  cells  are  quiescent.  This 
phenomenon  is  called  a “low  growth  fraction.”  Sec- 
ondly, the  cells  in  a tumor  mass  or  in  metastases  may 
exhibit  variable  sensitivity  to  chemotherapy,  which  is 
an  expression  of  “clonal  heterogeneity.”  Third,  there 
often  is  considerable  variation  in  vascularity,  and  thus 


in  drug  concentration,  in  different  parts  of  a primary 
tumor  mass,  and  in  its  metastases.  Fourth,  a tumor 
mass  is  composed  of  both  proliferating  cells  (also 
known  as  clonogenic  or  stem  cells)  and  nonproliferat- 
ing cells.  It  is  the  clonogenic  cells  that  ultimately  pro- 
gress to  cause  tumor  growth  and  metastases.  An  ob- 
served effect  of  chemotherapy  on  nonproliferating  cells 
may  be  irrelevant,  if  the  clonogenic  tumor  cells  are 
resistant  to  therapy. 

Other  problems  exist  in  the  field  of  chemosensitivity 
assays  that  are  not  directly  related  to  tumor  biology. 
These  include,  first,  the  microbial  contamination  of 
most  epithelial  cancers.  Bacterial  or  fungal  growth  will 
ruin  tissue  cultures,  obscure  indirect  assays,  and 
cause  sepsis  in  the  animal  hosts  of  tumor  transplants. 
Contaminating  mycoplasma  and  viruses  cause  par- 
ticularly insidious  problems  in  long-term  cultures. 
Second,  many  drugs  are  known  to  require  activation 
to  be  effective.1'3  It  can  be  presumed  that  our  knowl- 
edge of  the  appropriate  and  optimum  methods  to 
produce  activated  drugs  for  testing  is  incomplete,  at 
best.  Third,  drugs  often  are  used  in  combinations,  or 
as  adjuvant  therapy.  Not  only  is  it  difficult  to  establish 
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respondence may  be  addressed  to  Dr.  George  J.  Hill,  Chief, 
Division  of  Surgical  Oncology,  UMDNJ-New  Jersey  Medical 
School,  100  Bergen  Street,  Room  G595,  Newark,  NJ  07103. 
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TABLE  1 

Chemosensitivity  Tests 

Relative  Advantages  and  Disadvantages 

Clonogenic  Assay  (CA) 

■ Advantages 

Disadvantages 

Only  stem  cells 

Requires  dispersal 

Easy  to  count 

Sterility  required 

Clonal  variation  visible 

Slow 

Poor  plating  efficiency 
No  subcultures 
One  time  application 
Activation 
Validity  uncertain 

Subrenal  Capsular  Assay  (SRCA) 

High  rate  of  success 

Labor  intensive 

Easy  to  visualize 
Combinations  can  be 

Limit  8 days 

studied 

Precision  is  limited 

Measurement  by  direct 

vision 

One-time  observation 

Schedules  can  be 
studied 

Activation  is  in  vivo 
Sterility  not  critical 
Fragments  can  be 

studied  w/o  dispersal 

Nude  Mouse 

Assay  (NMA) 

High  “take"  rate  from 

Low  “take”  rate  for 

some  tumors 

some  tumors 

Subculture  possible 
Combinations  can  be 

Expense 

studied 

Labor  intensive 

Schedules  can  be  studied 

Infection 

Visible  growth  present 
Activation  is  in  vivo 
Validity  high 

Very  slow 

Rapid  Cytotoxicity  Test  (RCT) 

Inexpensive 

All  cells  tested 

Rapid 

High  growth  fraction 

needed 

Nonsterile 

Automatic  mechanization 

Activation  needed 

possible 

Timing  is  nonclinical 

Combinations  can  be 

Antimetabolites 

studied 

unsuccessful  in  test 

Schedules  can  be  studied 

Primary  Tissue  Culture  Assay  (PTCA) 

Serum-free  medium 
Combinations  can  be 

Tissue  contamination 

studied 

Sterility  required 

Schedules  can  be  studied 
Stromal  cells  (fibroblasts) 
do  not  grow 
Subcultures  possible 

Activation  needed 

models  for  drug  combinations  in  the  laboratory,  but 
it  is  particularly  difficult  to  simulate  the  complex 
schedules  that  are  used  for  the  combination  in  clinical 
practice.  Also,  when  the  drugs  are  used  in  post- 
operative adjuvant  therapy,  there  usually  is  no  measur- 
able tumor  present  to  use  for  evaluation  of  the  effect 


of  chemotherapy.  When  drugs  are  administered  as 
preoperative  or  “neo-adjuvant”  chemotherapy,  the 
clinical  result  may  be  incompletely  evaluated  because 
radiation  therapy  or  surgery  is  done  before  the  full 
effect  of  chemotherapy  is  apparent.  Finally,  the  phar- 
macokinetics of  cancer  chemotherapeutic  agents  ap- 
pear to  be  much  more  complex  than  than  of  many 
other  drugs,  particularly  the  antibacterial  antibiotics. 
It  would  appear  that  it  is  the  intracellular  drug  concen- 
tration, in  tumor  cells,  that  is  the  critical  drug  concen- 
tration in  cancer  chemotherapy,  not  simply  the  serum 
concentration.  Metabolism,  excretion,  and  transport 
are  important  dynamic  factors  in  producing  the  effec- 
tive therapeutic  level  of  drugs,  and  these  must  be  con- 
sidered as  significant  variables  throughout  the  long 
intervals  between  drugs  doses.  Furthermore,  the  abili- 
ty of  the  patient  to  withstand  drug  toxicity,  physically 
and  psychologically,  may  play  a large  role  in  the  out- 
come of  therapy.  An  apparently  valid  chemosensitivity 
test  result  may  be  vitiated  in  the  clinical  situation 
because  of  untoward  or  unexpected  side  effects  of  ther- 
apy that  preclude  the  use  of  adequate  doses  or  dur- 
ation of  drug  therapy. 

The  evaluation  of  the  effect  of  antineoplastic  agents 
is  a highly  demanding,  labor-intensive,  and  costly  pro- 
cess. Ideally,  the  tests  should  be  evaluated  by  a “blind” 
process,  in  which  the  patient  and  the  clinician  are 
unaware  of  the  laboratory  result.  At  present,  however, 
there  often  is  a considerable  verbal  flow  of  information 
to  and  from  the  laboratory,  since  physicians  and  pa- 
tients are  understandably  searching  for  clues  to  im- 
prove the  outcome,  and  laboratory  scientists  are 
searching  for  clues  to  improve  the  methodology  and 
reliability  of  the  tests. 

METHODS 

The  four  most  commonly  used  chemosensitivity  as- 
says are  elonogenic  assay,  subrenal  capsular  assay, 
nude  mouse  assay,  and  rapid  cytotoxicity  tests.  Recent- 
ly, in  our  laboratory  and  in  some  other  laboratories, 
another  in  vitro  system,  primary  tissue  cultures  of 
human  tumor  specimens  in  serum-free  media,  has 
been  used  for  chemosensitivity  assays.  In  each  assay, 
the  result  of  the  test  is  measured  by  the  response  of 
the  tumor  (T)  to  chemotherapy,  compared  with  a con- 
trol (C),  expressed  as  a percentage  (T/C  x 100).  The 
advantages  and  disadvantages  of  each  test  are  sum- 
marized in  Table  1. 

Clonogenic  assay  (CA).  The  elonogenic  or  stem  cell 
assay  is  performed  by  plating  a suspension  of  tumor 
cells  in  soft  agar  and  comparing  the  number  of  col- 
onies that  grow  in  the  presence  of  a chemotherapeutic 
agent  with  the  number  of  colonies  that  grow  in  the 
absence  of  the  drug.4  This  technique  enables  the  in- 
vestigator to  evaluate  only  the  elonogenic  (proliferat- 
ing) tumor  cells,  since  growth  of  fibroblasts  is  in- 
hibited in  soft  agar,  while  the  nonproliferating  tumor 
cells  and  nonnal  hematopoetic  cells  that  are  present 
in  the  tumor  suspension  do  not  form  colonies.  This 
technique  is  the  most  widely  used  chemosensitivity 
test  at  present,  and  is  the  reference  for  all  other 
methods.5,6 

Subrenal  capsular  assay  (SRCA).  In  the  subrenal 
capsular  assay,  a fragment  of  tumor  to  be  tested,  ap- 
proximately 1 mm  in  size,  is  placed  under  the  renal 
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TABLE  2 

Chemosensitivity  Tests  of  Mouse  and  Human  Tumors 


Tumor  Type 

Host 

Drug 

B16  Melanoma 

C57  BL/6 

BCNU 

mouse 

CTX 

L-PAM 

araC 

Colon  06 

mouse 

5-FU 

Colon  37 

mouse 

5-FU 

Harding-Passey 

CD2F1 

DTIC+ 

Melanoma 

mouse 

MeCCNU 

Oral,  squamous 

human  (KB) 

DDP 

ADR 

BCNU 

MTX 

5-FU 

Bladder 

human  (EJ) 

DDP 

MTX 

5-FU 

Colon 

human 

5-FU 

Cervix 

human  (Soto) 

MitoC 

MTX 

DDP 

BLM 

L-PAM 

HU 

capsule  of  an  anesthetized,  random  bred  mouse.  The 
tumor  fragment  then  is  measured  accurately  with  an 
optical  micrometer,  and  the  mouse  is  injected  with  the 
test  drug.  Eight  days  later  the  mouse  is  killed,  the 
kidney  removed,  and  the  tumor  fragment  is  measured 
again.  The  amount  of  growth  or  regression  is  com- 
pared with  a similar  fragment  placed  in  an  untreated 
mouse.7  While  this  method  is  labor  intensive,  it  has  the 
advantage  of  presenting  directly  visible  results,  and  the 
drugs  are  activated  by  physiologic  processes  in  the 
host  mouse.  Furthermore,  it  has  been  used  success- 
fully to  study  drugs  in  combination.8  The  test  depends 
on  the  fortuitous  discovery  that  a xenogenic  tumor 
fragment  will  live  for  up  to  eight  days  in  the  mouse’s 
subrenal  capsular  area  before  undergoing  transplant 
rejection.  Unfortunately,  only  one  observation  can  be 
made,  at  an  arbitrarily  selected  time,  for  the  mouse 
then  must  be  sacrificed. 

Nude  mouse  assay  (NMA).  The  congenitally  athymic 
Nu/Nu  strain  of  mice,  also  hairless  (hence  “nude”),  is 
sufficiently  immunodeficient  to  accept  xenogenic 
tumor  transplants  in  many  cases.9  10  The  mice  are 
fragile  and  highly  susceptible  to  infection,  and  many 
grafts  fail  to  grow  because  of  the  death  of  mice  from 
sepsis,  or  from  other  reasons  related  intrinsically  to 
the  tumor  itself.  As  a result,  the  transplants  to  nude 
mice  are  used  mainly  for  expansion  of  tiny  tumor  frag- 
ments and  for  evaluation  of  new  agents  against  tumors 
of  specific  sites,  e.g.  colon,  lung.  The  slow  and  erratic 
growth  of  these  grafted  tumors  makes  the  method  gen- 
erally impractical  for  selection  of  agents  for  the  donor 
patient,  at  least  at  the  time  the  tumor  is  obtained.  The 
method  also  is  very  expensive  and  the  maintenance  of 
the  mouse  colony  is  technically  demanding. 

Rapid  cytotoxicity  test  (RCT).  Numerous  tests  have 
been  utilized  to  provide  direct  or  indirect  rapid 
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evidence  for  effect  of  antineoplastic  agents.11 13  The 
earliest  tests  were  direct  cytotoxicity  tests  using  so- 
called  vital  dyes  such  as  eosin  and  trypan  blue,  which 
are  excluded  by  healthy  cells  and  stain  dead  or  dying 
cells  in  tissue  culture  medium.  However,  many  effective 
agents  do  not  kill  tumor  cells  immediately,  but  rather 
inhibit  various  important  biochemical  processes. 
Therefore,  various  other  methods  have  been  developed 
to  measure  the  effect  of  drugs  immediately  on  the 
cellular  biochemical  pathways.  Most  commonly,  these 
methods  assess  the  tumor  cells'  uptake  of  radio- 
labelled  metabolic  precursors  of  critical  substances 
such  as  DNA  and  RNA,  in  the  presence  or  absence  of 
the  chemotherapeutic  agent  being  tested.13  DNA  syn- 
thesis is  measured  by  the  cells’  uptake  of  tritiated 
thymidine.  RNA  synthesis  is  measured  by  the  uptake 
of  tritiated  uridine.  Thymidine  and  uridine  are  two  of 
the  five  nitrogenous  bases  that  are  incorporated  into 
DNA  and  RNA  in  various  triplet  sequences;  thymidine 
is  present  only  in  DNA  and  uridine  is  present  only  in 
RNA.  The  uptake  of  these  agents  can  be  assessed 
within  hours  after  the  tests  are  begun,  so  the  results 
can  be  available  in  time  to  be  clinically  relevant.  Un- 
fortunately, the  theoretical  advantage  for  such  tests 
has  been  frustrated  by  numerous  problems,  including 
the  low-growth  fraction  of  many  tumors,  the  fact  that 
the  metabolism  of  nonproliferating  tumor  cells  and 
normal  parenchymal  cells  is  not  discriminated  from 
that  of  the  proliferating  tumor  cells,  and  the  difficulty 
of  obtaining  debris-free,  viable  single-cell  suspensions 
of  fresh  human  tumors. 

Primary  tissue  culture  assay  (PTCA).  The  primary 
tissue  culture  assay  takes  advantage  of  the  fact  that 
cells  from  various  tissues  can  be  cultured  on  the  sur- 
face of  collagen-coated  tissue  culture  dishes,  in  the 
absence  of  serum,  but  with  proper,  specific  supplemen- 
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tation  of  the  medium  with  hormones  and  trace  met- 
als.’4 15  Samples  of  the  tumors  are  cleaned,  minced,  and 
treated  with  enzymes.  The  enzymes  are  removed  by 
washing  the  cells  with  medium.  The  tumor  cell 
suspension  immediately  is  placed  onto  collagen- 
treated  petri  dishes.  Two  days  after  seeding,  the  tumor 
cells  are  incubated  with  drugs  for  one  hour  or  longer 
at  37°C  in  an  incubator.  After  incubation,  the  drugs 
are  removed,  and  the  cells  are  allowed  to  proliferate. 
Population  development  in  both  control-  and  drug- 
treated  dishes  is  followed  quantitatively  by  counting 
the  cell  nuclei  with  a Coulter  counter.  Unlike  the 
clonogenic  assay  where  only  stem  cells  grow,  in  a pri- 
mary tissue  culture  assay,  50  to  75  percent  of  the  cells 
plated  attach  to  the  dishes  and  grow.  Therefore,  pri- 
mary tissue  culture  assay  is  a good  representative  of 
the  in  vivo  situation. 

RESULTS 

Comparison  of  chemosensitivity  tests.  We  have 
made  comparisons  of  the  first  four  chemosensitivity 
tests  with  each  other  and  with  clinical  treatment  re- 
sults, using  13  drugs  in  a variety  of  human  and  mouse 
tumors  (Table  2).  The  tumors  studied  were:  human 
oral  (squamous),  bladder,  colon,  and  cervix;  and  mouse 
melanoma  (B16  and  Harding  Passey)  and  colon. 
Tumor  samples  have  shown  responses  in  clonogenic 
assay  to  cisplatin,  adriamyein,  BCNU,  methotrexate, 
5-fluorouracil,  mitomycin  C,  and  alkeran  (L-PAM). 
Responses  have  been  seen  in  the  rapid  cytotoxicity  test 
with  tritiated  thymidine  to  BCNU,  cyclophosphamide, 
cisplatin,  adriamyein,  and  cytosine  arabinoside.16  We 
have  used  nude  mice  to  expand  tumor  for  evaluation 
by  other  methods,  not  for  direct  testing.  The  subrenal 
capsular  assay  results  showed  good  correlation  with 
clinical  schedules  of  DTIC  plus  methyl  CCNU,  and  with 
5-FU,  in  mouse  tumors.8  The  antimetabolites  5-FU  and 
methotrexate  did  not  show  activity  in  the  rapid 
cytotoxicity  test,  even  when  the  drugs  were  known  to 
be  active  against  the  same  tumors  in  the  host  animal, 
and  cytosine  arabinoside  showed  a false-positive  re- 
sult. Responses  to  bleomycin  and  hydroxyurea  in  vitro 
were  inconclusive. 

Serum-free  media  and  primary  tissue  culture  assay. 

The  advantages  of  both  the  rapid  cytotoxicity  test  and 
the  clonogenic  assay  may  be  combined  by  the  use  of 
serum-free  media,  designed  to  support  only  the  growth 
of  clonogenic  tumor  cells.  Nonproliferating  tumor  cells 
and  normal  fibroblasts  will  not  persist  in  such  media. 
Drug  combinations  and  additional  applications  of 
drugs  would  be  possible  in  liquid  serum-free  medium. 
We,  therefore,  are  working  to  develop  a serum-free  me- 
dium which  could  support  the  growth  of  tumor  cells 
obtained  at  the  time  of  patient’s  biopsies.  To  that  end, 
we  have  studied  growth  of  nine  tumor  specimens 
(eight  colon  and  one  lung)  obtained  at  the  time  of 
biopsy  in  six  different  serum-free  media  and  in  one 
serum-supplemented  medium.  The  media  used  in 
these  studies  were: 

a D ITS  medium:  (1:1)  Dulbecco’s  modification  of 
Eagle’s  medium  (DME)/Ham’s  FI 2 medium  (FI  2)  sup- 
plemented with  insulin,  transferrin,  and  selenium. 

b.  D-TITES  medium:  (1:1)  DME/F12  supplemented 
with  transferrin,  insulin,  triiodothyronine,  epidermal 
growth  factor,  and  selenium. 


c.  C-ITS  medium:  Chee’s  essential  medium  (CEM)  I 
supplemented  with  insulin,  transferrin,  and  selenium.  I 

d.  C-TITES  medium:  CEM  supplemented  with 
transferrin,  insulin,  triiodothyronine,  epidermal  i 
growth  factor,  and  selenium. 

e.  HITES  medium:  Roswell  Park  Memorial  Institute 
medium  1640  (RPMI-1640)  supplemented  with  hydro- 
cortisone, insulin,  transferrin,  and  estradiol. 

f.  Serum-supplemented  medium  (SSM):  RPMI-1640 
+ 10%  fetal  calf  serum. 

Precoating  of  the  dishes  with  collagen  is  essential  for 
the  attachment  of  the  cells  and  for  growth  in  serum- 
free  media  Seven  of  the  nine  specimens  studied  (six 
colon  and  one  lung)  grew  in  all  of  the  six  serum-free 
media  for  about  4 to  6 days.  However,  C-TITES  medium 
was  found  to  be  better  than  the  other  media  in  sup- 
porting long-term  growth  (20  to  28  days)  of  the  speci- 
mens. 

We  did  not  observe  any  stromal  cell  (fibroblasts) 
growth  in  any  of  the  serum-free  media  until  the  end 
of  the  experiments  (24  to  28  days).  However,  with  two 
tumor  specimens,  growth  of  the  stromal  cells  was  vis- 
ible in  serum-supplemented  media  within  10  to  12 
days  of  seeding.  The  growth  of  some  of  the  tumor 
specimens  in  athymic  nude  mice  provided  a large 
quantity  of  tissue  that  was  used  to  study  hormone  and 
growth  factor  requirements.  Two  of  these  tumors  were 
studied  for  their  growth  characteristics  as  primary 
tissue  culture  in  serum-free  media  All  of  the  serum- 
free  media  contained  insulin  and  transferrin.  We 
found  that  deletion  of  either  of  these  proteins  in- 
hibited the  growth  of  the  tumors.  It  further  was  noted 
that  each  of  the  supplements  added  individually  to 
serum-free  medium  had  little  effect,  but  that  in  com- 
bination there  was  a synergistic  effect  on  cell  growth. 

Thirteen  specimens  were  obtained  from  patients’ 
tumor  biopsies  (12  colon  and  1 lung).  Only  9 of  these 
(8  colon  and  1 lung)  provided  enough  material  to  do 
tissue  culture  studies.  All  of  the  specimens  were  used 
to  study  the  effects  of  various  serum-free  media  on  the 
conditions  required  for  optimal  growth. 

The  usefulness  of  the  primary  tissue  culture  method 
for  in  vitro  assessment  of  cancer  chemotherapy  was 
studied  for  two  clinically  used  drugs  (doxorubicin  and 
5-fluorouracil).  Dose-response  curves  were  obtained 
against  primary  tissue  cultures  prepared  from  six 
tumor  specimens  (five  colon  and  one  lung).  All  six 
tumor  specimens  showed  cell  attachment  within  10  to 
12  hours  of  seeding  in  both  C-TITES  and  C-SSM.  In 
four  tumors  (three  colon  and  one  lung)  almost  equal 
numbers  of  cells  (2.5  x 104  cells/dish)  had  attached  to 
the  dishes  in  both  C-TITES  and  C-SSM  within  two 
days  after  seeding. 

Dose-response  curves  for  doxorubicin  and  5- 
fluorouracil  also  were  obtained  against  primary  tissue 
cultures  prepared  from  two  colon  tumor  xenografts 
growing  in  nude  mice.  The  dose-response  curves  from 
xenografted  tumors  were  found  to  be  identical  with 
those  obtained  for  the  same  two  drugs  (doxorubicin 
and  5-fluorouracil)  against  primary  tissue  cultures  of 
the  original  biopsy  specimens. 

EFFECTS  ON  DNA  SYNTHESIS  IN  VITRO 

DNA  synthesis  was  studied  in  B16  melanoma  cells 
in  the  presence  of  three  inhibitors:  cytosine  ara- 


440 


NEW  JERSEY  MEDICINE 


binoside  (ara-C),  aphidicolin  (AC),  and  hydroxyurea 
(HU). 

We  found  that  even  at  very  high  doses  of  these  three 
drugs,  there  still  is  some  residual  DNA  synthesis  and 
that  about  the  same  amount  of  DNA  synthesis  is  pres- 
ent at  high  concentrations  of  all  three  drugs.  It  appears 
that  these  three  drugs  inhibit  the  DNA  synthesis 
mediated  by  the  enzyme  DNA  polymerase  alpha  but  not 
that  mediated  by  DNA  polymerases  beta  and  gamma 

Alkaline  sucrose  density  gradient  molecular  weight 
profiles  of  DNA  were  obtained  after  it  was  synthesized, 
and  compared  to  the  profiles  of  DNA  that  was  syn- 
thesized and  then  incubated  with  a high  concentra- 
tion of  hydroxyurea  When  the  synthesis  period  was 
short  the  new  pieces  were  small  and  when  the  syn- 
thesis period  was  long  the  new  pieces  were  long.  It  thus 
appeared  that  short  pieces  of  DNA  can  continue  grow- 
ing in  the  presence  of  hydroxyurea  but  long  pieces 
cannot. 

SUMMARY 

Studies  of  chemosensitivity  of  tumors  to  anti-cancer 
drugs  have  been  conducted  using  four  conventional 
methods,  plus  a relatively  new  primary  tissue  culture 
assay  (PTCA).  The  advantages  and  disadvantages  of 
the  clonogenic  assay  (CA)  and  rapid  cytotoxicity  tests 
(RTC)  in  vitro,  and  of  the  nude  mouse  assays  (NMA) 
and  subrenal  capsular  assay  (SRCA)  in  vivo  were  clear- 
ly identified,  with  some  13  anti-neoplastic  agents.  A 
variety  of  human  and  mouse  tumors  were  studied, 
using  both  cultured  cell  lines  and  primary  tumor 
isolates.  We  confirm  the  reports  of  others  that  there 
is  no  chemosensitivity  test  now  available  that  has  a 
satisfactory  degree  of  reliability  (specificity  and 
sensitivity)  for  predicting  the  therapeutic  usefulness 
of  any  drug  against  any  tumor  in  an  individual  patient. 
The  four  conventional  methods  all  have  significant 
disadvantages.  The  PTCA  in  serum-free  media  offers 
important  theoretical  advantages  over  the  other 
methods,  such  as  the  ability  to  add  drugs  at  desired 
intervals  and  to  test  drug  combinations,  while  at  the 
same  time  allowing  precise  definition  of  growth  factors 
and  the  effect  of  therapy  on  clonogenic  cells. 

Our  serum-free  PTCA  utilizes  various  traditional 
tissue  culture  media,  such  as  Eagle’s  medium,  sup- 
plemented with  a number  of  defined  chemicals.  The 
growth  factors  are  added  sequentially,  so  as  to  allow 
growth  of  only  the  tumor  cells,  without  permitting 
growth  of  the  stromal  elements.  The  essential  growth 
factors  have  been,  for  various  tumors,  such  substances 
as  transferrin,  insulin,  tri-iiodothyronine,  epidermal 
growth  factor,  selenium,  hydrocortisone,  and  estradiol. 
With  stromal  elements  suppressed,  the  tumor  cells  can 
be  studied  for  response  to  chemotherapy  in  vitro. 
Preliminary  tests  of  colon  xenografts  in  nude  mice 
showed  good  correlation  with  the  in  vitro  results  in 
PTCA.  This  method  also  may  enable  investigators  to 
develop  targets  for  inhibition  of  tumor  growth  factors 
in  vitro. 


The  mechanism  of  action  of  cancer  chemothera- 
peutic agents  continues  to  be  of  great  interest.  We  have 
shown  that  the  effects  of  drugs  on  DNA  synthesis  read- 
ily can  be  studied  in  serum-free  media  Fundamental 
knowledge  of  the  precise  sites  of  action  of  anti- 
neoplastic drugs  may  lead  to  improved  selection  of 
drugs  in  combination,  and  a more  rational  scientific 
approach  to  the  order  and  timing  of  drugs  for  cancer 
chemotherapy. 
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Golden  Merit  Award  Recipients 


At  ceremonies  held  on  May  I,  198 7,  during  the  221st  Annual 
Meeting  of  the  Medical  Society  of  New  Jersey , at  the  Americana 
Host  Farm  Resort , Lancaster , Pennsylvania , the  following  physi- 
cians received  MSNJ’s  Golden  Merit  Award  indicating  they  held 
the  degree  of  Doctor  of  Medicine  for  50  years . 


Atlantic  County 


Camden  County 


Arthur  Dintenfass,  M.D Pennsylvania 

Leonard  Bernard  Erber,  M.D Pennsylvania 

Morris  Gottlieb,  M.D Temple 

Isaac  E.  Leonard,  M.D Pennsylvania 

Samuel  Albert  Shuster,  M.D Jefferson 

Daniel  Wilner,  M.D Jefferson 

Bergen  County 

Stewart  F.  Alexander,  M.D,  Columbia 

Frank  F.  Becker,  M.D Rochester 

Joseph  C.  Braun,  M.D Long  Island 

Harold  Davis,  M.D Dalhousie 

Gerald  J.  Dolan,  M.D Temple 

James  Lawrence  Evans,  Jr.,  M.D Jefferson 

Margaret  Frances  Louise 

Galotta,  M.D Woman’s  Medical 

John  W.  H.  Glasser,  M.D Johns  Hopkins 

Abraham  Katz,  M.D New  York  University 

J.  John  Kristal,  M.D Edinburgh 

Philip  J.  MacLaren,  M.D Hahnemann 

Nathan  W.  Nemiroff,  M.D Innsbruck 

N.  Maurice  R£,  M.D New  York  Medical 

Victor  Albert  Romano,  M.D Beirut 

Jaroslaw  Rozankowski,  M.D Europe 

Dorothea  Deimel  Vann,  M.D Cornell 

Burlington  County 

Amy  S.  Barton,  M.D Michigan 

Watson  E.  Neiman,  M.D Hahnemann 


1937 

1937 

1937 

1937 

1937 

1937 


1937 

1937 

1937 

1937 

1937 

1937 

1937 

1937 

1937 

1937 

1937 

1937 

1937 

1937 

1937 

1937 


1937 

1937 


Daniel  Joseph  Daley,  M.D Georgetown  1937 

Joseph  Newmeyer,  M.D Pennsylvania  1937 

Daniel  San  tor,  M.D Messina  1937 

Cumberland  County 

G.  Anthony 

Mascara,  M.D New  York  Medical  1937 


Essex  County 

Joseph  John  Balsamo,  M.D Bologna  1937 

Benedict  J.  Bernstein,  M.D Munich  1937 

Albert  E.  Del  Negro,  M.D Syracuse  1937 

Benedict  R 

De  Phillips,  M.D New  York  Medical  1937 

E.  Nelson 

Durchlag,  M.D Cincinnati  Eclectic  1937 

Aaron  Finkelstein,  M.D Friedrich-Wilhelms  1937 

Joseph  A Fleming,  M.D Georgetown  1937 

Alvin  A Florin,  M.D Columbia  1937 

Daniel  L.  Forte,  M.D Louisiana  1937 

William  Furst,  M.D Pennsylvania  1937 

J.  Lawrence  Gillespie,  M.D Maryland  1937 

Stanley  J.  Goodman,  M.D NYU-Bellevue  1937 

Lionel  Armand  Greco,  M.D Italy  1937 

Seymour  L.  Hanfling,  M.D Johns  Hopkins  1937 

Harold  T.  Hansen,  M.D Pennsylvania  1937 

Winfield  L.  Hartman,  M.D Temple  1937 

Robert  A Johnson,  Sr.,  M.D Tufts  1937 

Arnold  M.  Kallen,  M.D Glasgow  1937 
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Irving  G.  Larkey,  M.D George  Washington  1937 

Elias  Livingston,  M.D New  York  Medical  1937 

Fred  Meinhard,  M.D Creighton  1937 

Mario  V.  Pizzi,  M.D New  York  Medical  1937 

Ferdinand  L.  Roth,  M.D Columbia  1937 

Frank  J.  Saracino,  M.D Rome  1937 

Herbert  B. 

Silbemer,  M.D New  York  University  1937 

Bernhardt  J.  Statman,  M.D Maryland  1937 

C.  Prentiss  Ward,  M.D Cornell  1937 


Hudson  County 

Louis  De  Rosa  M.D Marquette  1937 

David  Goldman,  M.D Glasgow  1937 

Henry  Clay  Irving,  M.D Howard  1937 

Valentina  Makarenko,  M.D Ukraine  1937 

Vladimir  Onuferko,  M.D Poland  1937 

John  P.  Sakowski,  M.D Maryland  1937 

Matthew  Schimenti,  M.D Rome  1937 

George  Peter 

Schwab,  M.D New  York  Medical  1937 

Meyer  Smith,  M.D Cincinnati  Eclectic  1937 

Pasquale  Anthony 

Statile,  M.D Hahnemann  1937 


Mercer  County 


James  Joseph  Colavita,  M.D Hahnemann  1937 

Charles  Montanye 

Franklin,  M.D Pennsylvania  1937 

Robert  Slocum  Garber,  M.D Jefferson  1937 

Ellwood  Godfrey,  M.D Pennsylvania  1937 

Salvatore  A.  Pepe,  Sr.,  M.D Rome  1937 

Carl  C.  Pfeiffer,  M.D Chicago  1937 

Stanley  Sackin,  M.D Creighton  1937 


Middlesex  County 

Norman  N.  Forney,  Jr.,  M.D Temple 

Stanley  A Gadek,  M.D Georgetown 

Benjamin  D.  Jacobson,  M.D Creighton 

Joseph  T.  Lang,  M.D Prague 

James  J.  Lucey,  M.D Temple 

S.  David  Miller,  M.D Louisville 

Mates  Morgenstem,  M.D Vienna 

Edward  I.  Panzer,  M.D Palermo 

William  Rubin,  M.D New  York  Medical 

Ralph  E.  Siegel,  M.D Rush 

Irving  Zuckerberg,  M.D Glasgow 


1937 

1937 

1937 

1937 

1937 

1937 

1937 

1937 

1937 

1937 

1937 


Monmouth  County 

William  J.  D’Elia,  M.D Hahnemann 

Edward  R Neaiy,  M.D Jefferson 

Morris  County 

Joseph  A.  Alcaro,  M.D Bologna 

Raymond  Joseph 

Grant,  M.D George  Washington 

Charles  Covert  Scott,  M.D Chicago 

Ocean  County 

Carmine  L.  Pecora,  M.D Hahnemann 

Thomas  McKean  Thompson,  M.D.  ...  Jefferson 

Passaic  County 

Edward  S.  Balles,  M.D Chicago  Medical 

Jack  J.  Barnett,  M.D Zurich 

Robert  Canaan,  M.D New  York  University 

Anthony  L.  Esposito,  M.D Hahnemann 

Louis  A.  Giglio,  M.D Georgetown 

Herbert  N.  Kohn,  M.D Graz,  Austria 

Margit  K.  Lipschitz,  M.D Szeged 

James  P.  Morrill,  M.D Yale 

Laura  E.  Morrow,  M.D Pennsylvania 

Nathan  Nussbaum,  M.D Vienna 

Philip  Opper,  M.D Arkansas 

Thomas  F.  Reilly,  M.D Columbia 

Aaron  Weiner,  M.D Milan 

David  E.  Zuckerman,  M.D Pennsylvania 

Somerset  County 

Robert  Rufus  Ambrose,  M.D Minnesota 

Aurelius  John 

Bambara,  M.D New  York  Medical 

Justus  H.  Cooley,  M.D Harvard 

John  F.  Dixon,  Jr.,  M.D Long  Island 

Sussex  County 

Ewald  Howard  Bergmann,  M.D Temple 

Francis  L.  Witt,  M.D Baylor 

Union  County 

Sol  Berman,  M.D Indiana 

Francis  Figliolino,  M.D Bologna 

Milton  Lane,  M.D Ohio 

Robert  L.  Lewis,  M.D Texas 

William  H.  Lewis,  M.D Pittsburgh 

Frank  Michael 

Mastroianni,  M.D Long  Island 

Aurelio  Romeo,  M.D Messina 


1937 

1937 


1937 

1937 

1937 


1937 

1937 


1937 

1937 

1937 

1937 

1937 

1937 

1937 

1937 

1937 

1937 

1937 

1937 

1937 

1937 


1937 

1937 

1937 

1937 


1937 

1937 


1937 

1937 

1937 

1937 

1937 

1937 

1937 
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First  Annual  Senior  Citizens  Forum 


The  Medical  Society  of  New  Jersey  sponsored  its  first  Senior  Citizens  Forum. 
This  Forum  was  designed  to  better  understand  how  current  and  proposed 
regulations  will  impact  on  the  delivery  of  health  care  to  the  elderly  and  to  help 
leaders  become  more  knowledgeable  about  utilizing  health  care  services  to 
meet  the  medical  needs  of  the  elderly. 


Edward  A.  Schauer,  M.D.,  (standing),  MSNJ  President; 
Keynote  Speaker,  Lawrence  Meinert,  M.D., 

Thomas  Weber,  Ph.D.,  Delegate  to  Task  Force  on  Legis- 
lation (AARP);  and  Joseph  W.  Bitsack,  M.D.,  MSNJ  Task 
Force  Coalition  with  Senior  Citizens.  Credit  Bob  Harris. 


Members  of  Workshop  A discussed  medical  regulations 
and  their  administration.  Dr.  Bitsack  (not  shown)  was 
the  moderator  for  this  workshop.  Credit  Bob  Harris. 


Moderator  Churchill  Blakey,  M.D.,  (standing)  of  Work- 
shop B confers  with  panelists  Kenneth  Kuntz,  Edith 
Edelson,  and  Elyse  A.  Perwciler.  Credit  Bob  Harris. 


Participants  of  the  First  Annual  Senior  Citizens  Forum 
listened  to  the  program  overview  on  April  9,  1987,  at 
MSNJ  headquarters  in  Lawrenceville.  Credit  Bob  Harris. 


Workshop  C participants  assessed  the  topic,  “Home  Care 
Services.”  Moderator  Kenneth  Dolan  (not  shown)  is  Ex- 
ecutive Director  of  Home  Care  Council  of  New  Jersey. 

Credit  Bob  Harris. 


Lillian  Ringel  (standing  to  right)  was  the  moderator  for 
Workshop  D where  the  topic  of  discussion  was  coping 
with  medical  problems  of  the  aging.  Credit  Bob  Harris. 
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Trustees’  Minutes 
April  12,  1987 

A regular  meeting  of  the  Board  of 
Trustees  was  held  on  Sunday,  April 
12,  1987,  at  the  Executive  Offices  in 
Lawrenceville.  Detailed  minutes  are 
on  file  with  the  secretary  of  your 
county  society.  A summary  of  sig- 
nificant actions  follows: 

Report  of  the  President.  . . 

(1)  Meetings  and  Conferences  . . . 

Was  informed  the  President  attend- 
ed the  following  meetings  and  con- 
ferences: New  Jersey  Academy  of 
Family  Physicians,  New  Jersey  As- 
sociation of  Osteopathic  Physicians 
and  Surgeons,  International  Hospi- 
tal Federation,  Hudson  County 
Medical  Society,  and  the  Senior  Citi- 
zens Forum. 

(2)  International  Hospital  Feder- 
ation . . . Noted  a brief  report  by 
Doctor  Carnes  on  the  reception  and 
dinner  for  the  International  Hospital 
Federation  at  MSNJ  headquarters. 

(3)  Senior  Citizens  Forum  . . . 
Commented  on  the  Senior  Citizens 
Forum  held  on  April  9,  1987;  empha- 
sized that  more  physician  input  is 
needed. 

Report  of  Executive  Director  . . . 

(1)  MSNJ  Paid  Membership  . . . 


Noted  that  as  of  March  31,  1987, 
6,560  members  have  paid  their  1987 
dues. 

(2)  MSNJ  Financial  Statements  . . . 

Approved  the  financial  statements 
for  the  period  ending  February  28, 
1987. 

(3)  Tiemo  versus  Atlantic  County 
Medical  Society  . . . Approved  the 
following  recommendation  in  this 
case  involving  an  antitrust  suit 
where  the  plaintiffs  had  negotiated 
to  sell  their  practice  and  property  to 
Cooper  Hospital/University  Medical 
Center  and  alleged  that  Atlantic 
County  Medical  Society  and  Past- 
President  Doctor  Baker  conspired  to 
cause  the  hospital  to  breach  its  con- 
tractual relationship: 

That,  after  legal  fees  of  $10,000  have 
been  paid  by  Atlantic  County  Medical  So- 
ciety, the  Medical  Society  of  New  Jersey 
will  provide  financial  assistance  to  offset 
the  county’s  legal  expenses  up  to  the  next 
$5,000. 

Also,  requested  Doctor  Formica  as 
chairman  of  the  special  committee 
of  the  Medical  Inter-Insurance  Ex- 
change, to  inform  the  Exchange  that 
it  should  be  mindful  of  its  responsi- 
bility to  protect  members  of  compo- 
nent societies  in  similar  situations. 

(4)  Medical  Necessity  Reviews  and 
DRG  Classifications  under  New 
Jersey  DRG  Program  . . . Approved 
the  following  recommendation: 

That  the  Medical  Society  of  New  Jersey 
advise  the  Department  of  Health  that  it 
is  inappropriate  to  allow  entities  other 
than  independent  physician-formed  re- 
view organizations  to  qualify  as  certified 
review  organizations  under  the  New  Jer- 
sey DRG  program. 

(5)  Pronouncement  of  Death  and 
Completion  of  Death  Certificate — 
State  Board  of  Medical  Examiners 

. . . Noted  the  progress  report  on  the 
pronouncement  of  death/certificate 
of  death  rule  proposal;  it  appears  the 
definition  of  attending  will  be 
restructured. 

(6)  Legislative  Update  . . . 

(a)  Medicare  Participation — 
A-2511;  A-3305  . . . Observed  that 
a significant  number  of  physicians 
participated  in  the  letter  writing/ 
telephone  campaign  expressing 
their  views  on  these  bills  which  still 
are  in  committee. 

(b)  Physical  Therapy — A- 264 7 . . . 
Noted  MSNJ’s  active  opposition  to 
this  bill  and  physician  contacts  with 
certain  assemblymen  have  produced 


favorable  changes  in  their  position, 
(c)  Tort  Reform  Bills  . . . Noted 
three  bills  remain  in  the  Senate  Ju- 
diciaiy  Committee:  structured  pay- 
ments, statute  of  limitations,  and 
cap  on  damages. 

(7)  Governor’s  Council  on  Emer- 
gency Medical  Services  . . . Ap- 
proved Doctor  Schwaeble’s  request 
to  contact  the  physician  members  of 
the  Governor’s  Council  in  order  to 
achieve  a unified  medical  compo- 
nent position  on  the  emergency 
medical  services  system  for  presen- 
tation to  the  Governor:  asked  for 
progress  reports  on  a regular  basis. 

(8)  Resident  Physician  Job  Action 
. . . Directed  that  a letter  be  sent  to 
Dr.  Bergen  and  to  the  president  of 
the  New  Jersey  residents’  union, 
asking  them  to  do  all  they  can  to 
settle  their  differences  amicably  so 
that  patients  in  New  Jersey  can  be 
better  served. 

(9)  Litigation  . . . Voted  to  enter  this 
case  amicus  and  directed  that  an  ad 
hoc  committee  be  formed  to  de- 
termine whether  the  fee  was  reason- 
able. Noted  that  at  issue  is  whether 
a promise  and  guarantee  made  by 
an  attorney  for  payment  of  a pa- 
tient’s fee  constitutes  a legal  con- 
tract for  which  he  should  be  held 
accountable. 

UMDNJ  Report  . . . Received  as  in- 
formational a report  from  Dr. 
Stanley  S.  Bergen,  Jr.,  M.D.,  high- 
lighting the  following:  efforts  are 
being  made  to  clarify  the  position  of 
The  Peer  Review  Organization,  Inc., 
that  attending  physicians  are  re- 
sponsible for  decisions  of  residents 
and  fellows  in  teaching  programs;  a 
resolution  from  the  Hospital  Medical 
Staff  Section  on  educational  qualifi- 
cations of  health  care  providers  has 
been  submitted  to  the  Board:  and 
UMDNJ  has  petitioned  the  Depart- 
ment of  Higher  Education  and  the 
New  Jersey  Board  of  Higher  Educa- 
tion to  terminate  the  transfer  pro- 
gram as  of  1988,  stating  UMDNJ  no 
longer  will  accept  transfer  students 
from  foreign  medical  schools  into 
the  second  or  third  year  of  study. 

NJ  Hospital  Association  . . . Re- 
ceived as  informational  a report 
from  Mr.  Louis  P.  Scibetta  high- 
lighting the  following:  appreciation 
was  acknowledged  to  MSNJ  for  the 
reception  for  guests  of  the  NJ  Hospi- 
tal Association  (35  physicians  and 
hospital  officers  from  18  countries): 
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federal  cuts  to  hospitals;  NJ  Hospital 
Association  Annual  Meeting  held  on 
April  2.  1987;  and  the  hospital  retail 
pharmacy  bill  (A-2559  and  S-2424) 
which  would  prevent  hospitals  and 
their  parent  corporations  or  sub- 
sidiaries from  opening  retail  phar- 
macies closer  than  1500  feet  from 
their  property— this  legislation  is 
being  actively  opposed  by  MSNJ  and 
the  Hospital  Association. 

MSNJ  Student  Association  . . . Ap- 
proved the  Bylaws  of  the  Medical  So- 
ciety of  New  Jersey  Student  Associa- 
tion. 

Council  on  Legislation  . . . Ap- 
proved all  the  positions  recommend- 
ed by  the  Council  on  Legislation, 
with  the  exception  of  A-2118  (Mar- 
riage Licenses),  changed  to  deferred 
action  pending  receipt  of  a report 
from  the  Department  of  Health  and 
MSNJ’s  Council  on  Public  Health; 
A-3022  (Health  Planning),  changed 
to  active  opposition;  A-3224  (Ocean 
Testing),  changed  to  active  support; 
and  A-3137  (HMO),  maintained  po- 
sition of  active  support. 

Council  on  Public  Health  . . . 

(1)  Bedside  Reagent  Strip  Deter- 
mination . . . Approved  the  follow- 
ing recommendations: 

That  Resolution  #44E,  Bedside  Reagent 
Strip  Blood  Glucose  Determination  in 
the  Hospital  Setting,  be  supported  pro- 
viding the  personnel  performing  the  test 
are  required  to  meet  strict  standards  of 
quality  control. 

That  a letter  be  issued  by  the  Depart- 
ment of  Health  to  all  New  Jersey  hospi- 
tals, stating  that  the  use  of  bedside  re- 
agent strip  blood  glucose  determination 
is  permissible  when  administered  by 
trained  personnel. 


(2)  Limited  Drivers’  Licenses  for 
Visually  Handicapped  Persons:  Ap- 
proved the  following  recommenda- 
tions: 

That  the  Medical  Society  of  New  Jersey 
endorse  the  concept  that  the  Division  of 
Motor  Vehicles  be  encouraged  to  perform 
vision  screening  at  its  location,  with  the 
proviso  that  licensed  drivers  should  have 
the  screening  done  in  the  office  of  an 
ophthalmologist  or  optometrist  of  their 
choice. 

That  all  licensed  drivers  under  age  70 
should  be  screened  every  ten  years,  and 
all  licensed  drivers  over  70  should  be 
screened  every  five  years. 

That  the  Medical  Society  of  New  Jersey 
endorse  the  visual  requirements  for  op- 
erating a not-for-hire  motor  vehicle  rec- 
ommended by  the  New  Jersey  Academy 
of  Ophthalmology  and  Otolaryngology. 

That  the  preceding  recommendations  be 
reaffirmed  and  presented  to  the  New  Jer- 
sey Department  of  Motor  Vehicles  and 
the  state  legislature  for  implementation. 

That  the  Medical  Society  of  New  Jersey 
support  development  of  criteria  and  leg- 
islation to  allow  limited  licensure  of  vis- 
ually handicapped  persons. 

(4)  1987  Eye  Health  Screening 
Program  . . . Approved  the  follow- 
ing: 

That  the  1987  Eye  Health  Screening  Pro- 
gram be  held  the  week  of  October  5, 
L987. 

Committee  on  Finance  and  Budget 

. . . Approved  the  following  recom- 
mendations: 

That  the  budget  for  the  fiscal  year  begin- 
ning June  1,  1987,  and  ending  with  May 
31,  1988,  in  the  amount  of  $3,260,000 
with  $2,475,000  to  be  raised  through 
member  assessments  be  adopted. 


That  the  1988  assessment  be  set  at  $330 
per  regular  dues-paying  member.  (No 
change  from  prior  year.) 

That  the  1988  assessment  be  set  at  $40 
per  member  for  affiliate  members  (no 
longer  practicing  in  New  Jersey).  (No 
change  from  prior  year.) 

That  the  1988  assessment  for  associate 
members  (intems-residents  licensed  in 
New  Jersey)  and  licensed  residents,  pro- 
vided the  individual  is  in  a residency  pro- 
gram entered  upon  within  a reasonable 
time  after  his  or  her  graduation  from 
medical  school  be  set  at  $25.  (No  change 
from  prior  year.) 

That  the  1988  assessment  be  set  at  $10 
per  student  for  medical  students.  (No 
change  from  prior  year.) 

Committee  on  Long-Range  Plan- 
ning and  Development  . . . Ap- 
proved and  forwarded  to  the  1987 
House  of  Delegates  for  consideration 
the  following  recommendation: 

That  interim  meetings  of  the  Medical  So- 
ciety of  New  Jersey  House  of  Delegates,  as 
structured  in  Resolution  #13  (1986  An- 
nual Meeting),  be  discontinued. 

Ad  Hoc  Committee  on  Health  Care 
Reimbursement  Policies  . . . 

(1)  Reimbursement  for  Participat- 
ing/Nonparticipating  Physicians 

. . . Approved  the  following  rec- 
ommendation: 

That  the  Medical  Society  of  New  Jersey 
oppose  any  proposal  by  Blue  Cross-Blue 
Shield  or  any  other  insurance  company 
to  reimburse  participating  physicians 
differently  from  nonparticipating  physi- 
cians for  the  same  services. 

(2)  Membership  Survey  . . . Ap- 
proved the  following  recommenda- 
tion: 

That  the  Society's  membership  be 
surveyed  regarding  their  Blue  Shield, 
HMO,  and  PPO  participation. 

Unfinished  Business  . . . 

(1)  Proposed  Resolution  on  Physi- 
cian Responsibility  in  Teaching 
Programs  . . . Approved  and  for- 
warded to  the  1987  House  of  Del- 
egates for  consideration,  the  follow- 
ing Resolution: 

Whereas,  The  Peer  Review  Organization 
of  New  Jersey,  Inc.,  has  taken  the  posi- 
tion that  attending  physicians  are  re- 
sponsible for  the  errors  and  omissions  of 
residents  and  fellows  in  teaching  pro- 
grams; and 

Whereas,  it  is  unfair  to  hold  an  attending 
accountable  for  an  error  made  by  a phy- 
sician in  training  without  the  prior  ap- 
proval of  the  attending;  and 


ARE  YOU  MOVING? 


If  so,  please  send  a change  of  address  to  NEW  JERSEY 
MEDICINE,  Medical  Society  of  New  Jersey,  Two  Princess 
Road,  Lawrenceville,  NJ  08648,  at  least  six  weeks  before 
you  move. 

Name 

Address — 

City State Zip 
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Whereas,  The  PRO  of  New  Jersey,  Inc., 
has  maintained  that  the  above  action  is 
in  compliance  with  the  Health  Care  Fi- 
nancing Administration  (HCFA)  policy; 
now  therefore  be  it 

Resolved,  that  the  Medical  Society  of 
New  Jersey  petition  the  AMA  to  request 
the  HCFA  to  alter  its  position  on  physi- 
cian accountability  in  teaching  pro- 
grams so  that  residents  and  fellows  are 
accountable  for  their  own  errors,  and 
teaching-attendings  are  accountable 
only  when  they  have  failed  to  discharge 
their  teaching  responsibility. 

(2)  Nonionic  Contrast  Agents  for 
Intravenous  Administration  . . . 

Will  receive  a statement  from  the 
New  Jersey  Hospital  Association  of 
their  conclusions  concerning  the 
use  of  nonionic  contrast  agents. 

New  Business  . . . 

( 1 ) Resolution  on  Educational 
Qualifications  of  Health  Care  Pro- 
viders . . . Awaiting  review  of  an  in- 
depth  study  by  the  Committee  on 
Medical  Education  on  “Strengthen- 
ing Educational  and  Licensure 
Standards.” 

(2)  Future  Problems  for  Practicing 
Physicians  . . . Reviewed  corre- 
spondence from  Lindsay  L.  Pratt, 
M.D.,  Vice-President  for  Medical  Af- 
fairs at  Newcomb  Medical  Center, 
and  sent  a copy  of  the  correspon- 
dence to  Doctor  Weierman,  chair- 
man of  the  Hospital  Medical  Staff 
Section  and  the  Committee  on  Utili- 
zation Review  Systems,  for  reply. 
Note:  Doctor  Pratt  was  concerned 
about  three  issues:  Can  we  attract 
physicians  to  assume  the  responsi- 
bilities of  department  directors  in 
our  hospitals?  In  three  years,  will  we 
be  able  to  staff  our  present  acute 
care  hospital  services  with  adequate 
nursing?  The  increasing  adminis- 
trative demands  upon  the  practice 
of  medicine  have  created  the  need 
for  a medical  director  or  vice-presi- 
dent for  medical  affairs — should 
MSNJ  create  a section  for  physi- 
cians participating  in  administra- 
tive medicine? 

(3)  Denial  of  Payment  for  Substan- 
dard Care  . . . Voted  to  participate 
in  a letter-writing  campaign  to  eon- 
gresspersons  regarding  the  denial  of 
payment  for  substandard  care. 

UMDNJ  Notes 

Stanley  S.  Bergen,  Jr.,  M.D. 

President 

Ground  was  broken  on  April  7, 
1987,  for  the  Center  for  Advanced 


Biotechnology  and  Medicine 
(CABM),  a $28.2  million  facility  in- 
tended to  be  a world-class  center  for 
the  development  and  application  of 
biotechnology  advances. 

The  center  consists  of  three  com- 
ponents—the  core  facility,  which  is 
dedicated  to  basic  research  in  four 
areas  of  molecular  biology:  struc- 
tural biology,  molecular  genetics,  cell 
and  developmental  biology,  and 
molecular  pharmacology;  two  satel- 
lite facilities,  one  for  clinical  re- 
search and  the  other  for  cell  and  cell 
products  development;  and  network 
laboratories,  already  in  operation, 
that  offer  advanced  equipment  fa- 
cilities and  services,  on  a fee-for-ser- 
vice  basis,  to  academia  and  industry. 

The  $28.2  million  core  facility  is 
being  constructed  in  Piscataway  on 
a tract  of  land  between  Rutgers  Uni- 
versity’s Waksman  Institute  of  Mi- 
crobiology and  UMDNJ-Robert  Wood 
Johnson  Medical  School,  and  will  be 
connected  by  tunnel  and  walkway  to 
each  institution. 

The  Clinical  Research  Center 

(CRC),  a $3.8  million  facility  sched- 
uled for  completion  by  next  spring, 
will  be  constructed  as  an  additional 
floor  of  the  Acute  Care  Services 
Building  at  Robert  Wood  Johnson 
University  Hospital  in  New  Bruns- 
wick, the  core  teaching  hospital  of 
UMDNJ-Robert  Wood  Johnson 
Medical  School.  The  CRC  will  house 
some  30  scientists  and  their  sup- 
port staff,  and  will  consist  of  a 12- 
bed  inpatient  unit,  a central  analyti- 
cal research  laboratory,  and  an  out- 
patient facility.  The  CRC  will  provide 
the  pharmaceutical  industry  with  a 
resource  in  which  to  conduct  so- 
phisticated clinical  trials  -on  new 
drugs,  devices  and  methods,  and  will 
be  a site  for  the  clinical  testing  of  the 
products  of  CABM  research. 

The  Cell  Fermentation  Labora- 
tory, an  existing  facility  at  the  Waks- 
man Institute,  will  undergo  a $3 
million  modernization,  and  will 
produce  and  study  specialized  cells 
and  cell  products. 

The  network  laboratories,  located 
in  Piscataway,  allow  academic  and 
industrial  researchers  to  obtain  ac- 
cess to  a broad  range  of  instrumen- 
tation and  expertise  at  a central  lo- 
cation in  New  Jersey. 

I fully  expect  that  as  the  CABM 
develops,  under  the  leadership  of 
Aaron  J.  Shatkin,  Ph.D.,  that  I will  be 
using  this  space  in  the  future  to  de- 
scribe to  you  its  exciting  progress. 


Dorothy  Griffith  Retires 

As  of  June  1,  1987,  Dorothy  J. 
Griffith,  Assistant  Managing  Editor 
for  NEW  JERSEY  MEDICINE  will  be 
retiring.  Dorothy  came  on  board 
MSNJ  in  February  1968.  In  February 
1982,  Dorothy  became  the  Assistant 
Managing  Editor  for  MSNJ’s  jour- 
nal. We  will  miss  Dorothy  and  wish 
her  health  and  happiness  in  all  her 
new  ventures. 


Physicians  Seeking 
Location  in  New  Jersey 

The  following  physicians  have  written 
to  the  Executive  Offices  of  MSNJ  seek- 
ing information  on  possible  opportuni- 
ties for  practice  in  New  Jersey.  The  in- 
formation listed  below  has  been  sup- 
plied by  the  physicians.  If  you  are 
interested  in  any  further  information 
concerning  these  physicians,  we  sug- 
gest you  make  inquiries  directly  to 
them. 

ANESTHESIOLOGY— Pratima  M.  Sheth, 
M.D.,  966  Hunt  Drive,  Yardley,  PA 
19067.  B.J.  Medical  College  (India) 
1970.  Board  certified.  Group,  partner- 
ship. Available. 

ENDOCRINOLOGY— Madeline  M.  Man- 
zione,  M.D.,  141  Holmes  St„  Apt.  16, 
Belleville,  NJ  07109.  New  York  Medical 

1979.  Board  eligible.  Board  certified 
(IM).  Group,  partnership,  solo.  Avail- 
able. 

Issac  Sachmechi,  M.D.,  61-55  98th  St., 
#16B,  Rego  Park,  NY  1 1374.  Technion 

1980.  Also,  internal  medicine.  Board 
certified.  Group  or  partnership.  Avail- 
able July  1987. 

FAMILY  MEDICINE— James  E.  Bellamy, 
D.O.,  1642  N.  Cedar  Loop,  Ardmore,  OK 
73401.  UHS-Com  Kansas  City  1982. 
Board  certified.  HMO,  group,  partner- 
ship. Available  July  1987. 

Kenneth  W.  Cartaxo,  M.D.,  3 Roosevelt 
Ave.,  West  Orange,  NJ  07052.  Guadala- 
jara 1980.  Board  certified.  Group  or 
partnership.  Available. 

INTERNAL  MEDICINE— Harvey  Moss- 
man,  M.D.,  120  Marcellus  Rd„  #2U, 
Mineola,  NY  11501.  Board  eligible. 
Group,  partnership,  solo.  Available 
July  1987. 
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Christopher  J.  Nickerson,  M.D.,  421 
Conrad  Rd.,  Englewood,  NJ  07631. 
Milan  (Italy)  1977.  Board  certified. 
Group,  partnership,  solo.  Available. 
Arthur  G.  Pacia,  M.D.,  34  Hampshire 
Dr.,  Plainsboro,  NJ  08536.  Santo 
Tomas  (Philippines)  1981.  Also,  pul- 
monary. Board  eligible.  Partnership  or 
group.  Available  July  1988. 

Jashubhai  G.  Patel,  M.D.,  111-15  66 
Ave.,  Apt.  2B,  Forest  Hills,  NY  11375. 
Medical  College  Baroda  (India)  1979. 
Also,  pulmonary.  Board  certified. 
Group  or  partnership.  Available  July 
1987. 

Arvind  Viradia,  M.D.,  101  Madison  Rd., 
Parsippany,  NJ  07054.  NHL  Municipal 
(India)  1982.  Group,  partnership,  solo. 
Available. 

NEUROLOGY—  M E.  Dughly.  M.D..  9001 
Ridge  Ave.,  Unit  28,  Philadelphia,  PA 
19128.  Damascus  (Syria)  1974.  Board 
eligible.  Group,  partnership,  solo,  hos- 
pital. Available. 

Samir  Al-Kabbani,  M.D.,  281 1 C Bleek- 
er  Sq.,  Winston-Salem,  NC  27106. 
Damascus  (Syria)  1979.  Available  July 
1987.  Single  or  multispecialty  office. 

OBSTETRICS/GYNECOLOGY— Peter 
Corey  Mandal,  M.D.,  4951  Woodstone 
Dr.,  #61 1,  San  Antonio,  TX  78230. 
Texas  (San  Antonio)  1983.  Board  eli- 
gible. Group  or  partnership.  Available 
July  1987. 

PEDIATRICS— Susil  Kamar  Malhotra 
M.D.,  2653  South  Blvd.,  Apt.  #154, 
Auburn  Heights,  MI  48057.  Dhanbad 
(India)  1979.  Board  eligible.  Available. 
Prasad  Thomas,  M.D.,  620  Bergen  St., 
Harrison,  NJ  07029.  Kerala  (India) 
1977.  Board  eligible.  Partnership,  solo, 
group.  Available  July  1987. 

PSYCHIATRY— Arthur  Dworetz,  M.D., 
2355  Tilbury  Ave.,  Pittsburgh,  PA 
15217.  North  Carolina  1983.  Board 
eligible  1987.  Group,  partnership, 
solo.  Available  July  1987. 

PULMONARY— Jashubhai  G.  Patel,  M.D., 
115-15  66  Ave.,  Apt.  2B,  Forest  Hills, 
NY  11375.  Medical  College  Baroda 
(India)  1979.  Also,  internal  medicine. 
Board  certified.  Group  or  partnership. 
Available  July  1987. 

SPORTS  MEDICINE— F.J.  Bejjani,  M.D., 
Ph.D.,  375  South  End  Ave.,  New  York, 
NY  10280.  University  of  Paris  1980. 
Board  eligible.  Group  or  partnership. 
Available. 

SURGERY— Peter  H.  Block,  M.D.,  1332 
Weathervane  Ln„  Apt.  2A,  Akron,  OH 
44313.  New  York  Medical  1982.  Board 
eligible.  Group  or  partnership.  Avail- 
able July  1987. 

Mohamad  S.  Hashim,  M.D.,  200  Tren- 
ton Rd.,  Box  742,  Browns  Mills,  NJ 
08015.  Damascus  (Syria)  1977.  Solo, 
partnership,  clinic,  hospital.  Available. 
Millard  D.  Strutin,  M.D.,  369  Moun- 
tain Ave.,  Springfield,  NJ  07081.  Rome 
1981.  Board  eligible.  Solo.  Available. 


A peripheral 
vasodilator 


for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


LIPO-NICIN 


Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 


3 strengths 


Gradual  Release 

LIPO-NICIN®/300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Immediate  Release 

LIPO-NICIN® /250  mg. 

Each  yellow  tablet  contains: 


Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25mg 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


LIPO-NICIN®/100  mg. 

Each  blue  tablet  contains: 

Nicotinic  Acid  100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 

DOSE:  1 to  5 tablets  daily 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 

Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 


Write  for  literature  and  samples 

iBWCflSfffc  THE  BROWN  PHARMACEUTICAL  CO„  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057  FDR 


DOCTORS: 

If  you've  ever  wondered 
how  computers  could 
improve  your  practice, 
now's  the  perfect  time 
to  find  out. 

Like  most  doctors,  you  have  no  time  to 
waste.  But  who  wouldn't  invest  a little  time  if  it 
could  mean  being  more  productive?  And  if  it 
could  pay  for  itself  many  times  over? 

Which  is  why  you  should  visit  your  local 
NYNEX  Business  Center.  Where  you'll  find: 

• Computer  seminars  taught  by  experts  in  the 
medical  profession; 

• A staff  of  medical  specialists  who  can  take 
you  from  initial  analysis  of  your  needs  to 
implementation  of  business  solutions; 

• Hands-on  instruction  by  thoroughly  trained 
professionals; 

• Financial  alternatives  and  leasing 
arrangements; 

• A commitment  to  unparalleled  service  and 
support; 

• And  much  more! 

So  visit  your  NYNEX  Business  Center 
today.  Talk  with  a medical  specialist.  And  find 
out  how  solutions  from  NYNEX  can  help  you 
better  manage— and  grow— your  business. 


Business 

Em  W HE.  ii  Centers 

PARAIV1US,  NJ  UNION,  NJ  LAWRENCEVILLE,  NJ 

556  Rt.  17  North  2550  Rt.  22  East  2901  Brunswick  Pike 
201-444-0490  201-686-1660  Rt.  1 South 

609-882-1414 


NYNEX  is  a mark  of  NYNEX  Corporation  1987  NYNEX  Business  Information  Systems  Co. 


CME  Calendar 


The  following  is  a list  of 
continuing  medical 
education  courses  for  the 
next  two  months.  Contact  the 
sponsoring  organization  for 
further  information. 


This  list  is  compiled  through  the  coop- 
eration of  the  Committee  on  Medical 
Education  of  the  Medical  Society  of  New 
Jersey,  The  Academy  of  Medicine  of 
New  Jersey,  the  New  Jersey  Chapter  of 
the  American  Academy  of  Family  Physi- 
cians, and  the  Office  of  Continuing 
Medical  Education  of  the  UMDNJ.  For 
information  on  accreditation,  please 
contact  the  sponsoring  organization(s), 
indicated  by  italics— last  line  of  each 
item. 


MEDICINE 

July 

20  Transmission  Electron 
Microscopy 

8-5:00  p.m. — UMDNJ-School  of 
Osteopathic  Medicine,  E & R Bldg., 
401  Haddon  Ave„  Camden 
(UMDNJ) 

August 

2 1 Diabetes 

2p.m  — John  E.  Runnell  Hospital, 


Berkeley  Heights 
(AMNJ) 

NEUROLOGY/PSYCHIATRY 

July 

2 Caring  for  the  Caretakers: 

Treating  Impaired  Professionals 
9 Calming  the  Agitated  Elderly 
Patient 

1 6 Creative  Theater  as  Therapy 
30  Getting  Alcoholics  from  Your 

Office,  into  Treatment,  and  Back 
to  Your  Office 

12  noon-1  p.m. — Carrier 
Foundation,  Belle  Mead 
(Carrier  Foundation) 

August 

6 Perinatal  Addiction  and 
Abstinence 

13  Matching  Patients  to  Treatments 
in  Substance  Abuse 
20  Treatment  and  Aftercare  for 
Addicted  Women 

12  noon-1  p.m.— Carrier 
Foundation,  Belle  Mead 
(Carrier  Foundation 


IMPORTANT  NOTICE 

“Anyone  who  believes  they  may  have  been 
discriminated  against  by  the  American  Board 
of  Obstetrics  and  Gynecology,  Inc.,” 

please  write  to: 

P. 0.  Box  7205 

North  Bergen,  N.J.  07407 


MARY  ANN  HAMBURGER, 

ASSOCIATES 


A STATEWIDE  COMPREHENSIVE  SERVICE  AT  EVERY 
LEVEL  OF  OFFICE  PRACTICE.  EXPERT  OFFICE 
MANAGEMENT  CONSULTATION  FOR  PHYSICIANS  IN  ALL 
SPECIALTIES. 


74  Hudson  Avenue 
Maplewood,  New  Jersey  07040 
(201)  763-7394 


Mini-Residency  In 
Proctology  and  Diseases 


of  the  Colon 

A course  of  instruction  for  the  primary  care 
physician  interested  in  gaining  competence  in 
diagnosis  and  office  procedures,  including  flex- 
ible sigmoidoscopy  and  colonoscopy. 

Praeceptor:  Thomas  Logio,  M.D.,  F.A.C.S. 

Diplomate  of  the  American  Board  of  Sur- 
gery and  the  American  Board  of  Colon 
and  Rectal  Surgery. 

Locale:  151  Summit  Ave.,  Summit,  NJ 


Time  Commitment: 

Sponsorship: 

Accreditation: 

Tuition: 

First  vacancies: 


One  student,  one  week  (Mo.  and 
Thu.)  Total  = 20  hrs. 

Overlook  Hospital,  Summit 
Approved  for  20  hrs.  CME 
Category  I credit. 

$500 
Sept.  '87 


FOR  FURTHER  INFORMATION  AND  REGISTRATION 
CALL  CORDIS  GRIFFITH, 

(201)  522-2852 
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WHOM  TO  CALL  AT 
NJ  HEADQUARTERS 


Executive  Director:  Vincent  A.  Maressa 


Address  changes  Peggy  Smith 

Advertising  (in  NEW  JERSEY 

MEDICINE)  Joseph  Cookson 

AMA  Delegation  Diana  C.  Gore 

Annual  Meeting  Eileen  Pfeiffer 

Auxiliary,  MSNJ  Margaret  Fransckiewich 

Biomedical  Ethics  June  O’Hare 

Blue  Cross/Blue  Shield  Joseph  C.  Lucci 

Board  of  Trustees  Diana  C.  Gore 

Continuing  Medical 

Education  Martin  E.  Johnson 

Council  and  Committee 

Appointments  Diana  C.  Gore 

Credentials  Mary  Hamer 

Delegates,  MSNJ  Eileen  M.  Pfeiffer 

DRG  Vincent  A,  Maressa 

Dues  Payments:  MSNJ  and 

AMA  ...  Mary  Hamer 

Eye  Health  Screening 

Program  Patricia  Hackett 

Executive  Committee  Diana  C.  Gore 

Financial  Operations  Arthur  White 

HMOs/IPAs/PPOs  Joseph  C.  Lucci 

Hospital  Medical  Staff 

Relations  Diana  C.  Gore 

House  of  Delegates  Diana  C.  Gore 

Impaired  Physicians 

Program  David  I.  Canavan,  M.D. 

Linda  A,  Pleva 
Edward  G.  Reading 

JEMPAC  June  O'Hare 

Judicial  Council  June  O'Hare 

Legal  Services  Plan  Joseph  C.  Lucci 

Legal  Questions  Vincent  A.  Maressa 

Legislation  June  O’Hare 

Liaison  Representatives  to  Other 

Organizations  Diana  C.  Gore 


Long-Range  Planning 

Committee  Vincent  A.  Maressa 

Loss  Prevention,  Risk 

Management  A.  Ronald  Rouse 

Maternal  and  Newborn  Record 

Books  Joyce  Guest 

Medical  Assistants  Joseph  C.  Lucci 

Medical  Education  Martin  E.  Johnson 

Medical  Services  Joseph  C.  Lucci 

Medical  Student  Loan 

Fund  Patricia  Drakeford 

Medicare/Medicaid  Joseph  C.  Lucci 

Membership  Benefits  Joseph  C.  Lucci 

Membership  Directory  Joyce  Guest 

Arthur  White 

Membership  Records  Mary  Hamer 

Mental  Health  Joseph  C.  Lucci 

NEW  JERSEY  MEDICINE  . Geraldine  Hutner 

Nominating  Committee  Diana  C.  Gore 

Officers  of  MSNJ  Diana  C.  Gore 

PRO  Vincent  A.  Maressa 

Professional  Liability 

Insurance  A.  Ronald  Rouse 

Public  Health  Joseph  C.  Lucci 

Public  Relations  Martin  E.  Johnson 

Resident  Association  A.  Ronald  Rouse 

Resolutions  for  Annual 

Meeting  Diana  C.  Gore 

Senior  Citizen  Projects  Diana  C.  Gore 

Special  Projects  A.  Ronald  Rouse 

Specialty  Societies  Patricia  Hackett 

Student  Association  A,  Ronald  Rouse 

Subscriptions  Robin  L.  Kennett 

Third-Party  Payor 

Complaints  Joseph  C.  Lucci 

Widows  and  Orphans  Program  . Joyce  Guest 
Women  Membership  Martin  E.  Johnson 


MSNJ-609-896- 1 766 
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book  reviews 


Anesthesia  and 
Neurosurgery, 

Second  Edition 

James  E.  Cottrell,  M.D.,  and 
Herman  Tumdorf,  M.D.,  (eds).  St 
Louis,  MO,  C.V.  Mosby  Company, 
1986.  Pp.  530.  Illustrated 

The  second  edition  of  this  book  is 
a welcome  updated  addition  to  the 
anesthesiologist’s  armamentarium, 
both  from  a practical  and  reference 
point  of  view.  These  two  acknowl- 
edged experts  in  the  field  of  neuro- 
anesthesia have  succeeded  in  pre- 
senting “a  rational  approach  to 
clinical  neuroanesthesia” 

The  first  five  chapters  deal  with 
basic  physiology  of  the  central  ner- 
vous system  and  changes  induced 
in  these  normal  mechanisms  by 
trauma  and  disease. 

The  second  section  deals  with 
neurosurgery  for  different  areas  of 
the  brain  including  a new  section  on 
pediatric  neurosurgery  and  patients 
with  neuroendocrine  disease. 

Separate  chapters  on  manage- 
ment of  cerebral  aneurysm  (espe- 
cially its  detailed  analysis  of  various 


agents  for  induced  hypotension), 
anesthesia  for  carotid  endarterec- 
tomy, and  spinal  injury  provide  a 
practical  application  of  principles 
espoused  by  the  various  authors. 

A new  chapter  on  the  manage- 
ment of  pain  discusses  various 
mechanisms  of  pain  causation  with 
a brief  but  thorough  overview  of  in- 
dividual management. 

The  chapter  on  complications  in 
neuroanesthesia  is  conspicuous  by 
its  excellence  and  brevity,  while  the 
chapter  on  brain  states  manages  to 
cover  a difficult  topic  in  depth  but 
with  equal  clarity. 

Anesthesia  and  Neurosurgery  de- 
serves a place  in  every  anesthesi- 
ologist’s library.  The  rational  ap- 
proach, caliber  of  writing,  range  of 
topics,  and  easy  readability  make 
this  the  one  book  to  obtain  for  neu- 
rosurgical anesthesia. 

Stanley  Bresticker,  M.D. 

Quick  Reference  to 
Surgical  Emergencies 

Drs.  Bernard  Gardner  and  Gerald 
W.  Shaftan.  Philadelphia,  PA  Lip- 
pincott  1986.  Pp.  743. 

In  the  introduction,  Drs.  Gardner 
and  Shaftan  state  their  intent  of 
providing  an  initial  guideline  for  the 
physician  who  is  “on  the  firing  line.” 
This  text  is  designed  to  cover  those 
problems  which  generally  are 
treated  by  the  surgical  staff.  It  is  not 
intended  to  be  an  encyclopedia  or  a 
textbook,  and  in  large  part  it  fulfills 
this  goal.  The  addition  of  an  ex- 
tensive section  dealing  specifically 
with  pediatric  trauma,  and  non- 
traumatic  emergent  conditions  is 
excellent.  The  book  is  well  organized, 
concise,  and  easily  followed  and  thus 
facilitates  commencement  of  initial 
therapy. 

Several  of  the  chapters  particu- 
larly are  well  written.  The  chapter  on 
radiology  of  trauma  is  superb  and 
provides  a concise  description  of 
which  films  to  request  and  what  to 
look  for  in  these  films  for  evaluation 
of  traumatic  injury.  However,  the 
chapter  on  radiologic  nontraumatic 
evaluation  is  considerably  less  well 
organized  and  thus  of  less  value.  The 
second  author  seems  to  lose  his 
orientation  and  is  dealing  directly 
from  a radiologist’s  viewpoint.  The 
strength  of  the  former  chapter  (Dr. 
Sclafani)  is  in  its  clear  integration  of 
the  radiologist’s  viewpoint  with  the 
enforced  necessities  of  an  emer- 


gency and  trauma  setting.  The  dis- 
cussions of  intra-abdominal  con- 
ditions including  trauma,  bleeding, 
and  inflammation  are  excellent,  as  is 
the  coverage  of  cardio-thoracic  prob- 
lems both  traumatic  and  non- 
traumatic. There  is  no  chapter  de- 
voted to  obstetrics  or  gynecologic 
conditions;  however,  the  chapter  on 
intra-abdominal  inflammation  does 
discuss  ectopic  pregnancy;  and  rape 
is  covered  in  the  section  on  pediatric 
trauma  These  problems  are  seen 
with  sufficient  frequency  in  the 
surgical  emergency  room  and  it 
would  seem  appropriate  to  have  a 
greater  depth  of  coverage  for  these 
items.  Chapter  27  on  conditions  of 
the  ear,  nose,  and  throat  is  very 
sketchy  and  limited  to  a very  terse 
outline.  The  coverage  in  this  chapter 
is  redundant  in  that  the  inflam- 
matory conditions  are  covered  both 
in  the  chapter  on  the  head  and  neck 
as  well  as  within  those  on  pediatric 
emergencies.  Likewise,  conditions  of 
a dental  nature  are  a frequent  cause 
of  emergency  consultation;  this 
chapter  also  is  veiy  sketchy  and 
lacks  detail.  Since  this  book  is  in- 
tended for  the  surgical  resident  on 
the  firing  line,  conditions  such  as 
this,  which  frequently  are  not 
emphasized  in  the  medical  cur- 
riculum, would  seem  to  deserve  a 
greater  place  in  a book  outlining  ap- 
propriate early  treatment. 

At  the  end  of  the  book  is  a valuable 
appendix.  Several  treatment  trays 
for  a busy  emergency  room  are  de- 
scribed. A detailed  list  of  appropriate 
instruments  and  drugs  is  provided. 
For  someone  setting  up  an  emer- 
gency service  or  who  is  preparing  for 
infrequently  seen  but  critical  prob- 
lems, this  is  a valuable  concise 
source  of  information. 

The  entire  book  is  organized  in  an 
outline  format.  The  chapters  gener- 
ally begin  with  a short  introduction, 
followed  by  a brief  series  of  defi- 
nitions, followed  by  basic  principles, 
diagnostic  considerations,  and  man- 
agement procedures.  By  intent,  de- 
scription of  operative  events  and  op- 
tions is  de-emphasized  in  favor  of 
the  initial  management.  In  general, 
this  book  fulfills  the  role  which  its 
authors  have  intended.  Most  of  the 
chapters  were  organized  for  easy  ac- 
cess to  the  appropriate  information 
and  provide  a quick  and  rapid 
source  of  knowledge  to  the  physi- 
cian. 

Frank  T.  Padberg,  Jr.,  M.D. 
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Obituaries 

— — 


Drs.  Adler ; Bresev ; 

Carey;  Collins;  Constable; 
Jenkins;  Lamb;  Luria; 
Malfitan;  Nappi;  Picollo; 
Reich;  Saslow;  Sciarrillo; 
Sihert;  Sloan; 

Townsend;  Waterman 


Dr.  Herbert  Adler 

A retired  internist,  whose  most  re- 
cent office  had  been  in  Asbury  Park, 
Herbert  Adler,  M.D.,  died  on  January 
12,  1987,  at  the  venerable  age  of  93. 
A native  of  New  York  City,  Dr.  Adler 
received  his  medical  degree  from 
Columbia  University’s  College  of 
Physicians  and  Surgeons  in  1914. 
He  was  a member  of  our  Monmouth 
County  component  and  of  the 
American  Medical  Association. 

Br»  Morris  I.  Bresev 

Morris  I.  Bresev,  M.D.,  a retired 
Jersey  City  cardiologist  and  in- 
ternist, died  on  February  24,  1987, 
at  his  home.  Bom  in  South  Norwalk, 
Connecticut,  in  1905,  Dr.  Bresev  was 
graduated  from  Long  Island  College 
of  Medicine  in  1935.  He  had  been  a 
member  of  our  Hudson  County  com- 
ponent and  of  the  American  Medical 
Association.  Dr.  Bresev  had  a num- 
ber of  hospital  affiliations;  among 
them  was  the  Medical  Center,  Christ 
Hospital,  Jewish  Hospital,  and 
Greenville  Hospital,  all  in  Jersey 
City.  In  1985,  he  was  one  of  the  re- 
cipients of  MSNJ's  Golden  Merit 
Award,  honoring  physicians  for  50 
years  in  medicine.  During  World  War 
II,  Dr.  Bresev  served  in  the  medical 
corps  of  the  United  States  Army,  at- 
taining the  rank  of  captain. 


Dr.  Joseph  T.  Carey 

Joseph  Thomas  Carey,  M.D.,  died 
on  March  5,  1987,  at  West  Hudson 
Hospital,  Keamy,  where  he  was  chief 
of  anesthesiology.  Bom  in  1921,  in 
East  Newark,  Dr.  Carey  was  gradu- 
ated from  Georgetown  University’s 
School  of  Medicine  in  1948.  He  es- 
tablished his  practice  in  his  home 
town,  and  became  a member  of  our 
Hudson  County  component  and  of 
the  American  Medical  Association. 
For  many  years.  Dr.  Carey  served  as 
school  physician  for  the  Harrison 
school  system.  He  had  been  vice- 
president  of  the  medical  staff  at 
West  Hudson  Hospital  from  1973  to 
1976,  president  from  1976  to  1979, 
and  a member  of  the  hospital’s  ex- 
ecutive committee  from  1970  to 
1986. 

Dr.  Raymond  C.  Collins 

A retired  ophthalmologist,  pres- 
ently residing  in  New  Vernon,  Ray- 
mond C.  Collins,  M.D.,  died  on  De- 
cember 1,  1986,  at  the  age  of  72. 
Bom  in  Chicago,  Illinois,  Dr.  Collins 
received  his  medical  degree  from 
Harvard  Medical  School  in  1941.  He 
was  a member  of  our  Essex  County 
component  and  of  the  American 
Medical  Association.  Dr.  Collins  was 
board  certified,  and  had  been  af- 
filiated with  Saint  Barnabas  Medical 
Center,  Livingston;  Overlook  Hospi- 
tal, Summit;  and  the  Hospital  Cen- 
ter, Orange. 

Dr.  W.  P.  Constable,  Jr. 

A Princeton  internist,  W.  Pepper 
Constable,  Jr.,  M.D.,  died  on  August 
13,  1986,  according  to  information 
just  received.  A native  of  Baltimore, 
Maryland,  bom  in  1914,  Dr.  Con- 
stable was  graduated  from  Harvard 
Medical  School  in  1941.  He  was  a 
member  of  our  Mercer  County  com- 
ponent and  of  the  American  Medical 
Association.  At  one  time,  Dr.  Con- 
stable had  been  a consultant  serving 
the  New  Jersey  Neuropsyehiatric  In- 
stitute, and  on  staff  at  The  Medical 
Center  at  Princeton. 

Dr.  Robert  J.  Jenkins 

We  just  have  learned  of  the  death, 
on  October  17,  1986,  of  Robert  Jew- 
ett Jenkins,  M.D.,  a practitioner  of 
family  medicine  in  Newark  and  Or- 
ange for  many  years.  Bom  in 
Charleston,  South  Carolina  in  1905, 
Dr.  Jenkins  was  graduated  from 


Meharry  Medical  College  in  1932.  He 
was  a member  of  our  Essex  County 
component  and  had  been  affiliated 
with  Presbyterian  and  Children’s 
Hospitals,  Newark.  In  1982,  Dr. 
Jenkins  was  a recipient  of  MSNJ’s 
Golden  Merit  Award,  in  recognition 
of  his  50  years  in  medicine. 

Dr.  Thomas  M.  Lamb 

A retired  Newton  pediatrician, 
Thomas  McGoey  Lamb,  M.D.,  died 
December  1 9,  1 986,  at  the  advanced 
age  of  81.  A native  of  Far  Rockaway, 
New  York,  Dr.  Lamb  was  graduated 
from  Columbia  University’s  College 
of  Physicians  and  Surgeons  in  1929. 
He  was  a member  of  our  Sussex 
County  component  and  of  the 
American  Medical  Association.  A 
Diplomate  in  pediatrics.  Dr.  Lamb 
had  been  affiliated  with  Brooklyn- 
Cumberland  Hospital,  Brooklyn. 

Dr.  Sanford  A.  Luria 

Sanford  A.  Luria,  M.D.,  formerly  a 
Teaneck  internist,  had  retired  to 
Tamarac,  Florida,  where  he  died  on 
March  8,  1987,  at  the  age  of  78.  A 
native  of  Cleveland,  Ohio,  Dr.  Luria 
was  graduated  from  Ohio  State  Uni- 
versity’s College  of  Medicine  in  1933. 
He  had  been  a member  of  our  Ber- 
gen County  component  and  of  the 
American  Medical  Association.  Dr. 
Luria  was  a Fellow  of  the  American 
College  of  Chest  Physicians,  the 
American  Association  of  Thoracic 
Surgery,  and  of  the  American  Geriat- 
ric Society.  He  had  been  affiliated 
with  Hackensack  Medical  Center. 
During  World  War  II,  he  served  in  the 
medical  corps  of  the  Army  of  the 
United  States,  and  was  awarded  the 
Bronze  Star  for  valor.  In  1983,  Dr. 
Luria  was  one  of  the  recipients  of 
MSNJ’s  Golden  Merit  Award  honor- 
ing physicians  on  their  50th  an- 
niversary in  the  profession. 

Dr.  Richard  C.  Malfitan 

Richard  Charles  Malfitan,  M.D.,  a 
West  Orange  surgeon,  died  in  Saint 
Barnabas  Medical  Center,  Living- 
ston, on  February  15,  1987,  at  the 
untimely  of  56.  Bom  in  Orange,  Dr. 
Malfitan  was  graduated  from  George- 
town University’s  School  of  Medi- 
cine in  1958.  He  had  been  a member 
of  our  Essex  County  component, 
and  was  an  associate  professor  of 
surgery  at  UMDNJ-New  Jersey  Medi- 
cal School,  Newark.  Dr.  Malfitan  also 
had  been  chief  of  surgical  education 
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at  the  Veterans  Administration 
Medical  Center,  East  Orange,  for  the' 
past  10  years. 

Dr.  Pasquale  E.  Nappi 

We  have  learned  that  Pasquale  E. 
Nappi,  M.D.,  a practitioner  of  general 
medicine  in  Newark,  died  on  Janu- 
ary 10,  1987,  at  the  advanced  age  of 
83.  Bom  in  Newark,  Dr.  Nappi  re- 
ceived his  medical  degree  from  Syr- 
acuse University  in  1928.  He  was  a 
member  of  our  Essex  County  com- 
ponent and  of  the  American  Medical 
Association.  Dr.  Nappi  was  a Fellow 
of  the  American  College  of  Obstetri- 
cians and  Gynecologists.  He  had 
been  affiliated  with  Presbyterian 
and  the  American  Legion  Hospitals, 
Newark,  and  with  Saint  Barnabas 
Medical  Center,  Livingston.  During 
World  War  II,  he  served  in  the  medi- 
cal corps  of  the  Army  of  the  United 
States,  emerging  with  the  rank  of 
major.  In  1978,  Dr.  Nappi  received 
MSNJ’S  Golden  Merit  Award  in  rec- 
ognition of  his  50  years  as  a physi- 
cian. 

Dr.  Anthony  R.  Picollo 

Anthony  Robert  Picollo,  M.D.,  a 
practitioner  of  family  medicine  in 
Cliffside  Park,  died  on  Christmas 
Day,  1 986,  in  his  80th  year.  A native 
of  Union  City,  Dr.  Picollo  was  gradu- 
ated from  Hahnemann  Medical  Col- 
lege, Philadelphia,  in  1932.  He  estab- 
lished his  first  office  in  Union  City, 
later  moving  to  Cliffside  Park.  Dr. 
Picollo  was  a member  of  our  Hudson 
County  component,  and  had  been 
affiliated  with  North  Hudson  Hospi- 
tal, Weehawken.  In  1982,  Dr.  Picollo 
was  a recipient  of  MSNJ’s  Golden 
Merit  Award  in  recognition  of  his  50 
years  as  a physician. 

Dr.  Abraham  L.  Reich 

A retired  East  Orange  specialist 
in  rectal  and  colon  surgery,  Abra- 
ham Louis  Reich,  M.D.,  died  on 
January  24,  1987,  at  the  advanced 
age  of  93.  A native  of  Newark,  Dr. 
Reich  was  graduated  from  the  Uni- 
versity of  Pennsylvania’s  School  of 
Medicine  in  -1918.  He  became  a 
member  of  our  Essex  County  com- 
ponent and  of  the  American  Medical 
Association,  and  established  his 
first  office  in  Newark.  Later  Dr. 


Reich  moved  to  East  Orange,  and  be- 
came chief  of  the  proctologic  service 
at  Newark  Beth  Israel  Hospital.  In 
1968,  Dr.  Reich  received  MSNJ's 
Golden  Merit  Award  honoring  his 
50th  anniversary  as  a physician. 

Dr.  Stella  K.  Saslow 

Stella  Kohn  Saslow,  M.D.,  a South 
Orange  gynecologist,  died  in  Mount 
Sinai  Medical  Center,  New  York  City, 
on  March  13,  1987.  Bom  in  1909,  in 
Rumania,  Dr.  Saslow  was  graduated 
from  the  medical  school  at  the  Uni- 
versity of  Vienna  (Austria)  in  1933. 
Ten  years  later  she  emigrated  to  the 
United  States  and  established  an  of- 
fice in  Newark,  moving  to  South  Or- 
ange in  1956,  where  she  was  still 
practicing  at  the  time  of  her  death. 
Dr.  Saslow  was  a member  of  our 
Essex  County  component  and  of  the 
American  Medical  Association.  She 
was  a Fellow  of  the  American  Fertili- 
ty Society  and  had  been  affiliated 
with  Presbyterian  Hospital  and  City 
Hospital,  now  part  of  United  Hospi- 
tals Medical  Center,  both  in  Newark. 
In  1983,  Dr.  Saslow  received  MSNJ’s 
Golden  Merit  Award,  honoring  her 
for  50  years  in  medicine. 

Dr.  Louis  F.  Sciarrillo 

A practitioner  of  family  medicine 
in  Hoboken,  Louis  Frederick  Sciar- 
rillo,  M.D.,  died  on  March  8,  1987. 
Bom  in  Italy,  in  1909,  Dr.  Sciarrillo 
was  graduated  from  the  Faculty  of 
Medicine  at  the  University  of  Rome 
in  1936.  He  emigrated  to  the  United 
States,  obtaining  a New  Jersey 
license  to  practice  medicine  in  1940. 
Dr.  Sciarrillo  had  been  a member  of 
our  Hudson  County  component  and 
of  the  American  Medical  Associa- 
tion. He  was  affiliated  with  St. 
Mary’s  Hospital,  Hoboken.  Dr.  Sciar- 
rillo is  survived  by  a daughter  and 
son,  the  latter  a physician  in  Cali- 
fornia. 

Dr.  Scott  L.  Sibert 

Until  recently  a member  of  the 
Medical  Society  of  New  Jersey,  Scott 
Lee  Sibert,  M.D.,  died  on  January  13, 
1 987,  in  only  his  43rd  year  of  life.  Dr. 
Sibert,  bom  in  Brownsville,  Penn- 
sylvania, was  graduated  from  West 
Virginia  University’s  School  of  Medi- 
cine in  1967.  He  had  been  a member 


of  our  Gloucester  County  compo- 
nent, engaged  in  the  practice  of  neu- 
rology and  psychiatry  in  Woodbury. 
Dr.  Sibert’s  wife,  Nancy,  also  a physi- 
cian, preceded  him  in  death,  dying 
in  1982  at  the  untimely  age  of  40. 
Following  her  death,  he  withdrew 
from  the  practice  of  medicine  for  the 
exclusive  practice  of  law. 

Dr.  Joseph  W.  Sloan 

An  orthopedic  surgeon,  with  of- 
fices in  Westwood,  Joseph  Wright 
Sloan,  M.D.,  died  on  November  4, 
1986.  Bom  in  New  York  City,  in 
1914,  Dr.  Sloan  received  his  medical 
degree  from  the  University  of 
Maryland  School  of  Medicine  in 
1940.  He  was  a member  of  our 
Bergen  County  component  and  of 
the  American  Medical  Association. 
Dr.  Sloan  was  a Diplomate  in  or- 
thopedic surgery,  and  had  been  af- 
filiated with  University  Hospital, 
Newark,  and  Pascack  Valley  Hospi- 
tal, Westwood.  During  World  War  II, 
he  had  served  in  the  United  States 
Public  Health  Service  in  both  the  At- 
lantic and  European  theaters  of  war. 
He  is  survived  by  a son,  Kim  W. 
Sloan,  M.D.,  who  shared  the  special- 
ty and  office  with  his  father. 

Dr.  John  B.  Townsend 

A retired  Ocean  City  general  prac- 
titioner, John  Barratt  Townsend, 
M.D.,  died  at  the  venerable  age  of  92. 
A native  of  the  state  of  Delaware,  Dr. 
Townsend  was  graduated  from 
Hahnemann  Medical  College  in 
1920.  He  was  a member  of  our  Cape 
May  County  component  and  of  the 
American  Medical  Association.  Dr. 
Townsend  had  been  affiliated  with 
Shore  Memorial  Hospital,  Somers 
Point.  In  1970,  Dr.  Townsend  re- 
ceived MSNJ’s  Golden  Merit  Award. 

Dr.  Samuel  M.  Waterman 

Samuel  M.  Waterman,  M.D.,  a 
South  Orange  practitioner  of  family 
medicine,  died  on  December  28, 
1986.  Bom  in  1907,  Dr.  Waterman 
was  graduated  from  the  University 
of  Vermont’s  College  of  Medicine  in 
1932.  He  was  a member  of  our  Essex 
County  component,  and  had  been 
affiliated  with  Beth  Israel  Medical 
Center,  Newark  the  Hospital  Center 
at  Orange;  and  Saint  Barnabas 
Medical  Center,  Livingston. 
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Material  taken  from  other  publi- 
cations must  give  credit  to  the 


source;  written  permission  for  re- 
publication  from  the  original  pub- 
lisher must  be  submitted.  The  cost 
of  color  photographs  must  be  borne 
by  the  author. 

Generic  names  should  be  used 
with  proprietary  names  indicated 
parenthetically  or  as  a footnote  with 
the  first  use  of  the  generic  name. 
Proprietary  names  of  devices  should 
be  indicated  by  the  registration  sym- 
bol— g;. 

The  summary  of  the  article  should 
not  exceed  250  words;  it  should  con- 
tain only  essential  facts. 

References  should  not  exceed  35 
citations  except  in  review  articles, 
and  should  be  cited  consecutively  in 
the  text  by  numbers  in  parentheses 
at  the  end  of  the  sentence.  The  refer- 
ence list  should  be  typewritten  and 
double-spaced  on  separate  8V2"  by 
11"  sheets  in  the  numerical  order  in 
which  they  are  first  cited  in  the  text. 
The  style  of  reference  is  that  of  Index 
Me  die  us: 

1.  Goldwyn  RM:  Subcutaneous 
mastectomy.  J Med  Soc  NJ 
74:1050-1052,  1977. 

2.  Dixon  WJ,  Massey  FJ:  Introduc- 
tion to  Statistical  Analysis.  New 
York,  NY,  McGraw-Hill,  1969,  pp. 
42-48. 

PUBLICATION  POLICY 

Receipt  of  each  manuscript  will  be 
acknowledged  and  a copy  delivered 
to  the  Editor  who  refers  the  paper  to 
one  or  more  members  of  the  Edi- 
torial Board.  The  final  decision  is  re- 
served for  the  Editor.  No  direct  con- 
tact between  the  reviewers  and  the 
authors  will  be  permitted,  but 
authors  will  be  informed  of  the  re- 
viewers' comments.  The  publication 
lag  for  original  articles  may  be  six 
months  or  more.  Galley  proofs  will 
be  submitted  to  the  author  for  cor- 
rection of  typographical  errors. 

REPRINT  ORDERS 

Reprints  may  be  ordered  after  the 
author  is  notified  that  the  article 
has  been  selected  for  a specific  issue 
of  New  Jersey  Medicine.  A check  for 
the  cost  of  reprints  including  re- 
make charge  if  order  is  received  after 
due  date  must  accompany  the  order. 

COMMUNICATIONS 

All  communications  should  be 
sent  to  the  Editor,  New  Jersey  Medi- 
cine. MSNJ,  2 Princess  Road,  Law- 
renceville,  NJ  08648. 


456 


NEW  JERSEY  MEDICINE 


SOMERSET  MEDICAL  COMMONS 
NEW  UNITS 
FOR  SALE 


DOCTORS  OFFICE  FOR  SALE 
$149,000 

Ground  Level  Professional  Co-op  Suite:  reception 
room,  2 exam,  rms.,  2 lavatories,  2 counseling  rooms, 
1 lab,  storage.  Newly  renovated  and  beautifully  decor- 
ated. Maintenance  fee:  $745.50. 

Please  contact:  Dian  Scrittorale 

201/746-0401 

JOANNE  EGAN  ASSOCIATES 
242  Bellevue  Avenue 
Upper  Montclair,  NJ  07043 


New  medical  condominium  offices  in  Bridgewater 
Township;  Ideal  location:  walking  distance  to 
SOMERSET  MEDIGAL  CENTER.  This  project  con- 
sists of  16  separate  suites  which  are  CUSTOM  BUILT 
AND  DESIGNED  for  individual  needs  from  1800  sq. 
ft.  A unique  State-of-the-Art  facility;  join  the  growing 
list  of  M.D.’s. 

Occupancy:  90-120  Days 

Tremendous  Growth  Area  and  Potential 

Call  now  for  brochure  and  inspection  . . . 

201-722-8184 

SOMERSET  COUNTY;  CENTRAL  N.J. 


UPPER  MONTCLAIR 


Perfect  Arrangement  for  a Medical  Doctor.  This  Dutch  Colonial  features  a new 
family  room  and  state-of-the-art  kitchen,  both  with  skylights,  living  room  with 
fireplace,  formal  dining  room,  master  bedroom  with  study,  plus  three  additional 
bedrooms  and  two  baths. 

Doctor's  wing  has  separate  entrance,  waiting  room,  reception  area,  powder 
room,  laboratory  with  sink  and  three  examining  rooms. 

Central  air,  two-zone  security  system,  intercoms  are  Just  some  of  the  fine  features 
of  this  home  with  a two-car,  detached  garage  and  a wonderful  backyard. 

Call  for  an  appointment:  Schultz  Real  Estate  Offered  at  $379,000. 
(201)  783-5058,  50  Church  Street,  Montclair,  NJ  07042 
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Health  Care  Personnel 
Consulting,  Inc. 

a division  of  The  Health  Care  Group 

specializes  in  valuation  and  sales.  We  have 
practices  currently  available  in  the  following 
specialty  areas: 

ALLERGY,  DERMATOLOGY,  FAMILY  PRACTICE, 
INTERNAL  MEDICINE,  OPHTHALMOLOGY, 
PEDIATRICS,  PSYCHIATRY,  PSYCHOLOGY, 
RADIOLOGY  AND 
URGENT  CARE. 

For  more  information  regarding 
selling  or  buying  a medical  practice, 
contact  our  brokerage  division 
at  The  Health  Care  Group, 

400  GSB  Bldg.,  Bala  Cynwyd,  PA  19004 
or  call  (215)  667-8630. 


SURGEONS 

Have  you  considered 
the  U.S.  Army  Reserve? 

□ NEW!!  STUDENT  LOAN  REPAYMENT  AND  STIPEND  PROGRAMS  FOR  ELIGIBLE  SURGEONS 

□ SERVE  IN  THE  ARMY  RESERVE  MEDICAL  DEPARTMENT  AS  A COMMISSIONED  OFFICER 

□ CME  PROGRAMS  FUNDED  BY  THE  U.S.  ARMY 

□ FLEXIBLE  HOURS  AND  LOCATIONS  AS  NOT  TO  INTERFERE  WITH  YOUR  PRACTICE 

□ NON-CONTRIBUTIVE  RETIREMENT  ANNUITY 

□ A CHANCE  TO  BROADEN  YOUR  MEDICAL  EXPERTISE 

CALL  COLLECT 
609-667-8190 

N7 

U.S.  Army  Health  Professionals  Support  Agency 
2201  Executive  Bldg.,  Suite  716,  Route  38 
Cherry  Hill,  NJ  08002-4301 

Name:  

Specialty: 

Address: 

Business  Phone: Home  Phone:  

Best  Time  to  Call: 
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“SELLING  PRACTICES 
IS  OUR  BUSINESS” 

Want  to  maximize  the  return  on  your  investment?  Before 
you  buy  or  sell,  call  for  an  appraisal  to  assure  the  best 
financial  and  transfer  terms.  We  are  a full  service  prac- 
tice broker,  not  simply  a listing  service.  Since  1981, 
Countrywide  has  been  instrumental  in  helping  hundreds  of 
doctors  like  yourself  buy  and  sell  their  practices.  We  guide 
you  through  the  entire  sales  process  from  initial  meeting 
to  closing.  Our  offices  serve  New  Jersey,  New  York  and 
New  England. 

Countrywide  Business  Brokerage,  Inc. 

319  East  24th  St.  Suite  23-G 
New  York,  N.Y.  10010 

(212)  686-7902  (617)  232-1075  (203)  869-3666 


EMERGENCY  MEDICINE  POSITIONS 

Full/part  time  emergency  medicine  physicians  sought 
by  multi  state  professional  association  for  openings  in 
metropolitan  NY,  PA,  MD,  DC,  FL,  New  England  and 
throughout  U.S.  Contact  or  send  CV  to: 

Liberty  Healthcare  Corporation 
399  Market  Street 
Ste.  400 

Philadelphia,  PA  19106 

(215)  592-7400  or  outside  PA  (800)  331-7122 


NEwLICClltll.  Inc. 

Offering  Business  Expertise  to 
Health  Care  Practitioners 

“Your  specialty  is  health  care. 
Ours  is  business. 

Let  us  help  you 
strike  a perfect  balance!" 

7 EAST  MAIN  ST. 
MOORESTOWN,  NJ  08057 
(609)  866-1777 


PRIMARY  CARE  PHYSICIANS 

Multi-state  practice  association  seeks  BE/BC  primary 
care  physicians  for  unique  opportunities  in  PA,  NJ,  New 
England,  MD,  FL,  and  other  areas  of  the  U.S.  Most 
positions  offer  Monday-Friday  8 AM  to  5 PM  schedules 
with  up  to  five  weeks  paid  time  off.  Paid  malpractice. 
Contact  or  send  CV  to: 

Liberty  Healthcare  Corporation 
399  Market  Street 
Suite  400 

Philadelphia,  PA  19106 

(215)  592-7400  or  outside  PA  (800)  331-7122 


— emmwm  Tiyn  

YOU  CAN  KEEP  THEM 
IN  BALANCE- 
Y0UR  FAMILY  LIFE 
AND  YOUR 
MEDICAL  PRACTICE. 

We'd  like  to  help  you  spend  more  time  with  your  family  yet 
receive  professional  satisfaction  from  your  medical  practice. 
As  a member  of  the  Air  Force  health  care  team,  you'll  be  able 
to  participate  in  our  group  practice  concept  which  will  free  you 
of  most  administrative  duties. 

Air  Force  benefits  are  also  very  attractive.  You  and  your  family 
will  enjoy  30  days  of  vacation  with  pay  each  year  plus  many 
more  Air  Force  advantages.  Call 


SSgt.  Jim  Campbell 
609-667-9208  collect 
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Classified 

Advertisements 

Space  Use  For 
Members  Only 

Copy  deadline:  5th  oj 
preceding  month;  Payment 
in  advance;  $5.00 first  25 
words,  1 0<P  each  additional. 
Count  as  one  word  all  single 
words,  two  initials  of  name, 
each  abbreviation,  isolated 
numbers,  groups  of 
numbers,  hyphenated 
words.  Count  name  and 
address  as  five  words, 
telephone  number  as  one 
word.  Box  No.  000, 

NEW  JERSEY  MEDICINE 
as  five  words. 


AVAILABLE — GP/IM  for  2 to  3 month 
periods  in  a busy  office  practice  or  clinic. 
Will  consider  permanent  arrangement  or 
partnership.  20  years  of  experience  in 
the  US,  Ireland  and  England.  Licensed  in 
NJ,  NY,  PA  CT.  Reply  to  Box  No.  1034, 
Green  Farms,  CT  06436. 

INTERNIST  SEEKING — New  opportuni- 
ty. Permanently  relocated  to  South  Jer- 
sey, Board  Certified,  in  practice  six  years. 
Please  address  inquiiy  to  Box  No.  240, 
NEW  JERSEY  MEDICINE. 

INTERNIST  SEEKING— New  employment 
opportunity  in  a Group,  Hospital  or 
Clinic.  Board  Eligible  with  many  years  of 
practice  in  General  Medicine.  Please  ad- 
dress inquiry  to  Box  No.  217,  NEW 
JERSEY  MEDICINE. 

RADIOLOGIST — Need  weekend  cover- 
age? Rising  PGY-4  Radiology  Resident 
wants  part-time  work.  NJ  license,  Ameri- 
can trained,  National  Boards,  ACLS, 
CT/US,  fluoro,  pediatrics.  Please  contact 
Box  No.  238,  NEW  JERSEY  MEDICINE. 

NEEDED — Family  Practitioner  for  Bucks 
County  area  in  Pennsylvania.  Two  offices 
run  by  one  physician.  Great  opportunity 
for  BC/BE  interested  in  eventual  part- 
nership. Competitive  benefits  offered. 
Please  contact  Box  No.  227,  NEW 
JERSEY  MEDICINE. 


NEEDED — Internist.  Immediate  oppor- 
tunity for  working  partner  in  Monmouth 
County.  Board  Eligible,  Board  Certified. 
Internal  Occupational  Family  Practice. 
Please  call  201-290-0300. 

NEEDED — Medical  Director  part-time, 
Board  Certified.  Speciality  physical  or  de- 
velopmental disabilities.  Center  services 
500  infants  to  adults.  To  provide  leader- 
ship of  medical  health  related  activities. 
Send  resume  and  salary  requirement  to 
Box  No.  242,  NEW  JERSEY  MEDICINE. 


NEEDED — Orthopedic.  Immediate  posi- 
tion available  for  Board  Certified  or 
Eligible  physician.  Join  busy  established, 
solo  practice  in  rapidly  growing  Central 
New  Jersey,  near  New  York  City.  Gen- 
erous salary,  benefits,  continued  medical 
education  time.  Please  send  C.V.  to  Dante 
E.  Sesin,  M.D.,  1001  West  Main  Street, 
Freehold,  NJ  07728. 

NEEDED — Pediatrician.  Part-time,  two 
days  per  week  in  Bucks  County  office. 
Board  Certified/Eligible.  Flexible  ar- 
rangements, pleasant  environment.  On 
Call  two  weekends  per  month.  Could  re- 
sult in  a more  extensive  relationship. 
Please  reply  to  Box  No.  241,  NEW 
JERSEY  MEDICINE. 

NEEDED — Physician,  Board  Certified/ 
Board  Eligible,  June/July  1987  for  Am- 
bulatory Care  Center  in  southern  New 
Jersey,  outside  Philadelphia.  Family 
Practice/Industrial  Medicine.  Full  and 
part-time  positions.  Send  CV  to  Box  No. 
233,  NEW  JERSEY  MEDICINE. 

NEEDED — Physicians  for  successful 
well-known,  walk-in  medical  office  center 
in  Central  New  Jersey.  Full  and  part-time. 
Skilled  and  personable.  American 
trained  MDs.  Send  CV  to  E.V.  McGinley, 
MD,  1005  N.  Washington  Avenue,  Green 
Brook,  NJ  08812.  Call  201-968-8900. 


NEEDED— Family  Practitioner  wanted 
to  Associate  with  growing  practice  in 
Cherry  Hill/Evesham/Mt.  Laurel  area 
Please  reply  to  609-424-9472. 

PRACTICE  WANTED— General  Family 
Physician  looking  to  buy  viable  prac- 
tice/clinic in  Central  South  Jersey. 
Please  respond  to  Box  No.  232,  NEW 
JERSEY  MEDICINE. 

PRACTICE  WANTED — Internist  seeks  to 
purchase  an  established  practice  in 
Bergen  or  Essex  County  or  Hanover,  New 
Jersey.  Able  to  assume  practice  immedi- 
ately. Please  write  to  Box  No.  208,  NEW 
JERSEY  MEDICINE. 

FOR  SALE — Complete  Medical  Office 
Furniture,  x-ray,  developer  and  physical 
therapy  equipment.  Excellent  condition. 
Call  201-538-2575. 

FOR  SALE— Medical/Office  Equipment 
used.  Recently  closed  office.  Call  evenings 
201-539-0547. 


PRACTICE  FOR  SALE — Opportunity  to 
join  and  buy  into  active  30  year  old  IM 
and  FM  practice  in  Bergen  County.  Plan 
early  partnership  and  retirement  after 
introduction.  Please  send  curriculum 
and  needs.  Please  write  to  Box  No.  234, 
NEW  JERSEY  MEDICINE. 

PRACTICE  FOR  SALE — Retiring  from 
established  40  year  Family  Practice  in 
Hackensack  area  Ideal  comer  office  and 
home.  Call  201-845-8451. 

PRACTICE  FOR  SALE — Family  Practice 
including  considerable  psychotherapy, 
Haddonfield,  NJ.  Physician  retiring, 
available  immediately,  gross  over 
$200,000/yr.  Included — equipment,  fur- 
niture, practice,  records  and  other 
amenities.  Please  reply  to  Box  No.  230, 
NEW  JERSEY  MEDICINE. 

PRACTICE  FOR  SALE — Family  Practice 
established  40  years.  Morris  County,  NJ. 
Suitable  for  2 MDs.  350K  gross.  No  OB 
or  Surgeiy.  One  hour  New  York  City. 
Good  coverage.  Outstanding  schools  and 
recreation.  Box  No.  236,  NEW  JERSEY 
MEDICINE. 


PRACTICE  FOR  SALE — Internal  Medi- 
cine/Cardiology. Four  years  old,  grossing 
over  $120,000.  Rapidly  growing  mid-Jer- 
sey area  Leaving  for  foreign  assignment. 
Reply  Box  No.  243,  NEW  JERSEY 
MEDICINE. 

HOME/ OFFICE  FOR  SALE— Large 
home/professional  office  in  Union  Coun- 
ty, NJ.  Ideal  for  MD,  DDS,  Lawyers,  other 
professionals.  Heavy  traffic  on  profes- 
sional row.  Eight  room  home  and  4 1/2 
room  office  on  ground  level.  Contact  Box 
No.  239,  NEW  JERSEY  MEDICINE. 

HOME/OFFICE  FOR  SALE— Pro 

fessional  residential  home/office  for  sale 
by  owner.  About  2900  square  feet  of  liv- 
ing space  and  1300  square  feet  office 
space  for  a total  space  of  4200  square  i 
feet.  Many  extras,  lovely  neighborhood, 
high  growth  area  Close  to  hospitals  and  ; 
15  minutes  to  the  ocean.  Please  call  : 
201-286-1698  or  201-244-3500. 

SUB-LEASE  OFFICE— Subspecialist  Of- 
fice furnished,  available,  near  hospitals. 
Available  evenings,  days,  weekends.  Bor- 
der of  Cherry  Hill  Evesham  Township. 
Please  call  609-778-4222. 

OFFICE  SPACE— Lease,  in  Bergen 
County,  Ridgefield,  NJ  1,200  square  feet. 
Fully  decorated,  cabinets,  darkroom 
equipment,  etc.  included.  Call  201- 
692-9600. 

OFFICE  SPACE — Six-room  professional 
office  suite  available  on  time  sharing 
basis  Monday,  Wednesday,  Friday.  Lo- 
cated in  high  growth  area  between  Gar- 
den State  and  West  Jersey  Hospitals.  Ex- 
cellent location  for  dermatologist  or 
other  medical  specialty.  For  information, 
please  phone  609-596-6440. 
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OFFICE  SPACE — Office  in  New  Milford, 
NJ.  Share  expenses.  Fully  equipped.  Call 
Dr.  Rhine  at  201-836-7722. 

OFFICE  SPACE — Prime  office  space 
available  to  share  with  chiropractor  in 
excellent,  centrally  located  Greenwich  Vil- 
lage area  Central  air  conditioning,  plush 
office.  Opportunity  for  mutual  growth, 
excellent  referral  exchange.  Call  Monday- 
Friday,  noon  to  3 p.m.  212-473-2258. 

OFFICE  FOR  LEASE— Professional 
suites  in  new  office  building  in  South 


Jersey.  Near  J.F.K.  Hospital,  Stratford 
Division.  Ample  parking,  reasonable  rent. 
Area  is  affluent  and  growing  rapidly. 
Family  Practitioners  and  specialists 
needed.  609-227-2221. 

OFFICE  RENTAL— Medical  office  rental. 
Central  Morris  County  at  Rockaway 
Townsquare  Mall,  adjacent  to  1-80.  Fully- 
furnished  office  available  for  rental 
either  full  or  part-time  occupancy.  Call 
201-989-8600  for  additional  infor- 
mation. 


WEIGHT  LOSS  TUTORIAL— How  to  or- 
ganize a simple,  effective,  economical 
weight  loss  program  in  your  office  prac- 
tice. No  fee.  Contact  Allan  Lazar,  MD,  420 
Grand  Avenue,  Englewood  NJ  07631. 
201-568-3742. 


CLASSIFIED  ADVERTISING— Replies/ 
Requests:  Write  to  NEW  JERSEY 
MEDICINE,  Advertising  Office,  370 
Morris  Avenue,  Trenton,  NJ  0861 1 or  call 
609-393-7196  for  availability. 


EANECK-COMPLETELY  RENOVATED  PROFESSIONAL  BUILDING 

Divided  into  two  multi  suite  of- 
fices. Physician's  office  has  re- 
ception, business  office,  two 
examination  rooms  and  consul- 
tation room.  Wired  for  X-Ray. 
Second  suite  is  duplex  (currently 
occupied  by  Attorney),  consists 
of  reception,  secretarial  area 
with  fireplace,  one  private  office 
downstairs  and  additional  pri- 
vate office  with  conference  room 
upstairs.  Third  floor  allows  for 
additional  expansion  as  does  full 
basement  with  outside  entrance. 
Corner  location  on  heavily 
traveled  main  road.  Plans  for 
more  than  ample  parking.  All 
this  for  only  $289,500. 


PRACTICE  MANAGEMENT  CONSULTANTS 

Experts  in  ICD-9CPT  codes: 

• MAXIMUM  REIMBURSEMENT 

• IMPROVED  CASH  FLOW 
Experts  in  Problem  Solving: 

• OFFICE  MANAGEMENT 

• BILLING  AND  COLLECTION 

Many  NJ  Physicians  have  adopted  our  Innovative  Tech- 
niques. 

CALL  TODAY  FOR  FREE  PRACTICE  EVALUATION 
AND  FURTHER  INFORMATION 
201-530-7332 


Call  Herb  Garval 
EXCLUSIVELY  THROUGH 
CENTURY  21 
A A ABLE,  Realtor 
(201)  692-8200 
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The  complete 
journal  for 
family  practice 
physicians 

■ Reaches  79,000  family  physicians  monthly 

■ Presents  the  most  commonly  seen  patient 
problems  in  family  practice 

■ Written  by  physicians  for  physicians 

■ The  most  current  clinical  updates  in: 

Cardiology  Ob/Gyn 
Diabetes  Psychiatry 

Pediatrics  Gastroenterology 

■ Provides  20  hours  of  CME  Category  1 Credit 


MARCH  1987  / VOL.  9,  NO.  3 


ractice 


©certification 


mllm  Cl.  10  Genitourinary  system 

Prostatitis:  Diagnosis  and  Treatment 

William  R,  Schelbel,  MD 

iSMBi  Cl.  20  Problems  other  than  specific  diagnostic/symptomatic 

I ffl/)1  Automobile  Safety 

N.  Burton  Attico,  MD  • Richard  J.  Smith,  III  ■ Michael  A.  Friedman 
I'.  Cl,  1 Communicable  diseases 

lift  Acquired  Immunodeficiency  Syndrome, 
Part  2:  The  Spectrum  of  Disease 

Navin  M Amin.  MD 
A Cl.  7 Circulatory  system 

■r  Antianginal  Drug  Therapy  for  Stable 
Angina  Pectoris:  Update 

Wilbert  S.  Aronow,  MD 


EXTENSIVE  CHORIORETINITIS  CAUSED  BY 
TOXOPLASMOSIS  ASSOCIATED  WITH  AIDS  INFECTION  I 


PRACTICAL  - CLINICAL  - EDUCATIONAL  - CURRENT 


VIII?  ilAIMf1  41IHI I V ri'MITI'D 

■ HJIj  irlllUl.il  1 cllil/ml  Ufill  1 JCjK 

rAD  ■’% /'I  II  lirDI/ft1  ltlCftDHl?DC 

rtln  r/ltjl/lftj  IiEjICvVj  Ul9tfKClFEiK9 

A multi-disciplinary  team  of  physicians  and  surgeons  at  The  Mount  Sinai 
Hospital  for  the  complete  evaluation  and  treatment  of  facial  nerve  disorders. 

PROGRAM  DIRECTORS 

AVRIM  R.  EDEN.  M.I).  DAVID  SIMPSON,  M.D. 

CHIEF  OF  OTOLOGY  ASSISTANT  PROFESSOR  OF  NECROLOGY 

THE  MOUNT  SINAI  MEDICAL  CENTER  CO-DIRECTOR,  EMG  LABORATORY 

Address  for  patients  and  correspondence: 

FACIAL  NERVE  CENTER 
The  Mount  Sinai  Hospital 
1 9 East  98th  Street 
Suite  6A.  Box  1191 
New  York,  NY  10029 

FOR  PATIENT  APPOINTMENTS  OR  INFORMATION: 

(212)650-2309 
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Do  Not  Substitute 


2 mg  5 mg  10  mg 


The  One  You  Know  Best 


Are  you  writing  only 
half  a prescription  for  it? 


Be  sure  to  write  a complete  prescription. 

Specify  “Do  not  substitute.” 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


Copyright  ©1987  by  Roche  Products  Inc. 

All  rights  reserved. 


State  flag  of  New  Jersey 


Flag  It. 

To  complete  your  prescription, 
be  sure  to  sign  on  the  right, 
on  the  “ Do  Not  Substitute”  line. 

This  “flags”  both  pharmacist  and  patient 
that  you  want  the  brand  to  be  dispensed. 
And  it  protects  your  decision. 


2 mg  5 mg  10  mg 

The  one  you  know  best. 


The  cut  out  "V”  design  is  a registered  trademark 
of  Roche  Products  Inc. 
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